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SOME  REMARKS  ON  THE  MISAPPLICATION  OF  THE 
OBSTETRIC  FORCEPS.1 

By  Malcolm  McLean,  M.D. 

A  careful  analysis  of  the  histories  of  our  gynaecological 
patients  will  make  prominent  one  fact  which  is  very  suggestive  and 
worthy  of  our  deliberate  study  and  consideration.  It  is  that  a  very 
large  proportion  of  our  cases  bear  direct  testimony  to  the  truth  of 
the.statement  that  the  majority  of  them  may  trace  their  ''surgical 
ills"  to  the  process  of  childbearing. 

It  would  seem  to  be  merely  repeating  trite  sayings  and  tiresome 
warnings,  in  this  connection,  if  sufficient  recognition  of  the  original 
causation  of  pelvic  disease  were  more  general. 

Enough  has  apparently  been  w  ritten  in  our  various  text-books 
to  cover  all  the  points  which  may  be  suggested  in  this  short  paper, 
but  experience  warrants  us  in  renewing  and  rehearsing  warnings 
which  are  not  heeded  with  the  readiness  which  is  necessary  for  the 
welfare  of  our  patients.  It  would  seem  eminently  proper,  then, 
that  we  should  pursue  the  investigation  far  enough  to  ascertain  just 
what  part  of  the  parturient  process  contributes  so  materially  to  the 
etiology  of  those  diseases  which  so  commonly  and  so  severely  afflict 
womankind. 

I  think  a  fair  appreciation  of  all  the  facts  will  convince  us  that 
the  operations  which  are  usually  performed  with  a  view  to  assist 
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Nature  are  responsible  for  the  vast  majority  of  those  cases  which 
owe  their  origin  to  the  experiences  of  childbearing.  Of  these 
operations  it  may  be  safely  claimed  that  the  application  of  the  for- 
ceps is  most  prolific  in  causing  many  of  the  injuries  which  are 
directly  or  indirectly  the  source  of  serious  disorders. 

The  prevention  of  pelvic  disease  in  the  woman  has  been  the 
theme  of  many  and  earnest  writers ;  and  admonition  and  counsel 
have  not  been  wanting  to  direct  us  in  our  efforts  to  avert  many  of 
the  maladies  of  which  we  treat.  And  yet  it  is  very  evident  that  a 
full  appreciation  of  the  important  part  played  in  the  lying-in-cham- 
ber, is  not  so  commonly  possessed  by  the  average  practitioner  as  to 
make  it  presumptuous  for  the  reader  to  offer  a  few  thoughts  on  the 
subject. 

During  a  period  of  years,  of  sufficient  length  to  entitle  one  to  lay 
claim  to  an  extended  experience,  it  has  been  my  lot  to  see  much  of 
the  use  of  the  obstetric  forceps.  And  as  mature  and  careful  observa- 
tion has  led  me  to  see  a  connection  between  the  frequent  use  of  the 
forceps  and  the  rather  numerous  gynaecological  disorders  which 
have  fallen  into  my  hands,  I  have  found  it  profitable  to  give  some 
special  care  to  weighing  all  the  evidence  in  the  matter  as  it  has  pre- 
sented itself  to  me. 

As  a  result  of  my  endeavors  in  that  direction,  I  have  concluded 
that  the  misapplication  of  the  forceps  is  responsible  for  many  of  the 
worst  cases  of  pelvic  disease,  as  well  as  for  the  sacrifice  of  many 
lives  which  might  have  otherwise  been  saved. 

It  must  be  admitted  that  the  term  "misapplication"  may  be  very 
comprehensive  in  its  meaning,  and  suggest  many  ways  in  which  a 
wrong  use  of  the  instruments  may  be  made.  But  it  is  my  intention 
to  notice  several  of  the  mistakes  which  I  have  seen  repeated  again 
and  again,  and  to  which  mistakes,  unfortunately,  I  have  myself, 
from  time  to  time — in  my  earlier  years  of  practice,  at  least — con- 
tributed a  share. 

The  forceps  may  be  applied  at  the  wrong  time — that  is,  either 
too  early  or  too  late  in  labor.  There  is  a  right  time  when  the  in- 
struments should  be  used,  and  any  deviation  from  that  time  involves 
in  a  sense  their  misapplication. 

These  instruments  may  also  be  applied  in  an  improper  manner; 
and  they  may,  as  well,  be  used  in  improper  cases. 

It  will  not  be  attempted,  within  the  limits  of  this  short  paper,  to 
go  minutely  into  details  concerning  these  different  methods  of  using 
the  forceps,  but  the  history  of  two  or  three  typical  cases  from  actual 
experience  may  go  far  to  give  some  weight  to  the  comments  which 
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it  is  my  privilege  to  offer  on  the  subject.  At  least  they  should  call 
attention  to  the  fact  that  the  remarks  which  are  submitted  are  prac- 
tical. 

Case  I. — Mrs.  M.  E.  Primipara,  26.  Had  good  family  history 
and  was  in  labor  at  term,  after  a  normal  and  comfortable  pregnancy. 

The  first  stage  was  tedious,  and  after  sixteen  or  eighteen  hours 
dilatation  was  completed,  and  expulsive  labor  was  established.  The 
pains  were  short  but  very  severe.  The  head  presented  and  came 
slowly  through  the  superior  strait,  and  after  eight  hours  more  was 
resting  well  down  in  the  inferior  strait,  obliquely  to  the  right. 

After  four  hours  of  ineffectual  attempt  to  force  it  down  by  her 
unaided  efforts,  the  patient  insisted  on  having  further  assistance. 

I  was  summoned  to  meet  her  physician  in  consultation  for  that 
purpose.  The  patient,  on  my  arrival,  was  somewhat  exhausted, 
and  no  longer  able  to  respond  with  good  voluntary  efforts  when 
called  upon  by  the  recurring  pains.  The  occiput  was  located 
obliquely  to  the  right — the  head  well  engaged  in  the  inferior  strait, 
and  not  impacted.  Under  chloroform  anaesthesia,  the  forceps  was 
easily  applied,  and  delivery  accomplished  without  difficulty,  and 
with  very  little  force,  in  the  following  manner  : 

The  patient  being  brought  over  the  edge  of  the  bed  in  the  lithot- 
omy position,  the  external  genitalia  were  thoroughly  washed  with 
warm  carbolized  water.  A  sterilized  glass  catheter  (M.  McLean's 
pattern)  was  used  to  empty  the  bladder.  The  forceps  blades,  prop- 
erly prepared,  were  applied  gently  and  carefully,  after  the  hand  was 
introduced  well  within  the  vulva  to  ascertain  the  exact  relation  of 
the  head  to  the  pelvic  canal,  etc.  Traction  in  the  proper  curve  was 
made  with  one  hand,  the  arm  being  extended,  and  the  shoulder  and 
wrist  joints  allowed  to  be  as  relaxed  as  possible — that  is,  the  pro- 
nator and  supinator  muscles  being  kept  as  far  as  possible  in  a  state 
of  inaction — thus  permitting  the  forceps  with  the  head  to  rotate  in 
the  natural  spiral  direction  through  the  inferior  strait.  As  soon  as 
the  occiput  came  well  under  the  symphysis  pubis  through  the  vulva, 
the  hand  of  the  operator  was  placed  so  that  there  were  two  fingers 
pressing  on  either  side  of  the  coccyx  just  at  the  point  where  the 
forehead  of  the  child  could  be  felt  bulging  against  the  post-rectal  soft 
parts  of  the  mother.  The  head  being  thus  held  in  place,  the  blades 
were  rapidly  but  carefully  unlocked  and  removed.  Then,  waiting 
for  another  pain,  the  head  was  partly  lifted  through  the  vulva,  by 
the  hand  located  as  described,  and  then  allowed  to  recede.  This 
was  repeated  with  another  pain,  and  then  the  head  lifted  through 
the  outlet,  the  body  being  also  carefully  guided  through  so  as  to 
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avoid  the  common  risk  of  perineal  laceration  by  the  shoulder  and 
hip. 

The  amniotic  fluid  was  grumous  and  malodorous.  The  placenta 
was  normal  and  the  membranes  in  good  form.  The  child  breathed 
feebly  and  had  very  poor  cardiac  action.  After  an  hour's  attention 
it  rallied  somewhat,  but  after  a  little  while  sank  into  an  asthenic 
state  again  and  died  in  a  few  hours. 

The  mother  had  a  slow  convalescence — indeed,  after  many 
months  have  past  she  is  an  invalid  from  the  results  of  a  very  exten- 
sive pelvic  peritonitis. 

I  have  taken  the  liberty  of  mentioning  the  various  steps  of  this, 
an  ordinary  forceps  delivery  operation,  with  the  distinct  purpose  of 
contrasting  it  with  the  methods  which  I  have  found  so  commonly 
in  vogue  with  average  accoucheurs. 

And  by  so  doing,  I  hope  to  hint  at  the  criticisms  which  I  think 
their  deviation  from  this  method  deserves:  without  more  dogmatic- 
ally and  possibly  more  presumptuously  pronouncing  a  score  of 
"thou  shalt  nots. " 

The  previous  management  of  the  case  just  related  was  defective 
by  omission — the  patient  should  have  been  delivered  hours  before — 
and  it  could  have  been  done  easily  by  the  method  described. 

I  have  little  doubt  that  the  child  would  have  been  safely  deliv- 
ered and  that  the  mother  would  have  escaped  the  ruinous  inflamma- 
tion which  she  has  sustained.  In  a  word,  this  was  a  case  in  w  hich 
the  forceps  may,  in  a  sense,  be  said  to  have  been  misapplied,  by 
being  delayed  so  long. 

This  used  to  be  a  much  more  frequently  committed  error  a  score 
of  years  ago  than  it  is  to-day,  as  shown  by  the  more  frequent  vesico- 
vaginal and  other  fistula1  of  the  vaginal  canal. 

Now  the  pendulum  has  swung  far  the  other  way  and  the  obstet- 
ric forceps — that  precious  boon  to  humanity— has  been  called  more 
recklessly,  I  fear,  than  it  should  be,  into  requisition. 

(  ask  II. — .Mrs.  G,  aet.  twenty-five;  Ire.:  primipara:  good  family 
history.  Had  comfortable,  uneventful  pregnancy  and  was  taken  in 
labor  Sunday  morning  at  ten  o'clock.  At  one  o'clock,  P.M., — three 
hours  later — the  os  was  dilated  to  the  size  of  a  half  dollar.  I  should 
have  premised  that  the  patient  had  been  disturbed  by  uncertain  ab- 
dominal gripings  all  night  preceding)  and  was  very  impatient  to  get 
through  what  she  supposed  to  be  labor.  There  was  no  true  evi- 
dence of  labor,  however,  until  Sunday  morning,  as  stated.  At  four 
p.m.,  six  hours  after  dilatation  commenced,  the  physician  in  charge 
sent  for  assistance  and  the  long  Elliot  forceps  was  applied  with  great 
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difficulty.  The  two  obstetricians  alternated  in  the  struggle  to  bring 
down  the  unfortunate  head.  The  forceps  was  changed  again  and 
again,  sometimes  slipping  with  ominous  suddenness,  sometimes 
clinging,  immovable,  as  though  fastened  to  the  mother's  pelvis 
itself.  After  three  hours  of  heroic  efforts  of  this  sort,  with  only  just 
enough  of  intervals  to  give  a  little  "blowing  spell"  to  the  operators, 
they  sent  for  counsel  and  assistance.  Unhappily,  I  was  chosen  to 
reinforce  this  little  band. 

The  patient  was  still  intoxicated  with  the  anaesthetic  when  I  ar- 
rived. The  fcetal  head  was  firmly  impacted  in  the  upper  strait  of 
the  pelvis/  the  amniotic  fluid  entirely  evacuated,  and  the  presenting 
part  utterly  immovable  from  its  lodgment  in  the  swollen  tissues  of 
the  canal. 

It  was  with  the  utmost  difficulty  that  I  applied  the  Lusk's  Tar- 
nier  forceps  and  delivered.  The  child  was  dead — its  head  and  face 
pretty  well  hacked  by  the  attempts  made  to  deliver. 

This  case,  it  seems  to  me,  illustrates  a  too  frequently  occurring 
misapplication  of  the  forceps — by  resorting  to  the  use  of  the  instru- 
ments at  an  unwarrantably  early  period  in  labor. 

Why  should  interference  be  demanded  in  a  case  before  the  sec- 
ond stage  had  even  begun  ? 

Nature  was  violently  interrupted  without  any  recognition  what- 
ever of  her  laws  or  her  processes,  and  a  head  was  caught,  floating 
about  at  the  brim  of  the  pelvis,  and  dragged  down  at  random  until 
it  was  wedged  irretrievably  into  an  unprepared  canal. 

This,  in  my  experience,  is  one  of  the  most  prolific  sources  of 
trouble  which  are  brought  to  the  gynaecologist  later  on.  The  hasty, 
reckless,  and  therefore  dangerous,  application  of  the  instrument 
starts  a  train  of  evils  which  I  need  not  enumerate  to  this  Society. 

Case  III. — Mrs.  G.,  aet.  thirty;  U.  S. ;  primipara.  Family  history 
good.  Well  developed  woman  in  the  better  walks  of  life.  Had 
fairly  comfortable  pregnancy  and  came  in  labor  at  full  term.  The 
first  stage  was  tedious,  the  head  presenting  above  the  brim.  Full 
dilatation  had  been  accomplished  and  the  short,  but  severe,  pains 
of  the  second  stage  had  been  recurring  several  hours  without  de- 
scent, when  it  was  determined  to  use  the  forceps. 

The  patient,  being  under  chloroform,  was  brought  to  the  side  of 
the  bed,  her  feet  resting  on  the  edge.  With  two  fingers  protecting 
tlie  vulva,  the  blades  were  introduced  with  considerable  difficulty. 
More  difficulty  was  found  in  locking  the  instrument,  and  when 
locked  the  handles  were  unusually  spread  apart.  Traction  was 
made  in  a  downward  direction,  with  all  the  strength  of  the  operator, 
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but  the  head  would  not  descend.  A  second  physician  tried  his 
strength  but  also  failed  after  repeated  efforts.  Three  times  the  for- 
ceps slipped  from  the  head  and  was  reapplied.  Instruments  of 
another  pelvic  curve  were  then  used,  with  no  better  results.  Two 
hours  were  thus  exhausted — and  so  were  the  physicians — when  I 
had  the  privilege  of  seeing  the  case. 

The  patient  being  prepared  and  placed  as  described  in  relating 
the  first  case,  a  hand  was  introduced  into  a  well-formed,  roomy 
pelvis.  Passing  the  fingers  cautiously  around  the  presenting  head, 
the  ears  were  located,  and  the  occiput  discovered  to  be  resting  over 
the  right  sacro-iliac  synchondrosis.  The  position  was  easily  changed 
by  manually  rotating  the  occiput  forward  into  the  right  occipito- 
anterior, and  at  once  a  pain  settled  it  down  into  the  canal.  It  was 
apparent  that  a  comparatively  short  time  would  now  terminate  the 
labor  spontaneously;  but  the  exhausted  and  demoralized  state  of  the 
mother  demanded  that  she  be  at  once  delivered  from  her  agony. 
The  forceps  was  easily  introduced  and  locked  without  force,  the 
handle  approximating  in  that  satisfactory  manner  which  assures  an 
experienced  operator  that  the  blades  are  grasping  the  head  in  the 
proper  diameters.  Very  light  traction  terminated  the  labor  without 
further  accident. 

This  case  illustrates  a  mistake  which  is  probably  more  often 
committed  by  practitioners  of  considerable  ability  than  any  other  in 
the  obstetric  operations.  Indeed,  so  often  has  it  been  my  lot  to 
meet  with  just  such  cases  in  consultation  with  good  attendants  that 
I  felt  warranted  in  attempting  to  awaken  a  little  more  interest  in  the 
subject  which  seems,  in  practice,  to  be  so  often  disregarded. 

If  this  case  had  been  thoroughly  examined,  by  the  introduction 
of  the  hand  into  the  vagina  so  as  to  locate  the  ears — so  soon  as  it  was 
determined  to  give  artificial  assistance — the  head  could  have  been 
rotated  easily  and  the  case  converted  into  a  simple  one.  As  it  was, 
the  mother  did  not  escape  without  laceration,  and  the  child  died  a 
few  hours  later  from  cerebral  hemorrhage  caused  by  oblique  com- 
pression of  the  cranium. 

Xo  man  should  presume  to  introduce  the  forceps  for  delivery  at 
the  superior  strait  without  being  assured  that  he  is  not  forcing  an 
obliquely  presenting  occiput  into  a  completely  posterior  position. 

If  by  extraordinary  force  or  combination  of  circumstances,  he  is 
able  to  draw  the  head  down  in  this  faulty  position,  he  is  sure  to  in- 
jure the  mother  severely,  if  he  should  be  able  to  deliver  at  all. 

Let  us  sum  up  the  points  this  paper  is  intended  to  emphasize  : 
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First. — The  forceps  applied  at  too  late  an  hour  in  labor.  In  every 
case  requiring  forceps  there  is  a  proper  time  at  which  to  operate. 
Every  minute  s  delay  after  that  time  may  be  harmful. 

Second. — The  forceps  applied  too  early.  Nature  should  be  as- 
sisted, not  violated.  The  fretfulness  of  the  patient  in  the  first  stage 
is  not  necessarily  a  warrant  for  interference.  The  moulding  of  the 
head,  the  softening  and  dilating  of  soft  parts  of  the  parturient  canal, 
the  proper  adaptation  of  the  head  to  the  canal,  should  be  remem- 
bered as  essentials  in  a  normal  case.  Too  early  operation  is  sure 
to  ignore  these  facts  and  do  violence  to  mother  and  child. 

Third. — The  forceps  applied  in  an  improper  manner  and  in  un- 
suitable cases.  The  hand  should  always  be  used  to  determine  the 
precise  position  of  the  head  before  introducing  the  blades.  The 
head  should  be  grasped  so  as  to  insure  the  proper  diameters  op- 
posed to  the  walls  of  the  canal.  In  making  traction  not  only  should 
the  pelvic  curve  be  respected,  but  the  spiral  action  of  the  head 
should  be  encouraged  by  allowing  the  forceps  handles  to  turn  in  the 
direction  indicated  by  the  non-resisting  forces.  The  blades  should 
be  removed  as  soon  as  the  face  of  the  child  can  be  manipulated 
through  the  recto-coccygeal  tissues  and  the  rest  of  the  delivery  com- 
pleted by  the  hand. 

The  forceps  applied  in  unsuitable  cases.  It  is  not  within  the 
scope  of  this  paper  to  even  mention  all  the  improper  cases  in  which 
the  instruments  are  used.  One  important  fact,  however,  must  be 
noticed — namely,  that  the  forceps  is  too  often  applied  in  cases  where 
the  position  of  the  child — the  disproportion  between  the  head  and 
the  obstetric  canal — and  other  circumstances  make  it  advantageous 
to  select  version  instead  of  the  instrumental  operation. 

To  apply  the  forceps  to  these  cases  indiscriminately  and  as  a 
matter  of  routine,  and  then,  after  failing,  to  resort  to  version  is  an 
almost  reckless  disregard  of  cardinal  rules  of  obstetrics. 

A  uterus  and  vagina  hacked  and  abused  by  these  "'iron  hands'' 
is  not  a  choice  field  for  the  operation  of  version.  And  yet  I  feel 
assured  that  every  experienced  obstetrician  will  bear  me  out  in  the 
assertion  that  nine  of  every  ten  operations  for  internal  version  are 
performed  or  attempted  after  the  forceps  has  failed.  No  doubt  it  is 
due  to  this  fact  that  so  many  operators  look  upon  version  as  the 
more  serious  operation — because,  in  nine-tenths  of  the  cases  where 
version  has  been  attempted,  it  has  unfortunately  been  undertaken  in 
a  case  already  damaged  by  misapplied  forceps. 

In  conclusion,  let  me  state  that  the  object  of  this  paper  is  to  call 
attention  to  certain  common  errors  in  practice  which  may  be  avoid- 
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ed.  That  in  avoiding  them  we  are  contributing  largely  to  the  safety 
and  comfort  of  the  women  under  our  care;  and  that  by  so  doing  we 
are  fulfilling  one  of  the  highest  duties  which  we,  as  physicians,  owe 
to  our  fellow  beings — namely,  the  prevention  of  preventable  suf- 
fering. 


STERILITY  IN   THE  NULLIPARA 

V  PATHOLOGICALLY  AND   ETHICALLY  CONSIDERED. 1 

By  John  Duncan  Emmet,  M.D. , 

Assistant  Surgeon  to  the  Woman's  Hospital. 

The  subject  of  this  paper,  Sterility  in  tlie  Nullipara,  easily  divides 
itself  under  four  heads.  Under  the  first  of  these,  we  find  those 
cases  where  the  uterus  or  ovaries,  or  both,  are  absent  or  have  not 
developed  at  puberty  and  where  menstruation  has  never  appeared. 

I  have  had  but  one  case  in  my  own  practice  where  this  diagno- 
sis was  verified  by  laparotomy.  The  case  is  a  curious  one,  because  it 
presents  a  complication  so  unusual  that  it  threw  a  doubt  upon  the 
diagnosis  of  sterility,  to  which  all  other  symptoms  pointed.  The 
patient,  about  thirty-three  years  old,  came  to  me  to  be  relieved  of 
backache  and  consequent  inability  to  do  her  work.  Her  appear- 
<.  \ce  was  not  remarkable  except  that  she  seemed  anaemic,  and  her 
br  sts  were  small  and  flat.  She  had  never  married,  but,  recogniz- 
ing that  contingency,  she  wished  an  opinion  as  to  the  possibility  of 
conception,  in  view  of  the  absence  of  the  menstrual  function.  I 
found  the  vagina  normal  in  size,  the  cervix  disproportionately  long, 
the  uterus  retroverted,  with  its  fundus  so  firmly  glued  to  the  rectum 
that  the  posterior  cul-de-sac  was  obliterated.  After  trying  unsuc- 
cessfully for  some  months  to  raise  and  replace  the  uterus  by  means 
of  "packing"  behind  and  against  the  organ,  and  by  manipulation 
bi-manually,  I  determined  upon  hysterorrhaphy.  On  opening  the 
abdomen  I  detached  the  fundus  with  Some  difficulty  but  without 
hemorrhage,  only  to  find  that  the  broad  ligaments  were  so  short- 
ened by  some  previous  peritonitis  that  it  was  impossible  to  raise 
the  fundus  above  the  bladder.  The  upper  edge  of  the  ligaments 
felt  like  knotted  cords  and  were  without  elasticity;  of  one  ovary  I 
could  find  no  trace,  while  the  other  resembled  a  small  hazel  nut  in 
size.     As  I  had  used  considerable  force  in  detaching  the  uterus,  I 
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-did  not  venture  (and  this  I  now  regret)  to  insert  a  pessary  in  the 
vagina  at  that  time,  but  having  anteverted  and  drawn  up  the  organ 
<is  far  as  I  could,  I  allowed  the  intestines  to  fall  behind  it  and  closed 
the  abdomen.  The  patient  reacted  well  and  was  up  in  a  few  weeks, 
but  the  fundus  returned  to  its  old  position,  and  except  that  the  diag- 
nosis of  sterility  had  been  confirmed,  the  patient  derived  no  benefit 
from  the  operation.  This  case  is.  I  think,  instructive  from  its  pre- 
senting the  results  of  an  extensive  local  inflammation  in  connection 
with  undeveloped  uterus  and  ovaries:  for,  judging  from  this  latter 
fact,  the  local  blood  supply  must  have  always  been  inadequate,  even 
for  nutrition.  I  may  add,  incidentally,  that  neither  the  patient  herself, 
nor  any  of  her  family  could  give  any  history  of  a  fall  or  other  injury 
or  even  any  illness  to  which  peritonitis  could  be  referred. 

The  second  division  of  my  subject  embraces  those  cases  in  which 
there  is  partial  or  complete  destruction  of  the  parenchyma  of  the 
ovaries  or  of  the  tubes  due  to  repeated  attacks  of  peritonitis,  either 
gonorrhceal  or  simple,  or  from  some  other  cause.  If  the  disease  of 
the  tubes  has  caused  complete  destruction  of  the  villi  and  epitheli- 
um on  both  sides,  or  if  the  whole  parenchyma  of  both  ovaries  has 
disappeared,  the  case  may  be  relegated  to  the  first  division  already 
discussed.  But  if  but  one  tube  or  mo  parenchyma  of  one  or  both 
ovaries  be  but  partially  destroyed,  a  very  nice  and.  consequently, 
much-vexed  question  as  to  treatment  arises.  And  here  the  ethical 
side  of  our  subject  obtrudes  itself.  As  physicians,  we  are  avowedly 
the  servants  of  Nature  and  should  desire,  above  all.  to  conserve  her 
forces;  when  inadequate,  to  strengthen  them:  when  scattered,  to 
gather  them  into  line  and  to  direct  them  to  the  accomplishment  of 
her  purpose.  To  destroy  the  channels  through  which  these  forces 
must  work — in  other  words,  and  dropping  metaphor,  to  remove 
any  organ  in  the  human  system  merely  because  it  is  ill.  not  as  a 
last  resource,  nor  as  a  necessary  defence  against  the  advancement 
of  disease  to  neighboring  parts — this  is  surely  not  the  principle  to 
guide  us.  And  it  is  just  here  that  I  would  refer  to  the  mode  of 
treatment  called  Tait's  operation 

I  do  not  care  to  discuss  the  work  of  Tait's  self-styled  followers. 
Avhose  name  is  legion  and  who  have  caused  sterility  in  innumera- 
ble women  for  backache,  for  headache,  for  nervousness,  for  hys- 
teria, for  epilepsy,  for  painful  menstruation,  for  retroversion,  for 
anteflexion,  for  prolapsed  ovary  and  for  medical  students.  This 
tidal-wave  which  has  swept  the  country  is.  happily,  receding,  and 
the  profession  at  large  looks  askance  at  him  who  very  frequently 
removes  the  uterine  appendages  as  at  one  intent  upon  a  record. 
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We  cannot  hold  Tait  responsible  for  this  wholesale  overthrow 
of  the  chief  and  noblest  aim,  physically  speaking,  of  woman's  ex- 
istence, for  that  eminent  operator  never  claimed  his  procedure  a 
panacea  for  diagnostic  difficulties.  And  yet,  two  principles  which 
he  advocates  for  guidance  of  himself  and  others  in  this  operation 
are,  I  believe,  deserving  of  equally  severe  criticism. 

He  maintains  the  presence  of  pus  in  a  tube  to  be  an  indication 
for  immediate  removal;  secondly,  that,  if  the  appendages  of  one 
side  are  to  be  removed,  those  of  the  other  side  should  at  the  same 
time  be  excised,  even  though  healthy.  Dr.  Emmet  was  the  first 
in  this  country,  so  far  as  I  can  discover,  to  protest  publicly  against 
the  use  of  Tait's  operation,  except  as  an  acknowledgement  of  ina- 
bility to  cure;  as  he  was  also  the  first  to  call  attention  here  to  the 
value  of  the  operation,  exhibiting  at  the  same  time  before  the  New 
York  Obstetrical  Society  several  specimens  removed  by  Mr.  Tait 
himself.  Since  this  protest,  in  which  its  author  asserted  his  ability 
to  cure  in  many  cases  the  symptoms  arising  from  purulent  tubes 
and  diseased  ovaries  without  a  radical  operation,  it  has  come  within 
the  experience  of  most  of  us  here  and  of  many  others  to  do  the 
same  thing.  Only  one  case  has  come  under  my  own  observation 
in  which  an  enlarged  tube  of  undoubted  gonorrhceal  origin,  after 
vaginal  treatment  with  iodine  and  glycerine  for  several  months, 
emptied  itself  through  the  uterus  and  disappeared  to  the  touch. 
This  woman,  nearly  three  years  later,  is  now  pregnant.  But  this 
experience  is  by  no  means  singular  and  has  occurred  to  many. 

How  often  enlarged,  tender  and  prolapsed  ovaries,  which  for- 
merly presented  a  prima-facie  case  for  immediate  operation  are 
now,  by  patient,  faithful  treatment  with  wool-pads  judiciously 
placed,  lifted  to  a  plane  in  the  pelvis  at  which,  normal  circulation 
asserting  itself,  the  enlarged  vessels  contract  and  leave  the  ovaries 
small  enough  to  retain  their  normal  position. 

A  typical  case  came  to  me  about  a  year  ago,  revealing  a  pro- 
lapsed ovary  apparently  as  large  as  a  walnut  and  lying  directly  be- 
hind and  above  the  cervix.  After  three  or  four  months  of  the  treat- 
ment I  have  described,  neither  I  nor  two  other  gynaecologists  who 
had  positively  felt  the  ovary  formerly,  were  then  able  to  find  any 
trace  of  it,  though  examining  her  thoroughly  under  ether. 

Again,  when  the  Tait  craze  was  at  its  height,  it  was  no  uncom- 
mon thing  lor  an  operator  to  remove  the  appendages  first  and  to 
examine  the  character  and  extent  of  the  lesion  afterwards.  That 
this  is  no  exaggeration  all  of  us  who  have  had  opportunity  to  see 
much  of  this  work  done  in   hospitals  and   elsewhere  can  testily. 
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Now,  the  honest  surgeon,  if  he  find  one,  still  more  both,  ovaries 
but  partially  diseased,  will  puncture  the  follicular  cysts,  or  even  re- 
move a  large  portion  of  hopeless  tissue  and  leave  the  remaining 
healthy  portion  of  the  organ  to  heal  and  do  its  work.  If  he  find  but 
little  pus  in  a  tube,  he  will  pass  a  filiform  probe  through  the  fimbri- 
ated extremity  into  the  uterus,  knowing  that  by  thus  emptying  it  he 
can  often  restore  its  function. 

Mr.  Tait's  second  principle  mentioned  above  :  That  the  append- 
ages of  both  sides,  though  healthy  on  one,  shoidd  simultaneously 
suffer  extirpation,  because  his  experience  has  taught  him  that  when 
this  is  not  done  the  healthy  tube,  after  a  time,  becomes  similarly  affect- 
ed, has  even  less  excuse. 

If  Mr.  Tait  were  a  practical  gynaecologist,  as  well  as  a  brilliant 
operator,  he  would  find  means  of  curing  the  pelvic  inflammation 
which  always  accompanies  a  purulent  state  of  the  tubes  and  which 
still  remains  after  the  latter's  removal.  He  would  do  this  before  the 
inflammation  became,  by  mishap,  again  acute,  to  the  involvement 
of  the  other  tube.  And  should  u.o  lesion  be  of  gonorrhceal  origin, 
if  he  would  also  see  that  the  husband  in  each  case  was  quite  cured 
of  an  old  and  perhaps  forgotten  stricture,  Mr.  Tait  might  always 
leave  the  healthy  tube  in  situ  with  the  certainty  of  no  return  of  pus — 
at  least,  while  the  husband  refrained  from  going  afield.  These  facts 
are  so  well  understood  by  many,  perhaps  by  most,  of  the  gynaecol- 
ogists here  that  I  need  merely  recall  them  to  your  memory  as 
refutatory  evidence  against  an  operation  which,  though  of  immense 
value  within  a  limited  scope,  has  caused  much  unnecessary  sterility 
and  great  misery  among  women. 

My  third  division  of  sterile  nullipara  presents,  on  vaginal  exam- 
ination, the  results  of  some  former  pelvic  inflammation,  or  else 
what  I  shall  term,  for  want  of  a  more  comprehensive  word,  a  pres- 
ent sub-acute  inflammation  of  one  or  both  broad  ligaments,  or  of 
the  utero-sacral  folds,  but  without  involvement  of  either  ovaries  or 
tubes.  With  this  inflammatory  condition  we  find,  of  course,  its 
consequent  displacements  and  mal-positions  of  the  uterus. 

All  these  varied  conditions,  save  one,  present  no  particular  diffi- 
culty in  the  curing  of  sterility.  Indeed,  the  married  patient  often 
becomes  pregnant  soon  after  we  have  succeeded  in  anteverting  the 
uterus  and  before  we  have  entirely  cured  the  inflammatory  con- 
dition. 

The  one  obstinate  exception  referred  to  presents,  as  its  accom- 
paniments, inflammation  in  either  or  both  lateral  ligaments,  and 
especially  in  the  utero-sacral  ligaments.    Again  we  find  all  the  liga- 
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ments  normal  and  the  uterus  perfectly  free.  But  in  either  case,  * 
there  is  one  unvarying-  feature  of  this  class  and  that  is  ante-flexion 
of  the  uterus,  just  above  the  internal  os.  That  anteflexion  in  an 
otherwise  normal  uterus  is  always  the  result  of  inflammation  with 
consequent  congestion  of  the  blood-vessels  in  the  peri-uterine  tis- 
sues, I  firmly  believe. 

I  never  remember  to  have  seen  a  case  of  anteflexion,  either  at 
the  Woman's  Hospital  or  in  my  private  practice  where,  given  a  per- 
fectly mobile  and  well-developed  uterus  entirely  free  from  inflam- 
mation or  new  growth,  there  has  not  been  also  so  marked  a  pro- 
lapse of  that  organ  that  the  back  of  the  cervix  rested  on  the  pos- 
terior wall  of  the  vagina  while  the  patient  lay  on  her  back.  This 
would  certainly  argue  some  interference  with  the  return  circulation 
of  the  body  of  the  uterus. 

As  I  have  said,  we  often  find  an  anteflexion  in  a  fully-developed 
uterus  existing  without  any  other  evidence  of  a  previous  inflamma- 
tion in  the  surrounding  parts  to  explain  its  origin.  I  have  also 
stated  that  I  believe  such  an  anteflexed  uterus  to  be  always  pro- 
lapsed from  congestion  of  the  fundus.  My  explanation  of  this  phe- 
nomenon is  as  follows  :  It  is  mechanically  demonstrable  that  it 
the  utero-sacral  ligaments  become  shortened  by  an  acute  inflamma- 
tion at  that  place,  the  fundus  uteri  becomes  sharply  anteverted  and 
swollen  by  the  consequent  interference  with  its  circulation  through 
those  ligaments.  As  the  organ  becomes  heavier,  its  tendency  is  to 
sag  in  the  pelvis,  which  it  can  only  do  by  bending  forward  at  a 
point  just  above  their  insertion,  the  cervix  itself  being  held  forward 
by  its  attachment  to  the  bladder.  Thus  anteflexion  is  produced. 
Let  the  acute  stage  of  this  inflammation  now  give  way  and  with  the 
decrease  of  the  arterial  determination  to  the  part,  the  veins  will 
empty  themselves  more  slowly,  causing  increase  in  weight  of  the 
uterus  and  increase  of  flexure.  This  flexure  itself  now  acts  as  an 
added  interference  to  the  circulation  by  mechanical  pressure  upon 
the  veins  leaving  the  womb  at  that  part.  After  a  time,  the  inflam- 
matory process  begins  to  resolve  and  the  utero-sacral  ligaments  to 
relax,  whereupon  the  heavy  uterus  begins  to  prolapse,  dragging 
thereby  Upon,  and  so  shortening,  the  diameter  of  its  veins  coming 
from  the  broad  ligaments,  as  well  as  those  in  front  and  behind.  The 
posterior  ligaments  may  now  go  on  to  health  and  recover  com- 
pletely their  normal  elasticity,  but  the  congested  uterus  cannot  rise 
high  enough  in  the  pelvis  to  empty  its  dilated  veins,  and  thus  fail- 
ing to  straighten  itself,  the  anteflexion  remains.  My  theory  as  to 
the  origin  of  this  condition — a  subject  so  much  in  dispute — is  fur- 
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ther  supported  by  two  clinical  facts.  I  have  observed  that,  while 
menstruating-,  the  uterus  straightens  itself  and  loses  its  flexure,  which 
must  be  explained,  it  seems  to  me,  by  the  fact  that  the  increased  deter- 
mination of  the  arterial  blood  causes  the  veins  to  empty  themselves 
rapidly,  thus  permitting-  the  fundus  to  rise  in  the  pelvis,  wrhile  the 
flow  lasts.  The  other  clinical  observation  is  that,  if  an  anteflexed 
uterus  be  raised  upon  a  retroversion  pessary  that  is  not  much 
curved  at  the  back,  it  will  after  a  time  become  less  anteverted  and 
the  flexure  will  disappear.  I  know  it  is  stated  that  the  uterus  has 
been  found  flexed  even  in  utero,  but  judging  by  analogy,  I  cannot 
believe  that  such  a  primal  deformity  could  have  ever  developed  into 
a  fully  formed  uterus. 

I  now  come  to  the  method  of  treatment  which  I  pursue  practi- 
cally in  all  such  cases  of  sterility. 

If  I  can  detect  any  inflammation  or  congestion  in  the  uterine  liga- 
ments, I  treat  that  first  until  I  have  recovered  for  the  uterus  its  normal 
mobility.  When  the  anteflexion  alone  remains,  I  usually  insert  first  a 
small,  soft  rubber  ring  that  I  may  raise  the  uterus  from  the  floor  of  the 
pelvis.  Treatment  with  iodine  and  glycerine  is  still  continued  that 
it  may  assist  in  the  contracting  and  emptying  of  the  uterine  veins. 
At  the  same  time,  I  restore  to  a  healthy  condition  the  glands  of  the 
cervical  canal,  which,  in  every  case  of  long-standing  anteflexion, 
exude  a  thick,  glairy  and  tenacious  mucus — another  evidence  of  the 
.congested  state  of  the  uterus.  This  mucus  forms  a  plug  to  the  ca- 
nal and,  being  acid,  is  itself  a  bar  to  pregnancy.  In  some  cases, 
where  this  discharge  is  very  profuse,  I  begin  by  the  thorough  use 
of  the  dull  curette  up  to  but  not  beyond  the  internal  os.  When  the 
discharge  is  moderate  in  quantity,  I  pass  Hanks'  graduated  dilators, 
which  I  use  as  sounds,  quite  up  to  the  internal  os.  I  do  this  slowly 
making  pressure  at  the  same  time  against  the  sides  of  the  canal. 
After  a  time,  the  secretion  becomes  normal  in  character  and  quan- 
tity. I  then  insert,  if  I  have  not  already  done  so,  an  Emmet's  hard- 
rubber  pessary,  which  draws  the  os  externum  backward  towards 
the  posterior  fornix  vaginae.  I  use  an  Emmet's  pessary  because  its 
slight  posterior  curve  does  not  put  the  utero-sacral  ligaments  upon 
the  stretch  and  thereby  increase  the  anteversion. 

The  patient  is  now  in  a  fair  way  to  become  pregnant,  but  as 
most  patients  are  impatient  to  see  immediate  results  from  their 
treatment,  I  generally  direct  them  at  this  time  to  come  to  me  as 
soon  after  menstruation  as  possible.  I  thereupon  clean  out  the 
vagina  and  the  cervical  canal  very  thoroughly  and  place  pledgets 
of  cotton  soaked  in  an  alkaline  solution  both  in  the  vagina  and  in. 
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the  cervix.  The  pessary  is,  of  course,  left  in  situ.  After  this  I  di- 
rect the  patient  to  go  home,  to  remove  the  cotton  pads  by  their 
strings,  to  take  a  hot  alkaline  douche,  and  then  to  have  immediate 
sexual  intercourse  with  her  husband,  who  has  previously  been  re- 
quested to  hold  himself  in  waiting.  This  intercourse,  preceded  by 
alkaline  douches,  is  repeated  for  several  days  thereafter.  This  is, 
I  think,  the  least  objectionable  of  the  Several  one-two-three-go  meth- 
ods of  obtaining  this  laudable  end  which  have  been  presented  to 
the  profession. 

I  find  in  my  note-book  a  typical  case  treated  successfully  in  this 
way.  She  was  nullipara,  twenty-three  years  of  age,  married  at 
twenty  and  menstruated  at  eleven  years.  Had  always  been  irregu- 
lar as  to  time  of  period  until  her  marriage,  after  which  it  came  regu- 
larly every  twenty-eight  days,  lasting  four.  She  had  had  constant 
backache,  headache  in  temples,  on  top  and  in  back  of  head  for 
about  four  years,  while  previously  to  this  she  had  felt  pains  at  times, 
for  many  years,  in  the  left  side.  All  these  symptoms  had  been 
much  increased  by  lifting  a  heavy  weight  recently.  Examination 
showed  an  anteflexed  and  prolapsed  uterus  and  inflammation  in  both 
broad  ligaments.  After  treating  her  several  months,  I  was  able  to  pre- 
pare her  for  conception  in  the  way  already  described.  After  the  second 
trial,  she  became  pregnant  and  carried  to  full  term.  Without  this  prep- 
aration I  do  not  think  this  woman  could  have  conceived,  for  so 
flexed  was  the  cervix  that  I  doubt  if  the  semen  of  her  husband, 
thrown  into  the  posterior  cut-de-sac,  ever  touched  the  os  externum; 
and  hardy  indeed  must  have  been  that  spermatozoon  who  could 
have  passed  unscathed  through  that  acrid  mass  to  its  haven  of  rest. 

As  to  the  several  operations  upon  the  cervix  for  the  cure  of  ante- 
flexion and  so-catted  obstructive  dysmenorrhoea,  and,  incidentally,  for 
sterility,  the  only  one  I  consider  not  positively  dangerous  to  the 
patient  on  account  of  the  peritonitis  apt  to  follow  a  rude  and  forci- 
ble straightening  of  the  uterus,  or  on  account  of  the  artificial  lacera- 
tion of  the  cervix  and  the  possible  sequelae  of  that  condition,  among 
them  epithelioma,  is  that  lately  devised  by  Dr.  Dudley,  of  Chicago. 
This  has  the  great  merit  of  leaving  no  raw  surface  for  septic  absorp- 
tion. But  the  principle  underlying  'all  operations  devised  for  the 
cure  of  anteflexion  and  other  concomitant  symptoms,  seems  to  me 
so  false  and  so  unnecessary,  even  when  in  its  expression  not  dan- 
gerous to  life,  and  my  own  success  in  curing  these  conditions  by 
what  appears  to  me  the  natural  and,  therefore,  rational  method  has 
been  so  satisfactory  that  I  never  employ  them.  Nevertheless, 
should  I  ever  have  a  case  of  sterility  of  this  class  which  resisted 
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treatment,  I  would  not  hesitate  to  use  Dr.  Dudley's  ingenious  opera- 
tion as  the  one  which  offered  the  best  chance  of  success  and  the 
least  risk. 

My  fourth  and  last  division  of  sterile  cases  embraces  those  which 
sometimes  with,  and  sometimes  without,  anteflexion  exhibit  marked 
irregularity  of  menstruation,  accompanied  by  a  tendency  to  rapid  cor- 
pulence. Although  I  believe  these  cases  very  often  represent  a  pro- 
longed stage  of  the  lesion  just  described  in  the  third  division  of  this 
subject,  this  is  not  always  the  case.  We  find  just  as  many  cases  with- 
out anteflexion  as  with  it.  But,  clinically  and  therapeutically,  all  these 
are  so  similar,  whatever  their  origin,  that  they  form  one  distinct  cate- 
gory. The  special  features  of  this  class,  then,  are  irregularity  in. 
or  entire  stoppage  of,  menstruation  followed,  after  a  time,  by  a 
rapid  taking  on  of  flesh.  All  the  cases  of  this  kind  that  I  have  seen 
have  been  young  women,  not  over  twenty-five  years,  and  many  of 
them  have  shown  symptoms  of  anaemia  with  marked  dyspepsia  and 
constipation.  The  following  is  the  history  of  many:  They  had 
been  in  perfect  health  until  puberty,  which  brought  menstruation 
with  difficulty,  though  this  continued  fairly  regular  for  several 
years.  After  this,  a  month  or  two  was  skipped  and  so  on,  until  in 
one  case  which  came  to  me  at  twenty-seven  years  of  age,  the  period 
had  been  entirely  absent  for  two  years.  She  had  become  in  the 
meanwhile  exceedingly  fat.  Many,  on  the  other  hand,  declare 
themselves  perfectly  well,  except  that  their  waists  are  larger,  and 
only  seek  treatment  because  they  "are  not  like  other  women." 

As  to  the  causation  of  this  condition,  I  consider  it  various.  A 
certain  number  can,  I  think,  from  their  history,  be  referred  with 
certainty  to  a  long  standing  venous  congestion  of  the  uterus,  de- 
scribed above  under  the  head  of  anteflexions.  A  long-continued 
obstruction  to  the  arterial  supply  of  an  organ  must,  in  time,  produce 
atrophy  of  that  organ  and  subsequently  of  those  other  organs  which 
share  in  its  nutrition.  Where  this  occurs,  then,  in  the  ovaries,  the 
degenerative  process  begins  here  and  afterwards  extends  to  the  rest 
of  the  body,  as  evidenced  by  general  fat.  In  certain  other  cases,  a 
fairly  clear  history  is  given  of  long-continuing  general  ansemia,  be- 
ginning before  or  at  puberty.  Menstruation  has  been  irregular  and 
scanty  from  the  first,  while  the  increase  in  fat  has  been  neither  so 
marked  nor  so  rapid  as  in  those  in  whom  menstruation  came  on 
regularly  at  first.  Here  the  functional  inactivity  of  the  generative 
organs  was  secondary  to  that  of  the  general  system. 

Still  another  number  of  women  give  us  much  more  difficulty  in 
our  search  for  causation.    They  state  that  puberty  brought  normal 
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menstruation,  that  they  have  always  felt  strong  and  well,  but  that 
a  few  years  ago  menstruation  began  to  be  irregular,  both  in  time 
and  in  quantity,  and  that  lately  they  have  begun  to  grow  stout. 
Nearly  all  of  these  will  say  that  they  have  been  very  fond  of  ath- 
letic sports — could  do  anything  a  boy  could  do — before  puberty, 
and  at  that  time  they  went  to  school,  where  they  studied  very  hard 
and  satisfied  their  ambition  by  standing  high  in  their  classes.  The 
period,  they  generally  say,  became  irregular  while  they  were  at 
boarding-school.  And  perhaps  in  this  we  may  find  the  clue  we  are 
seeking. 

Dr.  Emmet,  in  the  Preface  to  the  first  edition  of  his  "Principles 
and  Practice  of  Gynaecology , "  made  a  strong  protest  against  over- 
stimulation of  the  mental  faculties  at  a  time  when  Nature  is  engaged 
in  preparing  for  the  proper  ordering  of  the  generative  life  of  the 
woman.  And  although  our  knowledge  on  this  subject  will  probably 
always  remain  empirical,  many  facts  of  daily  experience  festify  to 
the  truth  of  his  warning. 

Considering  all  these  cases,  therefore,  of  whatever  origin,  as  ex- 
hibiting as  their  chief  factor  fatty  degeneration  of  the  ovaries  more 
or  less  advanced — the  forerunner  of  atrophy — I  have  directed  my 
treatment  towards  the  stimulation  of  these  organs,  with  the  hope  of 
restoring  their  function  and  thereby  arresting  the  degenerative  pro- 
cess. A  frequently-applied  faradic  current  with  one  pole  in  the  pos- 
terior cul-de-sac,  first  on  one  and  afterwards  on  the  other  side  of  the 
cervix,  the  negative  pole  being  placed  on  the  abdomen  over  the  site 
of  the  ovary  on  each  side;  applications  of  iodine  and  glycerine; 
hot  water  douches  in  the  supine  position;  hot  foot  baths  and 
hot  flaxseed  poultices  for  several  nights  preceding  the  date  of 
the  hoped-for  flow;  with  proper  attention  to  diet  and  to  the 
general  health:  these  have  usually,  in  my  hands,  accomplished  the 
result  I  sought.  Naturally,  the  larger  number  of  these  patients  are 
unmarried,  their  condition  making  them  hesitate  to  take  upon  them- 
selves the  obligations  of  that  state.  Hence,  I  could  only  judge  of 
their  recovery  from  the  sterile  condition  by  the  restored  regularity 
of  the  menstrua]  flow.  The  permanency  of  this  restoration  is,  how- 
ever, very  uncertain  unless  the  patient  marries  at  once  or  remains 
tor  a  long  time  under  monthly  treatment  after  the  Mow  becomes 
regular,  because  the  temptation  to  forget  or  neglect  the  doctor's  ad- 
vice and  to  return  to  the  old  mode  of  life  is  too  strong  for  most 
women  after  they  have  ceased  medical  treatment. 

One  typical  case,  however,  that  of  a  married  woman,  gave  results 
both  remarkable  and  complete.    She  was  about  twenty-two  years- 
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of  age,  of  fine  physique,  apparently  in  perfect  general  health,  though 
grown  somewhat  stout  within  the  year  past.  She  took  a  great  deal 
of  outdoor  exercise  and  only  sought  my  advice  because  she  wanted 
children. 

Married  three  years,  she  had  been  growing  more  and  more 
irregular,  her  last  period  at  the  time  of  her  first  visit  to  me  being 
two  months  past  and  the  only  one  in  five  months.  She  menstruated 
under  treatment  about  three  weeks  subsequent  to  this  visit,  though 
scantily,  and  never  missed  another.  She  had  a  marked  anteflexion 
and  heavy  uterus,  though  without  any  inflammatory  condition  in 
the  pelvis.  She  came  frequently  to  my  office  for  the  first  two  or 
three  months;  after  which  I  saw  her  daily  for  a  few  days  before  and 
after  each  period  for  several  months  more,  when  she  became  preg- 
nant, was  delivered  by  me  of  a  healthy  child,  which  she  nursed  for 
a  year  with  abundance  of  milk.  There  were  three  curious  things  in 
connection  with  her  labor  which  may  or  may  not  have  been  connect- 
ed with  her  former  condition.  The  uterus  refused  to  contract  firmly 
after  the  secundines  came  away,  remained  large  and  flabby,  with  a 
tendency  to  dilate  even  after  a  large  dose  of  ergot.  The  placenta 
came  away  complete,  but  on  the  fifth  day,  under  the  continued  use 
of  small  doses  of  ergot,  the  uterus  contracted  violently  and  expelled 
an  organized  blood-clot  as  large  as  a  hen's  egg.  After  this  the 
womb  remained  firmly  contracted.  The  breasts,  though  large  and 
firm,  secreted  no  milk  until  the  fifth  day  as  well.  And  finally,  the 
baby,,  though  well-nourished  and  apparently  at  ease,  had  persistent 
haematemesis  with  frequent  hiccough  for  more  than  a  week  after 
birth. 

It  will  be  noted  that  I  have  not  referred  to  those  cases  of  female 
sterility,  whose  main  complication  is  impotence,  because  when  the 
sterility  is  organic,  it  is  of  course  referable  to  the  first  division  of 
this  paper;  and  when  it  is  secondary  to  impotence  in  the  relation  of 
effect  to  cause,  it  properly  belongs  to  the  consideration  of  that  dis- 
ease. Nor  have  I  touched  upon  those  conditions  which  depend  for 
existence  upon  some  wholly  extraneous  cause  and  are  without  local 
lesion,,  as  that  which  occurs  in  general  anaemia  as  a  part  of  the  gen- 
eral systemic  condition,  and  that  other  class  which  depends  upon 
local  disturbances  of  the  sympathetic  system,  such  as  over-excita- 
tion at  the  time  of  copulation,  with  excessive  flow  of  vaginal  mucus 
and  other  conditions  of  this  character.  These  suggest  their  own 
cure.  • 

I  have  endeavored  thus  to  cover  the  whole  ground  of  all  that 
properly  belongs  to  my  subject,  and  I  shall  be  satisfied  if  I  have 
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said  enough  that  is  suggestive  to  call  forth  from  others  some  i;ew 
facts  and  principles  upon  this  theme,  of  which  our  knowledge,  when 
all  is  said  and  done,  is  but  scanty  and  incomplete. 

And  yet  no  subject  should  possess  a  greater  interest  for  us,  nor 
provide  a  deeper  study.  For  as  sterility  is  the  end  of  Nature's  hopes, 
the  absence  of  life,  so  is  fecundity  the  foundation  of  all  things;  the 
promise  of  the  future,  the  fulfilment  of  the  past.  Reproduction,  in- 
deed, is  the  unchanging  theme  of  all  Nature's  songs,  the  ground- 
work of  all  her  plans,  the  deepest  of  her  mysteries,  the  most  won- 
drous of  her  works.  And  to  us  the  Baby  is  the  type  of  her  bounty. 
The  Baby  who  precedes,  the  Baby  who  follows  us;  in  whose  tiny 
image  we  must  all  enter  the  portals  of  Life.  The  Baby  in  whom 
lives  the  germ  of  all  that  we  are  and  what  we  may  become — for  we 
ourselves  are  "but  children  of  a  larger  growth." 


A  RARE  CASE  OF  TWIN  INTRA-  AND  EXTRA-UTERINE 
PREGNANCY  TREATED  BY  ELECTRICITY.1 

G.  H.  Whitcomb,  M.D.,  Greenwich,  N.  Y. 

In  calling  your  attention  to  the  rare,  and  taken  as  a  whole  per- 
haps unique  case  here  detailed,  I  feel  the  weakness  of  my  position, 
in  that  my  diagnosis  was  not  verified  nor  approved;  not  verified,  be- 
cause fortunately  an  autopsy  was  not  required;  not  approved,  as  a 
gynaecological  surgeon  was  not  accessible  and  financial  considera- 
tions forbade  sending  for  one  at  a  distance. 

The  case  was  an  anxious  one,  closely  watched,  and  each  fact 
carefully  verified  at  the  time.  Overstatement  has  been  studiously 
avoided. 

The  case,  briefly  stated,  formed  a  part  of  the  illustration  of  a 
paper  read  the  following  April  before  the  Union  Medical  Association 
of  the  Counties  of  Berkshire,  Mass.,  Bennington,  Vt.,  Rensselaer  and 
Washington,  X.  Y.,  on  " Electro-therapeutics  in  Gynaecology." 

Il  was  not  my  purpose  to  give  the  case  further  publicity  until 
invited  by  your  President  to  report  it  here,  he  having  learned  of  the 
case  through  a  friend  of  the  patient. 

On  the  ioth  of  March,  1879,  I  first  saw  Mrs.  W.,  irt  thirty-six 
years,  the  daughter  of  a  physician  and  wife  of  a  clergyman.  She 
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was  a  large,  fine-looking  woman  and  under  favorable  circumstances 
would  have  maintained  robust  health. 

Her  first  and  only  child  was  bom  six  years  before,  at  which 
time  she  received  a  bilateral  laceration  of  the  cervix,  resulting  from 
a  rigid  os  and  tedious  labor.  Her  getting  up  was  slow,  owing  to 
some  inflammatory  trouble  from  which  she  suffered  for  about  five 
years,  when  she  had  a  trachelorrhaphy  at  the  Presbyterian  Hospital, 
N.  V. .  after  which  she  improved  materially  until  she  became  preg- 
nant three  months  ago. 

Shortly  after  conception  she  commenced  to  vomit  severely,  again 
became  ill  and  was  soon  troubled  by  severe,  sharp  colicky  pains  in 
left  inguinal  region  at  frequent  intervals.  Gestation  had  advanced 
to  the  twelfth  week  when  a  sudden,  sharp,  cutting  pain  came  in  the 
region  of  the  left  cornu  and  persisted,  with  exacerbations,  and 
attended  by  a  sharp  local  peritonitis. 

When  I  saw  her  a  few  hours  later,  vomiting  was  constant,  pain 
severe:  pulse  120,  small,  hard  and  wiry;  temperature  101.5.  Her 
countenance  was  pinched  and  anxious  and  gave  evidence  of  great 
distress.  A  satisfactory  examination  was  impossible  at  this  time, 
though  unusual  fulness  could  be  detected  in  the  left  side,  with  the 
uterus  pushed  somewhat  to  the  right.  With  the  use  of  hot  fomen- 
tations, rectal  enemata  and  anodynes  for  two  days,  the  inflammatory 
trouble  subsided  greatly. 

The  uterus  was  now  found  anteverted  and  prolapsed,  the  cervix 
resting  upon  the  perina?um,  just  above  the  sphincter  ani,  and  the 
fundus  lying  forward  against  the  bladder,  causing  vesical  tenesmus. 
The  uterus  thus  located,  gave  an  unusually  favorable  opportunity 
for  examination  and  diagnosis. 

The  organ  was  larger  than  would  correspond  to  this  period  of 
gestation.  This  was  due  in  part  to  the  previously  existing  hyper- 
plasia and  the  encroachment  of  a  large  mass  on  the  left  which 
seemed  to  be  continuous  with,  and  a  part  of  the  uterus.  This  body 
was  as  large  as  an  orange,  and  supplied  with  numerous  pulsating 
vessels:  was  not  wholly  clear  in  its  outlines:  firm  and  elastic  in  its 
consistency:  continuous  with  and  not  showing  any  line  of  demarca- 
tion from  the  uterus. 

The  enlargement  was  more  clearly  outlined  in  front  than  behind, 
where  a  formless  mass  of  exudation  served  to  partially  obscure  it. 
It  seemed  in  outline  much  like  a  subperitoneal  fibroid,  well  embed- 
ded in  uterine  parietes. 

Considering  it  globular,  about  two-thirds  of  its  volume  would  lie 
outside  the  proper  outline  of  the  womb.    The  uterus,  from  its  size, 


20 


shape  and  consistency,  unquestionably  contained  a  foetus.  -I  will 
not  here  discuss  the  diagnosis  further  than  to  say  that  the  history, 
together  with  the  condition  found,  indicated  as  clearly  as  possible 
that  we  had  to  ileal  with  either  a  tubo-uterine  or  interstitial,  preg- 
nancy, or  one  in  a  rudimentary  cornu,  the  first  of  which  I  be- 
lieved to  be  the  case.  At  all  events,  we  had  an  ectopic  gestation 
to  treat,  and  one  that  had  already  produced  a  partial  rupture,  which 
might  at  any  moment  become  complete.  Prompt  action  was  im- 
perative. Laparotomy  offered  little,  if  the  diagnosis  were  correct, 
since  its  dangers  would  be  but  little  less  than  those  already  impending. 

My  personal  knowledge  of  a  case  reported  by  Dr.  T.  G.  Thomas 
as  a  successful  treatment  of  abdominal  pregnancy  by  electricity  ; 
and  favorable  results  in  a  probable  case  of  my  own,  together  with 
my  experience  with  this  agent  in  gynaecological  practice  determined 
its  application  here. 

My  portable  galvanic  battery  being  out  of  order,  a  Faradic  ma- 
chine was  used.  With  a  ball  electrode  in  the  vagina,  immediately 
beneath,  and  a  small  flat  one  on  the  abdomen  directly  over  the 
mass,  so  as  to  confine  the  current  closely  to  the  desired  locality,  a 
mild  and  increasing  current  was  passed  for  fifteen  minutes  daily 
during  two  weeks. 

The  symptoms  improved  continuously  in  all  respects,  though 
some  pain  persisted.  The  enlargement  diminished  noticeably, 
and  seemingly  from  its  outer  surface,  until  the  25th,  when  it  was 
found  not  to  exceed  one-third  its  original  volume.  The  impression 
gained  by  constant  watching  was  that  it  had  gradually  receded  into 
the  uterus.  This  occurred,  however,  without  an  increase  of 
pain.  When  the  process  commenced,  and  ended,  I  am  unable  to 
say.  It  w  as  not  complete  when  the  last  treatment  was  given,  from 
which  time  no  examination  was  made,  the  patient  being  about  the 
house  and  moving  into  new  quarters. 

The  morning  of  the  26th  a  slight,  dark  brown  discharge  oc- 
curred, lasting  for  an  hour,  after  which  it  was  not  seen  until  the 
evening  of  the  27th,  when  it  was  attended  by  a  periodical  pain. 

Abortion  promptly  following,  the  patient  lost  the  fruit  of  a  twin 
conception.  The  cord  of  the  foetus  first  delivered  was  broken;  that  of 
the  second  was  attached  to  a  placenta  on  the  right  front  of  the  uterus 
near  the  fundus.  This  was  the  only  one  within  reach  of  the 
finger,  which  could  not  be  carried  to  the  supposed  location  of  the 
other.  The  secundines  were  retained.  The  enlargement  at  the  left 
of  the  fundus  was  now  represented  by  a  small  indistinct  fulness 
only. 
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Under  antiseptic  precautions  the  placenta  on  the  right  was  re- 
moved nearly  entire  and  presented  the  insertion  of  but  one  cord.  That 
of  the  first  born  embryo  was  found  in  an  extension  or  pocket  in  the 
location  of  the  left  tube,  which  admitted  the  curette  forceps  two 
inches  farther  than  they  could  be  passed  in  any  other  direction. 

In  order  to  reach  this  pocket  it  was  necessary  to  introduce  the  for- 
ceps with  the  concavity  of  the  pelvic  curve  to  the  patient's  left,  when 
it  readily  entered.  With  one  hand  locating  the  fundus  it  was  apparent 
that  the  beak  of  the  instrument  passed  to  the  left  and  beyond  it. 

The  task  of  clearing  out  this  placenta  was  both  difficult  and  dan- 
gerous. With  the  aid  of  the  patient's  husband,  who  held  the  uterus 
tilted  to  the  right,  thus  in  some  measure  straightening  the  passage, 
it  was  picked  away,  piece  by  piece,  until  no  more  could  be  found. 
The  curette  was  inadmissible  here  from  danger  of  perforation.  In 
this  respect  the  forceps  can  be  used  with  extractive  force  only,  which 
greatly  lessens  the  probability  of  this  accident. 

The  clearing  and  irrigation  of  the  womb  occupied  two  full  hours 
of  anxious  labor,  which  fortunately  was  amply  rewarded  by  a  prompt 
recovery.  Pulse  or  temperature  never  exceeded  normal;  no  pain, 
haemorrhage,  discharge  of  debris,  or  foul  odor  occurred.  In  two 
Aveeks  the  patient  left  for  a  new  home  in  the  West.  The  day  before 
her  departure  a  most  searching  examination  disclosed  nothing  patho- 
logical. The  tubal  enlargement  had  disappeared.  Involution  was 
well  advanced. 

In  a  little  more  than  a  year  the  woman  gave  birth  to  a  healthy 
child  at  term,  and  as  far  as  I  can  learn,  after  an  uneventful  gestation 
and  labor. 

From  the  history,  conditions,  progress  and  termination  of  the  case, 
it  would  appear  that  the  diagnosis  was  verified  and  treatment  justified. 

It  is  probable  that  the  second  ovum  occupied  such  a  position  in 
the  tube  or  rudimentary  horn  as  to  jut  slightly  into,  or  approach 
nearly  to  the  uterine  cavity,  and  that  the  localized  electrical  current 
secured  its  expulsion  into  its  normal  habitat,  as  in  some  cases  before 
reported.  In  this  instance  the  process  was  gradual,  owing  to  the 
presence  of  a  normal  pregnancy.  The  absence  of  marked  contrac- 
tion pains  during  this  transition  is  unusual,  perhaps,  though  account- 
ed for  by  the  slow  and  gradual  change  which  was  not  completed 
until  just  before  the  abortion. 

The  unbroken  funis  of  the  second  embryo,  enabled  me  to  deter- 
mine that  the  first  delivered  foetus  was  the  one  located  above  and  in 
the  annex,  and  whose  dislocation  caused  the  loss  of  both,  which 
lends  interest  to  the  case. 


E.  E.  Tull,  M.D. 


A  BRIEF  C  LINICAL  REPORT  OF  FOUR  CASKS  OF  INDUCED 
PREMATURE  LABOR. 

By  E.  E.  Tull,  M.D. 

Case  I. — Mrs.  A.,  set  thirty-eight,  mother  of  seven  children,  last 
three  years  ago.  She  had  enjoyed  good  health  until  this  pregnancy; 
when  only  two  months  advanced,  her  feet  and  legs  began  to  swell; 
this  continued,  and  when  five  months  advanced  she  could  with 
great  difficulty  walk.  The  oedema  was  quite  general,  showing 
itself  prominently  in  her  face,  hands,  abdomen  and  labia.  At  this 
time  (fifth  month),  her  sight  began  to  fail  and  two  months  later, 
when  I  first  saw  her,  she  could  only  discern  light;  she  was  then 
confined  to  bed  and  suffered  much  from  nausea,  headache  and 
dyspnoea;  there  was  oedema  of  both  lungs.  Her  urine,  which  was 
scanty,  was  composed  of  albumen,  sixty  per  cent.,  renal  epitheli- 
um, etc.  The  uterus  was  not  over  distended  and  the  child,  whose 
head  could  be -felt  movable  at  the  brim  of  pelvis,  appeared  to  be  of 
normal  size  for  this  stage. 

The  induction  of  labor  was  advised,  yet  this  was  considered  by 
family  physician  and  patient  for  ten  days;  in  the  meantime,  patient 
was  on  milk  diet,  ferruginous  tonics  and  saline  cathartics.  I  was 
again  called  and  with  the  doctor,  we  proceeded  to  deliver  the  patient. 
She  was  suffering  great  distress  from  the  oedema  of  the  lungs.  I 
found  the  head  movable  above  the  brim,  cervix  much  shortened 
and  os  patulous,  admitting  three  fingers,  and  with  these  I  began 
to  dilate.  In  a  half  hour  the  os  was  twice  the  size  of  a  silver 
dollar;  as  the  oedema  was  so  marked  that  patient  was  almost  as- 
phyxiated, I  did  combined  podalic  version,  as  the  most  rapid  means 
of  delivery,  emptying  the  uterus  in  twenty  minutes.  The  child  was 
very  feeble  but  improved  daily. 

The  patient  at  the  end  of  three  weeks  was  able  to  get  up  and 
her  sight  had  improved.  In  six  weeks  urine  contained  but  trace  of 
albumen  and  she  could  see  to  attend  to  her  household;  one  month 
later  there  w  as  no  albumen  found  in  urine,  patient  saying  she  felt 
as  well  as  ever.  The  oedema  disappeared  entirely.  Her  medicines 
were  Hasham's  Mist.,  Lithia  water,  saline  cathartics,  and  a  good 
general  diet. 

Cask  II.  .Mrs.  R.,  ;et.  twenty-one.  Irish,  good  physique  and 
history,  pregnant  lor  the  first  time,  called  on  me  when  some  months 
advanced;  a  specimen  of  her  urine  was  examined  the  next  day  and 
found  normal.     Three  weeks  later  I  w  as  called  to  visit  her  because 
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of  a  severe  headache  she  had  had  for  two  days.  On  entering  her 
room  I  found  her  in  bed  and  she  complained  of  being  dizzy  :  as 
soon  as  she  had  finished  this  sentence,  she  was  seized  with  a  severe 
convulsion,  followed  by  unconsciousness.  I  introduced  a  catheter 
and  found  six  ounces  of  urine,  and  by  further  examination,  rectum 
empty;  cervix  in  healthy  state  and  uterus  not  abnormally  distended. 
I  also  learned  she  had  eaten  but  little  for  twenty-four  hours.  After 
administering  one-quarter  grain  of  morphine  hypodermically,  I  ab- 
sented myself  for  one  hour,  and  while  absent  I  found  the  urine 
about  one-half  by  bulk  albumen;  tube  casts  abundant.  I  returned 
prepared  to  deliver,  and  learned  that  patient  became  conscious  in 
three-quarters  of  an  hour,  and  a  few  minutes  later  had  another  attack; 
as  at  first.  I  again  examined,  and  found  the  cervix  firm.  I  could 
with  difficulty  pass  one  finger  through  the  internal  os.  Head  was 
freely  movable  above  the  brim  and  the  membranes  intact.  Chloro- 
form was  given  in  sufficient  quantities  to  thoroughly  relax:  dilata- 
tion with  the  fingers  was  persisted  in,  and  when  the  os  was  the  size 
of  a  quarter  dollar,  combined  podalic  version  performed.  Mem- 
branes ruptured  when  feet  were  felt  over  the  os,  and  one  foot 
squeezed  through;  upon  this,  steady  traction  was  made,  assisted  by 
pressure  from  above,  until  complete  dilatation  and  extraction  were 
effected;  the  time  consumed  was  two  hours. 

On  regaining  consciousness  about  two  hours  later,  there  was 
twitching  and  jerking  of  the  face  muscles.  An  enema  of  3ss.  of 
chloral  hydrate  was  given,  after  which  she  slept  six  hours.  Her 
convalescence  thereafter  was  not  interrupted. 

The  urine  was  examined  daily,  showing  diminution  in  the 
amount  of  albumen,  and  on  the  tenth  day  it  had  entirely  disap- 
peared. The  child  was  feeble  and  died  next  day  from  urcemic  poi- 
soning. 

Case  III. — Mrs.  B. ,  a?t.  thirty-five,  mother  of  three  children. 
Frevious  to  this  she  has  had  no  trouble  with  either  parturition  or  dur- 
ing convalescence.  Xow  tor  the  first  time,  when  seven  and  one-half 
months  advanced  in  her  pregnancy,  had,  without  warning,  a  pro- 
fuse flow  of  blood.  Seeing  her  a  half  hour  later.  I  found  her  very 
weak  and  still  losing  blood;  cervix  was  almost  obliterated,  very 
soft,  admitting  easily  two  fingers.  The  edge  of  placenta  could  be 
felt  over  the  os,  it  having  become  detached  from  the  right  side  of 
the  cervix,  where  it  had  extended  for  one-half  inch  or  more.  The 
occiput  presented  at  the  brim  of  the  pelvis  and  the  membranes  were 
intact.  The  patient  was  given  3i.  of  ergot,  and  chloroform  admin- 
istered.   With  two  fingers  in  the  cervix,  the  head  was  forced  up- 


24  E.  E.  Tul I,  M.D. 


ward  and  to  left  side,  and  by  aid  of  an  assistant's  hand  on  the  abdo- 
men the  head  was  carried  to  the  fundus:  at  the  same  time,  the  feet 
were  brought  over  the  os  in  range  of  my  fingers.  My  hand  was 
now  acting  as  a  plug  and  controlled  the  haemorrhage.  The  whole 
hand  was  in  the  vagina.  Membranes  were  now  upturned  and  one 
foot  drawn  through.  On  removing  the  hand  there  was  a  gush  of 
blood;  this  was  controlled  by  traction  upon  the  leg  sufficient  to 
cause  pressure,  and  plugging  up  of  the  torn  vessels  in  the  cervix  by 
the  foetal  extremities.  Delivery  was  further  assisted  by  the  con- 
tinual pressure  over  the  fundus;  the  anaesthetic  was  discontinued 
when  version  was  complete.  The  uterus  began  to  contract  after 
rupture  of  the  membranes.  The  placenta,  which  was  of  normal 
size,  was  delivered  with  the  head  of  the  child;  it  was  followed  by 
small  clots.  The  uterus  contracted  firmly  and  thereafter  her  con- 
valescence was  normal.  The  child  was  born  dead.  Time  of  deliv- 
ery after  version  was  one  and  three-quarter  hours. 

Cask  IV. — Mrs.  S. ,  a  strong,  plethoric  Irish  woman,  aet.  thirty- 
thre'e,  mother  of  six  children,  was  pregnant  and  advanced  to  the 
eighth  month.  Three  days  previous  to  my  first  call  she  had  a  se- 
vere chill,  followed  by  sharp  pains  in  the  right  side  of  chest,  and  on 
the  next  day  she  began  to  have  a  dry  cough,  expectorating  nothing. 
The  breathing  was  now  difficult  and  she  was  confined  to  bed.  On 
my  first  visit  I  found  her  in  bed  in  a  semi-recumbent  posture, 
breathing  sixty  times  to  the  minute,  the  pulse  was  150  and  feeble, 
the  skin  was  blue  and  moist.  She  occupied  a  small  room  in  a 
crowded  tenement  house.  By  further  examination  I  found  consoli- 
dation of  the  upper  lobe  of  the  left  lung  and  middle  of  the  right, 
with  (edema  of  both  below.  The  abdomen  was  not  overdistended 
by  an  eight  months'  foetus.    There  was  a  little  suprapubic  oedema. 

I  was  told  that  the  foetus  had  been  dead  two  days,  as  she  had 
felt  no  movements  in  that  time.  Vet  upon  auscultation  the  fcetal 
heart  could  be  distinctly  heard  and  counted,  and  I  was  surprised  to 
find  this  beat  slower  than  that  of  the  mother,  it  being  140;  this  fact 
was  confirmed  by  carefully  counting  several  times. 

The  patient  was  placed  under  treatment;  one  ounce  of  brandy 
was  given  every  two  hours;  the  carbonate  of  ammonia  and  small 
doses  of  quinine;  a  silk  jacket  was  applied;  oxygen  was  ordered, 
but  was  not  available*  She  had  had  no  evidence  of  labor.  On 
returning  that  ev  ening,  two  hours  later,  I  found  her  much  worse. 
Temp.  i05P'/s0,  pulse  between  160-170  and  feeble,  and  respiration  65. 
( )n  auscultating  the  abdomen,  I  found  foetal  heart  not  much  different 
from  what  I  found  it  in  the  morning — a  little  irregular  and  counted 
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150  beats.  I  now  believed  that  patient  would  die,  and  that  the 
infant's  chance  of  surviving-  would  be  the  better  so,  and  thought  of 
some  means  of  extracting  it.  My  obstetrical  bag  was  sent  for  with 
instruments  for  opening  the  abdomen.  The  priest  saw  the  pa- 
tient and  administered  the  rites  of  the  church.  I  reentered  the 
room  in  about  twenty  minutes  and  on  digital  examination  found 
cervix  and  perinseum  had  been  badly  lacerated  in  previous  labors. 
The  cervix  was  very  soft,  and  three  fingers  could  be  easily  passed 
through  the  internal  os.  The  occiput  presented.  I  found  1  could 
easily  dilate  by  means  of  the  fingers.  When  dilatation  was  nearly 
complete,  I  ruptured  the  membranes:  uterus  was  now  contracting, 
and  by  the  assistance  of  the  nurse  making  pressure  over  the  uterus, 
the  head  was  forced  into  the  pelvic  strait.  I  at  once  applied  the  for- 
ceps and  delivered  rapidly,  the  whole  procedure  taking  less  than 
half  an  hour.  The  child  cried  as  soon  as  it  was  born.  Its  heart 
beat  was  130  per  minute.  This  was  taken  at  once  before  the  cord 
was  cut:  at  the  same  time  took  its  temperature  by  the  rectum  and 
found  it  100-  5°:  this  was  taken  as  soon  as  the  child  was  born.  The 
patient's  respiration  improved,  breathing  became  abdominal,  she 
appeared  not  so  blue,  and  pulse  was  more  regular.  One  hour  later, 
patient's  temperature  was  1040,  pulse  150.  respiration  50.  She  thus 
continued  for  six  hours,  when  suddenly  the  pulse  became  almost 
imperceptible,  but  responded  to  3ii.  brandy  hypodermically.  After 
this  her  temperature  never  went  above  104V20,  nor  did  the  pulse  go 
above  140.  Her  convalescence  began  on  the  eighth  day  after  the 
chill,  with  gradual  decline  of  temperature,  etc.  Milk  at  this  time 
first  appeared  in  the  breast.  Her  future  convalescence  was  unin- 
terrupted. The  infant  was  a  female  and  weighed  six  pounds.  The 
difference  noticed  in  pulse  and  temperature  between  mother  and 
infant  was  to  me  novel  and  interesting,  though  not  contrarv  to  what 
we  should  expect.  The  result  has  sustained  the  treatment  of  this 
case,  vet  I  have  found  no  literature  advising  it.  . 
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EDITORIAL. 

AIMS  OF  THE  JOURNAL. 

Our  work  is  designed  to  give  to  the  medical  profession  a  monthly 
journal  of  the  highest  grade  in  all  its  departments.  While  it 
will  treat  chiefly  of  the  subjects  embodied  in  its  name,  these 
are  so  closely  connected  with  general  abdominal  surgery  that 
no  excuse  will  be  offered  for  considering  any  subject  pertain- 
ing to  that  field  or  to  any  other  which  may  directly  help  the 
pelvic  surgeon.  For  example,  the  breast  is  an  organ  so  closely 
connected  with  the  reproductive  system,  and  gynaecologists  and 
obstetricians  are  so  constantly  concerned  in  the  treatment  of  its  dis- 
eases, that  we  consider  it  fully  entitled  to  a  place  in  our  subject- 
matter. 

The  Review  Department  will  be  a  special  feature.  We  believe 
that  an  impartial  spirit  will  animate  us,  and  we  hope  that  not  only 
will  the  well-posted  specialist  turn  to  its  columns  for  what  is  novel, 
but  that  the  busy  practitioner  may  come  to  rely  upon  it  as  a  safe 
guide  to  point  out,  with  logical  argument,  that  which  is  founded 
upon  true  physiological  and  pathological  laws  as  the  medical  world 
now  accept  these;  to  fairly  present  both  sides  where  a  scientific 
question  is  still  under  dispute ;  and  finally,  to  warn  against  that 
which,  from  this  same  accepted  standard,  is  dangerous  and  vision- 
ary. This  department  is  too  often  left  to  the  inexperienced  physi- 
cian and  to  the  recent  graduate,  while  it  should  be  delegated,  as 
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shall  be  our  policy,  only  to  those  whose  personal  experience  has 
rendered  them  thoroughly  competent  to  handle  the  various  works 
to  be  reviewed. 

Reports  of  all  the  gynaecological  and  obstetrical  societies  will 
appear  in  abstract,  except  where  such  proceedings  have  been  given 
exclusively  to  this  Journal.  Thus  will  the  reader  be  enabled  to 
use  this  material  for  reference  without  great  labor.  The  verbose 
reports  so  common  are  frequently  not  only  tiresome,  but  by  their 
length  often  prevent  good  material  from  gaining  recognition. 

Abstracts  of  the  current  literature  of  the  world  will  appear,  and 
particular  care  shall  be  exercised  to  do  justice  to  the  good  work  of 
our  brethren  in  foreign  lands,  but  the  present  craze  of  admiration  for 
all  that  is  not  our  own  shall  not  lead  us  into  the  errors  of  some  of  the 
best  medical  publications,  whose  abstract  columns  might  well 
lead  one  to  suppose  that  no  original  work  was  done  outside  the 
continent  of  Europe,  while,  like  our  native  opera  singers,  many 
ideas  have  received  but  scant  notice  at  home  until  they  have  crossed 
the  ocean  and  returned  masquerading  under  a  foreign  name. 

Our  Journal  shall  be  preeminently  American  and  our  chief  ener- 
gies shall  be  devoted  to  chronicle  the  ideas  and  achievements  of  our 
fellow-countrymen.  It  is,  therefore,  that  we  appeal  with  confidence 
for  support  and  encouragement  to  those  Americans  who  appreciate, 
as  we  sincerely  do,  the  greatness  of  the  present  status  of  medical 
science  at  home,  and  who,  while  rilled  with  admiration  of  the  won- 
derful work  done  of  late  years  abroad  (from  which  we  gratefully 
take  lessons  for  our  own  advancement),  are  equally  cognizant  of  as 
original  and  as  good,  if  not  better,  work  by  Americans  in  many 
branches  of  the  medical  sciences,  and  in  none  more  prominently 
than  in  these  very  specialties  of  which  our  Journal  treats.  As  the 
whole  medical  world  is  a  vast  storehouse  open  to  the  use  of  all, 
each  nation  should  strive,  in  friendly  rivalry,  to  bring  the  greatest 
and  the  best,  nor  should  we  belittle  any — least  of  all  our  own,  lest 
thereby  we  in  time  become  mere  sycophants  and  followers,  taking 
all  and  giving  nothing. 

A  new  feature  in  medical  journalism  which  we  shall  offer  will  be 
the  announcement  in  each  issue  of  the  names  of  the  writers  of  origi- 
nal papers  to  appear  in  the  next  number. 

Finally,  we  hold  out  the  hand  of  friendliness  to  each  of  our  es- 
teemed contemporaries,  asking  for  fair  treatment  and  even  some 
indulgence  if  we  appear  to  put  our  foot  awkwardly  upon  the  first 
round  of  the  ladder  of  experience  which  they  themselves  once 
mounted  to  success. 
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THE  PRESENT  STATUS  OF  THE  TREATMENT  OF  CANCER 
OF  THE  UTERUS. 

This  subject  has,  during  the  past  five  years,  assumed  an  impor- 
tance in  gynaecology  second  only  to  that  of  abdominal  section,  as 
shown  by  the  prominent  place  which  it  has  occupied  in  medical  lit- 
erature. One  can  now  scarcely  glance  at  a  special  journal  without 
noting  some  article  bearing  upon  it.  Important  discussions  upon  the 
old  theme  of  total  extirpation  versus  high  amputation  were  recently 
held  before  two  representative  bodies — the  German  and  the  Ameri- 
can Gynaecological  Societies — which  show  clearly  the  trend  of 
thought  in  this  country  and  abroad.  Without  pretending  to  pass 
judgment  upon  the  claims  of  the  two  operations,  we  may  affirm 
that  the  past  year  has  seen  a  remarkable  increase  in  the  number  of 
weighty  authorities  who  now  pronounce  themselves  unhesitatingly 
in  favor  of  the  radical  procedure.  The  reason  is  evident.  The  strong 
arguments  formerly  urged  against  total  extirpation — the  higher  rate 
of  mortality  and  the  earlier  recurrence  after  operation — have  been 
met  by  the  statistics  of  German  operators,  the  general  average  of 
whose  mortality  has  been  reduced  to  a  little  over  eight  per  cent. , 
Leopold's  being  five  and  Kaltenbach's  only  three  and  three-tenths, 
while  Leopold's  report  concerning  the  ultimate  results  of  the  radical 
operation  show  that  the  latter  argument  has  also  lost  much  of  its 
force. 

It  may  be  asked :  "Why  have  American  and  English  gynaecolo- 
gists been  the  chief  opposers  of  the  radical  operation  ? "  It  is  be- 
cause they  have  not  taken  a  broad  view  of  the  subject.  Their 
deductions  have  been  based  on  their  own  unfavorable  statistics, 
a  study  of  which  shows  that  they  have  operated  upon  improper 
cases  and  with  defective  technique.  In  no  other  way  can  the  strik- 
ing difference  between  our  results  and  those  of  our  German  con- 
freres be  explained.  Abdominal  section  for  the  removal  of  diseased 
appendages  has  been  brought  into  disrepute  in  this  country  for  the 
same  reasons.  Having  limited  opportunities  ourselves,  we  are 
prone  to  forget  that  the  same  conditions  may  not  exist  elsewhere — a 
disposition  which  is  not  in  accord  with  the  broad  scientific  spirit  of 
the  age. 

The  unusual  success  of  German  operators  has  been  due  to  one 
fact,  aside  from  their  superior  technique — the  careful  selection  of 
proper  case*.  Winter,  in  a  recent  article  in  the  Berliner  klinische 
Wochenschrifl,  estimates  that  at  the  Benin  clinic  only  twenty  per 
cent,  of  the  cases  examined  are  operable,  and  of  those  women 
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whose  uteri  are  removed,  twenty-eight  per  cent,  have  no  recurrence, 
so  that  only  about  seven  per  cent,  of  the  entire  number  of  patients 
with  cancer  of  the  uterus  are  really  cured.  The  responsibility  for 
this  rests  with  the  patient  s  physician,  whose  failure  to  make  an 
early  diagnosis  renders  a  successful  radical  operation  impossible. 
As  he  forcibly  states  it :  .' '  The  physician  to  whom  the  patient  first 
applies  decides  her  fate  in  the  majority  of  the  cases. "?  The  future  suc- 
cess of  both  total  extirpation  and  high  amputation  certainly  depends 
upon  the  increasing  ability  of  the  general  practitioner  to  recognize 
the  initial  symptoms  of  malignant  disease,  to  establish  its  pres- 
ence by  vaginal  examination,  and  to  insist  at  once  upon  a  radical 
operation  without  wasting  time  in  trying  the  effects  of  palliative 
treatment! 

The  results,  as  regards  recurrence,  obtained  by  Dr.  W.  H.  Baker 
in  high  amputation  (as  reported  at  the  recent  meeting  of  the  American 
Gynaecological  Society)  are  certainly  most  encouraging,  but  these 
are  offset  by  the  equally  favorable  statistics  of  Leopold  in  total  ex- 
tirpation, based  on  a  much  larger  number  of  cases.  The  former 
operation  certainly  shows  a  lower  mortality.  In  the  Berlin  Clinic 
up  to  1884  it  was  six  and  five-tenths  per  cent.,  but  since  then 
it  has  been  nil  Many  conservative  surgeons  in  this  country  will 
continue  to  prefer  it  to  total  extirpation  when  the  disease  is  limited 
to  the  portio,  but  it  is  certain  that  until  we  exercise  greater  care  in 
the  selection  of  cases,  our  own  statistics  of  either  operation  will  pos- 
sess no  scientific  value  in  comparison  with  those  of  the  great  Ger- 
man clinics.  We  may.  through  increased  experience,  reduce  our 
immediate  mortality,  but  our  ultimate  results  will  not  redound  to 
the  credit  of  either  high  amputation  or  total  extirpation. 

H.  C.  C. 


A  TRIBUTE  TO  THE  MEMORY  OF  FORDYCE  BARKER.  M.D. 
"  Homo  sum:  human*  nihil  alienum  a  me  puto." 

These  words  of  the  great  Orator,  little  enough  true  though  they 
probably  were  when  applied  to  himself,  undoubtedly  give  us  the 
keynote  to  the  whole  character  of  Doctor  Barker. 

A  disposition,  on  which  the  sun  never  set,  brought  those  natur- 
al virtues  and  charms  of  disposition  which  all  men  love  for  their 
rarity  to  complete  a  fruition  which  lasted  while  he  lived.  Unfailing 
cheerfulness,  universal  kindliness,  untiring  energy  and  enthusiasm  in 
all  he  undertook  to  do,  a  lover  of  Mankind,  and  possessed  of  rare 
tact,  he  was  loved  by  all  who  knew  him. 
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So  much  has  been  already  written  about  Fordyce  Barker  in  every 
Medical  Journal  that  a  detailed  account  of  his  medical  life  would  be 
but  a  tale  many  times  told.  I  shall  content  myself,  in  this  tribute 
of  sincere  admiration,  with  mentioning  merely  the  signal  steps  in  a 
career  singularly  complete,  and  in  detailing  a  few  reminiscences  il- 
lustrative of  his  character,  obtained  from  some  who  knew  him  long 
and  well. 

Fordyce  Barker  was  born  at  Wilton,  [Maine,  in  May,  1 8 1 8.  The 
son  of  a  physician,  he  received  the  education  of  a  professional  man, 
obtaining  his  Academical  degree  at  Bowdoin  College  at  nineteen 
years  of  age,  and  his  Medical  degree  four  years  later  at  the  same 
institution. 

It  is  said  that  his  mother  was  noted  for  her  personal  attractive- 
ness, and  this  we  can  well  believe  who  remember  the  sweetness  of 
disposition  and  sympathetic  qualities,  almost  feminine,  which  made 
for  her  son  such  hosts  of  disinterested  friends  of  every  nationality 
and  of  every  age. 

Perhaps  the  wisest  step  he  ever  took,  and  certainly  that  one  which 
became  the  most  important  factor  in  the  development  of  his  char- 
acter, was  his  marriage  in  1843  with  Miss  Dwight,  of  Springfield, 
Mass.  It  is  not  possible  to  appreciate  truly  Dr.  Barker's  remarkable 
talents  and  career  without  some  knowledge  of  this  lady,  his  widow, 
and  of  the  part  she  played  in  their  long,  happy  and  united  life.  Al- 
together devoted  to  her  husband  in  his  aims  and  interests,  yet  single- 
minded  steadfast  and  strong  in  her  own  convictions  and  purposes, 
her  influence  over  him,  though  unostentatious,  must  have  nourished 
into  perfection  many  of  those  strong  and  beautiful  qualities  of  heart 
and  mind  which  made  him  what  he  was. 

One  year  after  marriage,  he  and  his  wife  sailed  for  Europe,  where, 
at  the  University  of  Paris,  he  obtained  a  degree  of  Doctor  of  Medi- 
cine. Before  his  name  had  been  posted  as  a  graduate  he  was  at- 
tacked by  small-pox ;  shortly  after  his  recovery  from  which,  while 
traveling  on  the  continent,  family  matters  of  sad  import  necessitated 
his  immediate  return  to  America. 

Hearing  nothing  of  his  diploma  from  Paris,  he  believed  he  had 
failed  to  pass  his  examinations.  Later,  his  name  not  appearing 
among  the  Alumni,  he  was  confirmed  in  this  belief,  while  the  cares 
of  a  constantly  increasing  practice  led  him  to  neglect  any  precise 
investigation.  Years  afterward,  while  on  a  visit  to  the  French  Cap- 
ital, he  was  dining  one  evening  with  some  friends,  among  whom 
were  several  of  his  old  classmates.  Upon  some  one  referring  to  his 
Paris  degree,  Dr.  Barker  expressed  regret  that  he  had  failed  to  ob- 
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tain  it.  Great  was  his  surprise  upon  being  informed  that  it  had 
been  granted  him  and  that  his  diploma  had  even  been  seen,  signed, 
by  one  of  those  who  were  present.  Then  he  learned  that  owing  to  his 
absence  at  the  time  and  the  fact  that  he  had  never  made  personal 
application  for  it  later,  his  diploma  had  been  retained,  and  for  the 
same  reason,  by  an  ancient  rule,  his  name  was  not  made  to  appear 
in  the  list  of  the  Alumni.  This  incident,  which  Dr.  Barker  related 
to  the  author  on  a  recent  occasion,  was  the  foundation  for  a  cruel 
and  virulent  attack  upon  the  former's  personal  veracity  by  interested 
persons  a  few  years  ago — a  charge  which  would  have  received  a 
sufficient  refutation  in  the  spontaneous  and  overwhelming  rebuke  of 
the  entire  Medical  Profession. 

In  1850,  Dr.  Barker  came  to  New  York  to  practice  at  the  sug- 
gestion of  Dr.  Willard  Parker  and  others.  He  was  one  of  the 
Founders  of  the  New  York  Medical  College,  and,  being  appointed  to 
the  Medical  Staff  of  Bellevue  Hospital,  served  that  Institution  till 
the  day  of  his  death. 

In  1854,  he  stood  sponsor  to  Dr.  Marion  Sims,  who  at  this  time 
made  an  appeal  to  the  medical  profession  at  large  for  their  moral 
support  of  a  hospital  for  the  cure  of  vesico-vaginal  fistula  and  of 
the  few  other  then  recognized  accidents  of  child-birth.  Dr.  Barker 
entered  enthusiastically  into  this  scheme  and  made  up  from  among 
his  own  patients  almost  the  entire  first  Board  of  Lady  Managers,  on 
which  Mrs.  Barker  served  for  several  years  as  Secretary  with  great 
devotion  and  conscientiousness. 

As  a  matter  of  curious  interest  to  gynaecologists  and  obstetricians 
I  will  state  that  Dr.  Barker  obtained  from  Dr.  Mott  the  first  case  of 
vesico-vaginal  fistula  that  Dr.  Sims  operated  upon  in  this  city. 
For  many  years  and  until  the  time  of  his  death,  Dr.  Barker  held  the 
dual  post  of  Consulting  Physician  to  the  Woman's  Hospital  and 
President  of  its  Medical  Board. 

His  writings  were  numerous  and  widely  known  and  quoted  and 
many  were  the  honors,  academical  and  professional,  which  he  re- 
ceived both  in  his  own  country  and  abroad.  Full  lists  of  all  these 
have  been  given  to  the  world  and  recorded,  nor  do  I  think  it  neces- 
sary to  again  detail  them  here.  Four  times  he  received  the  Doctor  s 
Cap  and  still  again  it  was  offered  him  by  the  University  of  Bologna, 
which  he  declined  owing  to  his  inability  to  be  present.  Of  all 
these  honors,  that  which  he  valued  highest  was  undoubtedly  the 
Doctor's  degree  from  the  University  of  Edinburgh.  He  was  one  of 
the  very  few  Americans  who  have  ever  received  the  degree  of  Doctor 
of  Laws  from  that  University. 
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Though  perhaps  no  American  physician,  with  the  exception  of 
Oliver  Wendell  Holmes,  has  had  so  numerous  a  host  of  warm  per- 
sonal friends  among  his  professional  brethren  in  other  lands,  his 
friendships  were  by  no  means  confined  to  this  class.  Besides  many 
other  men  great  in  Literature  and  Art,  he  counted  among  his  inti- 
mates both  Thackeray  and  Dickens,  and  was  accustomed  to  spend 
some  time  at  the  house  of  each  during  his  frequent  summer  visits 
to  England. 

His  reputation  in  General  Medicine  and  Obstetrics  was  very  great, 
and  no  man  in  New  York  was  more  sought  after  in  consultation, 
especially  as  an  Obstetrician,  than  he.  He  was  probably  the  first 
American  to  impress  upon  the  profession  the  great  importance  and 
danger  of  puerperal  fever  and  to  suggest  systematic  means  for  its 
avoidance. 

To  his  learning  and  intelligence  he  necessarily  brought  in  aid 
his  vast  experience,  and  although  the  demands  of  an  immense  and 
most  exacting  practice  prevented  him  from  pursuing  the  theory  of 
Medicine  very  far  in  the  field  of  original  research,  yet  he  never  felt 
himself  too  old  to  learn.  His  interest  in  his  profession  in  all  its 
branches,  and  in  his  professional  brethren  never  flagged  throughout 
his  long  and  useful  life,  and  he  died,  as  he  had  lived,  at  the  age  of 
74,  followed  by  the  profound  regret  of  the  whole  Medical  World,  on 
May  30,  1891. 

I  have  endeavored  to  show  what  this  man  was,  rather  than  what 
he  did.  What  he  did  was  well-done  and  he  had  his  reward  even  in 
this  world ;  but  it  has  been  done  equally  well  before,  nor  will  the 
world  be  void  hereafter  of  many  who  will  follow  with  equal  success 
his  earnest  example.  But  what  he  was  will  live  in  the  hearts  of 
those  who  knew  him  well,  so  long  as  they  live.  His  gentleness, 
his  consideration  and  forbearance  for  the  weaknesses  and  vanity 
of  others,  his  unfailing  notice  and  encouragement  of  the  younger 
members  of  his  profession,  the  entire  absence  in  him  of  professional 
jealousy  and  spite,  made  him  indeed  a  rare  example  for  the  majority 
of  men. 

It  is  when  we  raise  our  eyes  to  an  occasional  view  of  characters 
such  as  his,  that  we  are  given  pause  to  realize  that  this  world  was 
worth  redeeming.  J.  D.  E. 
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REVIEWS. 

Disci  ssion  on  Anaesthetics  at  the  Medico-Chirurgical  Society  of  Glas- 
gow. Session  1890-91.  Edited  1)}'  J.  Walker  Downie,  M.B. . 
etc.     Glasgow.  1891:  pp.  136. 

This  is  a  valuable  contribution  to  the  subject  of  anaesthetics. 
Among  the  writers  of  the  articles  are  several  who  have  already  done 
good  service  in  experimental  study  of  the  subject,  as  Dr.  Joseph 
Coats  and  Sir  George  Macleod,  and  whose  names  are  a  guarantee  of 
the  value  of  the  conclusions  at  which  they  have  arrived.  All  the 
contributors  are  men  of  large  surgical  and  obstetrical  practice,  lead- 
ers in  the  profession  of  one  of  the  large  cities  and  chief  medical  cen- 
tres of  Great  Britain. 

The  character  of  the  papers  of  the  debate  is  eminently  practical, 
with  large  contributions  of  personal  experience.  The  tone  is  scien- 
tific and  throughout  there  is  apparent  a  full  appreciation  of  the  im- 
portance of  the  administration  of  an  anaesthetic  and  of  due  prepara- 
tion of  the  student  for  this  important  duty.  There  is  some  theoreti- 
cal disquisition,  and  there  are  marked  differences  of  opinion,  as  there 
always  will  be  upon  questions  of  practice,  but  in  general  the  subject 
is  considered  and  treated  from  the  practical  side.  The  advocates 
of  chloroform  are  largely  in  the  majority,  and  the  expression  of 
opinion  .in  favor  of  this  anaesthetic,  as  against  ether,  is  surprisingly 
strong,  in  view  of  the  painfully  frequent  recurring  reports  of  deaths 
from  it  in  British  journals.  The  claims  of  ether  were  ably  presented 
by  Dr.  Hartly,  of  Leeds,  and  in  that  city,  and  in  that  alone,  this 
seems  to  be  the  favorite  anaesthetic. 

The  aim  and  scope  of  this  journal  permits  only  a  consideration 
of  anaesthetics  in  connection  with  the  branches  of  medicine  to  which 
it  is  devoted.  We  present,  therefore,  only  the  view  expressed  in  re- 
lation to  aniesthetics  in  connection  with  obstetrics,  and  these  are 
the  opinions  of  men  of  large  experience,  of  men  chosen  to  read  and 
speak,  because  considered  to  be  the  best  exponents  of  the  subject. 

The  expression  in  favor  of  the  use  of  these  agents  during  labor  is 
very  strong.  Dr.  Samuel  Sloan,  one  of  the  leading  physicians 
upon  this  branch  of  the  subject,  says  : 

"The  more  experience  I  have  of  chloroform  in  obstetric  prac- 
tice, the  safer  and  the  more  valuable  do  I  consider  it.  I  now  ad- 
minister chloroform  to  the  obstetric  degree  in  nearly  every  case  of 
confinement  I  attend.  " 

In  regard  to  after  effects  he  says,  in  italics : 


34 


Reviews. 


il  I  consider  /he  recoveries  more  likely  to  be  good  than  /he- reverse, 
where  chloroform  has  been  judiciously  given." 

Dr.  William  L.  Reid  says:  "With  five  and  twenty  years' ex- 
perience of  anaesthetics  in  midwifery  practice,  I  have  never  seen  a 
fatal  issue;  I  have  never  seen  a  woman  in  danger  from  this  cause. 
But  while  my  experience  with  chloroform  has  been  very  large,  that 
with  ether  has  been  very  limited." 

As  to  the  two  leading  anaesthetics,  these  are  the  conclusions  to 
which  he  has  arrived  : 

"In  severe  labor  and  the  ordinary  operations  I  am  content  to 
use  chloroform,  in  view  of  its  convenience  and  safety  in  these  cir- 
cumstances. 

•In  long  and  severe  operations  where  there  is  much  loss  of 
blood.  I  prefer  ether,  given  by  means  of  Clover's  inhaler.  This  in- 
volves more  trouble,  but  its  probably  greater  safety  ought  to  turn 
the  balance  in  its  favor. " 

This  is  about  all  the  advocacy  of  ether  in  obstetrics  there  is,  and 
it  will  be  seen  that  only  a  probability  is  expressed  of  greater  safety. 
In  this  connection,  choice  of  an  anaesthetic  for  severe  obstetrical 
operations,  it  should  be  stated  that  Pajot  always  used  chloroform  in 
his  "  cephalotripsies  repetees"  and  gives  no  warning  note  of  danger. 
Yet  he  was  one  of  the  most  earnest  opponents  of  its  administration 
in  labor,  and  was  the  leading  opponent  of  the  lamented  Campbell 
in  his  figlit  for  obstetrical  anaesthesia  in  the  French  capital.  It  is 
true  that  this  was  surgical,  not  obstetrical,  anaesthesia;  yet  had 
Pajot  known  of  any  especial  danger  attending  the  administration  of 
this  agent,  in  any  condition  relating  to  labor,  he  would  most  surely 
have  adduced  it,  for  the  contest  was  a  bitter  one. 

The  following  is  far  too  important  in  its  practical  aspects  to  be 
omitted,  and  is  strikingly  in  accord  with  other  authorities.1  We 
take  it  from  the  paper  of  Dr.  Reid : 

T  usually  examine  the  heart  before  giving  an  anaesthetic,  but 
the  knowledge  that  heart  disease  exists  only  makes  me  the  more 
anxious  to  use  chloroform  or  ether,  because  in  such  cases  the  strain 
of  a  severe  labor  is  vastly  more  dangerous  without  an  anaesthetic 
than  with  it.  But  whilst  my  experience  of  chloroform  has  been 
very  large,  that  with  etl>er  has  been  very  limited." 

There  was  one  dissenting  voice  in  the  debate  as  to  the  unalloyed 
benefits  of  chloroform  in  labor.  Dr.  Stirlon  was  of  the  opinion  that 
the  subject  had  been  presented  too  favorably,  and  that  chloroform 

1  The  Hearings  of  Chronic  Disease  of  the  Heart  upon  Pregnancy,  Parturi- 
tion, etc.    My  Dr.  Angus  McDonald;  London,  1878. 
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was  occasionally  accountable  for  post-partem  haemorrhage.  Ex- 
perience compels  us  to  coincide  with  this  opinion,  and  that  in  pro- 
portion to  the  length  and  depth  of  the  anaesthesia  must  feeble  uter- 
ine contraction  be  expected,  and  measures  taken  to  obviate  it.  A 
knowledge  and  appreciation  of  this  point  is  of  the  utmost  importance 
to  the  young  practitioner. 

A  complete  consideration  of  the  subject  was  not  to  be  expected 
here,  still,  it  is  somewhat  surprising  to  find  untouched  such  impor- 
tant points  as  the  more  marked  benefits  of  anaesthetics  at  certain 
points  of  the  parturient  process — as  when  the  uterine  and  vulvar 
rings  are  passed  and  the  influence  of  the  severity  and  frequency  of 
recurrence  of  the  pains  upon  administration. 

Every  student  and  every  administrator  of  anaesthetics,  for  surgi- 
cal or  obstetrical  work,  will  find  the  perusal  of  this  little  volume 
both  interesting  and  instructive.  •  J.  C.  R. 

Severe  Vomiting  during  Pregnancy.  By  Graily  Hewitt,  M.D., 
F. R.C. P.,  F. R.S. ,  Ed.;  pp.  147:  London,  Longmans,  Green  & 
Co..  1890. 

This  book  is  based  on  a  paper  read  by  its  author  before  the 
American  Gynaecological  Society  in  1888.  It  deals  mainly  with  the 
question  of  etiology  and  its  chief  object  is  a  more  elaborate  defence 
of  the  views  upon  this  point  already  set  forth  in  the  paper.  The 
author's  conclusions  are  deduced  mainly  from  a  large  number  of 
clinical  data  collected  from  his  own  practice  and  from  other 
sources. 

He  starts  out  with  the  proposition  that  the  vomiting  of  preg- 
nancy is  never  physiological — not  a  necessary  accompaniment  of 
pregnancy.  The  mild  and  severe  forms  have  a  similar  origin;  they 
differ  in  degree  only.  The  essential  cause  of  the  vomiting,  the 
author  holds,  is  to  be  found  in  a  flexion  of  the  uterus,  induced  or 
aggravated  by  impaction  or  detention  in  the  lesser  pelvis.  In  a 
very  small  proportion  of  cases  it  may  arise  from  simple  rigidity  of 
the  cervical  tissues.  These  conditions  act  by  compression  of  the 
nerve  filaments  of  the  growing  uterus,  especially  in  the  region  of  the 
os  internum  or,  possibly  in  some  degree  by  direct  pressure  upon  the 
cervical  ganglion.  Impaired  nutrition  of  nerve  centres  may  play  a 
more  or  less  important  role  in  the  etiology.  A  large  number  of  illus- 
trative cases  are  cited  in  support  of  this  theory,  which  the  author 
contends  is  further  strengthened  by  the  fact  that  the  disorder  is 
usually  limited  to  the  first  four  months,  the  time  during  which  the 
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growing  uterus  resides  in  the  lesser  pelvis,  and  that -the  sickness  is 
aggravated  when  the  displacement  is  increased  by  getting  out  of 
bed  and  assuming  the  erect  position. 

The  theory  is  ingenious  and  suggestive  and  the  book  will  well 
repay  a  careful  perusal.  The  argument  of  the  distinguished  author, 
however,  well  fortified  as  it  is.  will  hardly  pass  unchallenged.  That 
the  vomiting  of  pregnancy  comes  retiexly  from  irritation  of  utero- 
cervical  nerve  filaments  may  be  readily,  granted.  But  uterine  mis- 
placements are  not  so  common  as  the  sickness  of  pregnancy  which 
occurs  in  some  degree  in  nearly  all  cases,  and  uncontrollable  vom- 
iting is  by  no  means  uncommon  in  the  absence  of  any  lesion  appre- 
ciable to  the  touch.  Impaction  of  the  uterus,  on  which  he  lays 
special  stress,  is  a  condition  seldom  met  with  in  the  experience  of 
most  practitioners,  except  in  marked  retroflexion.  Again,  to  most 
readers  it  will  seem  rational  to  assume  that  the  reflex  from  the  gravid 
uterus  may  arise  in  part  or  wholly  from  other  than  mechanical 
causes,  and  the  analogy  of  reflex  vomiting  in  pelvic  peritonitis  and 
in  many  other  instances  will  bear  out  the  assumption. 

The  author's  therapeutics  follow  as  a  corollary  to  his  etiological 
theory.  The  general  object  of  treatment  is  to  break  the  chain  of 
the  reflex  action  by  lessening  the  local  irritation  or  by  diminishing 
the  sensitiveness  of  the  nerve  centres.  This  certainly  affords  the 
key  to  the  management  of  a  large  number  of  cases.  Among  the 
measures  advised  for  prophylaxis,  and  as  an  aid  to  the  remedial 
treatment,  are  general  hygiene,  moderate  exercise,  a  generous  diet 
(if  such  a  thing  be  possible),  a  fair  amount  of  rest  and  the  observ  - 
ance of  the  horizontal  posture  in  varying  degrees  of  strictness  for 
all  cases.  But  the  capital  point  in  Dr.  Hewitt's  treatment  is  the 
correction  of  malpositions  of  the  uterus  and  elevation  of  the  uterus 
by  manual  means  or  by  genu-pectoral  position.  Copeman's  meth- 
od is  favorably  mentioned,  especially  for  rigidity  of  the  cervix, 
but  the  author  is  disposed  to  think  that  the  relief  which  some- 
times follows  dilatation  is  more  frequently  due  to  accidental  uter- 
ine adjustment,  to  the  straightening  of  a  flexion  or  the  incidental 
correction  of  a  malposition,  than  to  the  dilatation  itself.  The 
beneficial  effects  of  caustic  applications  to  the  cervix,  such  as 
tincture  of  iodine  or  nitrate  of  silver,  are  explained  away  in  like 
manner.  Even  the  seeming  success  of  various  medicinal  agents 
in  certain  cases,  and  which  so  frequently  fail  in  others,  he  thinks 
may  be  due  to  a  mere  coincidence,  the  real  benefit  having  arisen 
from  a  sudden  change  in  the  condition  of  the  uterus.  The  local 
Use  of  sedatives  and  the  use  of  Chapman's  ice  bag,  in  uterine  dis- 
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-ease  associated  with  central  nervous  irritability,  are  consistent  with 
the  author's  etiological  views  and  are  commended.  So,  too,  the 
internal  use  of  the  bromides  is  endorsed.  No  mention  is  made 
of  chloral  by  the  rectum,  which  is  often  a  useful  measure.  The 
book  closes  with  an  account  of  the  indications  for  induced  abor- 
tion and  the  method  of  operating.  C.  J. 

IMPORTANT  FOREIGN  WORKS  ON  GYNAECOLOGY  AND  OB- 
STETRICS PUBLISHED  DURING  THE  CURRENT  YEAR. 

Bextraege  zur  Lehre  vom  Uebergaxg  der  intrauterinen  Athmung  zur 
extrauterine^.    F.  Ahlfeld.    4.  Marburg  i/H.,  Elwert's  Verl. 

Behandlung  weiblicher  Geschlechtskraxkheitex.  Braxdt.  Th.  Ber- 
lin, Fischer's  med.  Buchhandlung. 

FOXCTIOXS  DU  FORCEPS,  PREHEXSIOX,  PRESSION  ET  REDUCTIOX  DE  LA  TETE. 
NOUVEAU  FORCEPS  ET  NOUVEAU  TRACTEUR.  THEORIES  ET  EXPERIEXCES  A 
l'aPPUI.      DEFEXSE  DU  PERIXEE  AU  M0YEN   DUX  OBSTACLE  APPORTE  A  SON 

alloxgemext.    Chassagny  (le  I)r).     In-8.  /.  B.  Bailliere. 
Prixcipes  fox d a m e xt a u x  d'obstetriquf.    Introduction  a  l'etude  clin- 

IQUE  FT  A  LA  PRATIQUE  DES  ACCOUCHEMFXTS.      EaRABEUF  (le  PROFESSEUR 

L  H.)  et  le  Dr.  H.  Varnier.    Preface  de  M.  le  professeur  A.  Pin- 
ard.     1 11-4  avec  362  fig.  Steinheil. 
Compendium  dfr  Gyxaekologie.     Heitzmann,  }.     Wien.  M.  Perles. 

Die  Pubertaetsentwickelung  u.  das  Yerhaltxiss  derselbex  zu  de 
Kra.xkheitserscheixungfx  dfr  Schuljugexd.  Key,  A.  Berlin, 
Hirschwald. 

Lfhrbuch  dfr  operativex  Geburtschuflfe.  Kehrer,  E.  A.  Stutt- 
gart. 

Psychopath  1  a    sexi  alis  m.   besoxd.      Beruecksicht  der  coxtraerex 

Sexual-empfixduxg.    Eixe  klixisch-forexs.    Studie.  Krafft-Ebixg, 

R.  v.  6.  Auli.    Stuttgart,  Enke. 
Neue  Forschuxgex  auf  dem  Gebiete  der  Psychopathia  sexualis.  Eixe 

medicixisch-psycholog.    Studie.     Krafft-Ebixg,  R.  v.  Stuttgart, 

Enke. 

LES  HySTERIQUES.      ETAT  PHYSIQUE  ET  ETAT  MENTAL.      ACTES  IXSOLITES, 

delictueux  et  crimixels.  Legraxd  du  Saulle  (le  Dr.  )  $e  edition. 
In-8  J.  B.  Bailliere. 

Manuel  dfs  maladies  des  femmes.  Lutaud,  A.  2e  edition,  entiere- 
ment  refondue,  et  contenant  la  gynecologie  operatoire  et  un  me- 
mento formulaire.     Petit  in-8  avec  416  fig.  Lecrosnier  et  Babe. 

Gyxaekologische  Tagesfragex,  xach  Beobachtuxgex  IX  DER  Giessexer 
Uxiversitaets-Frauexklixik  besprochex.  Loehleix,  H.  I.  Hft. 
Wiesbaden.  Bergmann. 
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I.  Zur  Kaiserschnittsfrage.    II.  Die  Versorgung   d.  StuQipfes 

bei  Laparo-Hysterektomien.  III.  Fruchtaustritt  u.  Dammschutz. 
Medianschnitt  durch  die  Leiche  e.  an  Uterusruptur  VERSTORBENEN 

Kreissenden.     Eine  anatom.   Studie.    Mars,  A.  v.    4.  Krakau, 

(Krzyzanowski).    In  Mappe. 
Das  Frauenleben  in  Bildern  xach  dem  Lebex  dargestellt  u.  aerzt- 

lich  beleuchtet.    Neuwied,  Heuser's  Verl.  Mensinga. 
Etude  historique  si  r  les  orgaxes  gexitaux  de  la  femme,  la  feconda- 

TIOX   ET   l'eMBRYOGENIE   HUMAINES   DEPLTS  LES  TEMPS  LES  PLUS  RECULES 

jusqu'a  la  renaissance.     Peillon  (Gabriel).    Gr.  in-8.  Berthier. 
Hygiene  de  la  femme  enceinte.    Soyre  (le  Dr.  A.  de).    In- 16  avec 

.  fig.  Lecrosnier  et  Babe. 
Lehrbuch  der  Frauexkraxkheitex.    Winckel,  F.     2.  Ann.  Leipzig, 
Hirzel. 

Gymxastique  Gyxecologique  et  Traitemext  Manuel  des  Maladies  de 
l'Uterus  et  de  ses  Annexes  (Methode  de  Thure-Brandt).  Tontzer 
et  M.  Bourcart.    Geneve.    H.  George,  Libraire  Ediieur. 


TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  October  6th,  1891. 
The  President,  Joseph  E.  Janvrin,  M.I).,  in  the  Chair. 

Ruptured  Ectopic  Gestation — Laparotomy — Recovery. 

Dr.  II.  C.  Coe  presented  specimens,  with  the  following  history : 
As  these  cases  are  now  not  unusual,  I  shall  merely  touch  upon  the 
salient  points  in  the  present  one.  Its  interest  lies  not  so  much  in 
the  success  of  the  operation,  as  in  the  diagnosis,  since  the  history 
shows  that  an  intelligent  general  practitioner  may  recognize  the 
existence  of  extra-uterine  pregnancy,  even  though  the  symptoms 
are  obscure  and  he  has  never  before  met  with  the  condition. 

Dr.  Henry  Hungerford,  of  Stamford,  was  called  to  see  the  pa- 
tient from  whom  these  specimens  were  obtained  August  28th,  at 
9.30  P.M.  She  was  a  robust  young  woman,  who  had  been  married 
eight  months  and  had  menstruated  regularly,  the  last  time  on  June 
12th.  Five  weeks  later  she  had  a  slight  "show,"  and  three  times 
after  that  she  noticed  a  sanguineous  discharge,  the  last  one  occur- 
ring on  the  day  on  which  her  physician  saw  her.     On  August  22d, 
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23d  and  24th  she  had  diarrhoea,  with  colicky  pains  in  the  abdomen. 
On  the  25th  she  felt  perfectly  well.  On  the  26th  she  had  severe 
cramps  for  a  couple  of  hours  and  took  a  dose  of  castor  oil,  which 
caused  several  loose  movements.  On  the  28th  she  felt  as  well  as  ever, 
walked  a  long  distance,  and  ate  heartily,  among-  other  things  a  quan- 
tity of  clams  and  peanuts.  At  8  p.m.  she  was  seized  with  a  sudden 
and  violent  pain  around  and  above  the  umbilicus.  Dr.  Hungerford 
found  her  suffering  from  a  moderate  degree  of  shock;  pulse  118, 
abdomen  quite  tender.  He  gave  morph.  gr.  \  hypodermatically,  with 
stimulants.  By  n.30  she  had  rallied  from  the  shock  and  was  free 
from  pain,  though  her  abdomen  was  still  tender. 

In  spite  of  the  fact  that  the  case  was  apparently  one  of  ordinary 
acute  enteritis,  the  doctor  reviewed*  the  above  history  carefully, 
especially  the  fact  of  the  menstrual  irregularity,  and,  although  the  sub- 
jective symptoms  of  pregnancy  were  absent,  he  suspected  that  he 
had  to  do  with  a  case  of  ruptured  ectopic  gestation.  His  suspicion 
was  strengthened  by  finding  on  vaginal  examination  a  soft,  boggy 
tumor  the  size  of  an  orange  behind  the  uterus.  Dr.  Pierson,  of 
Stamford,  saw  the  case  and  independently  arrived  at  the  same  diag- 
nosis. The  doctor  telephoned  for  me  and  I  reached  the  patient's 
house  about  6.30  a.m.  on  the  29th.  She  was  comfortable,  with  a 
normal  pulse  and  temperature,  and  presented  no  evidences  of  any 
serious  trouble.  Abdomen  not  particularly  tender  and  no  dulness  on 
percussion.  Dr.  Jarman  and  myself  went  over  the  case  separately 
and  could  add  nothing  to  the  facts  already  discovered.  There  were 
no  symptoms  of  pregnancy  except  slight  enlargement  and  discolor- 
ation of  the  breasts,  which  had  escaped  the  attention  of  the  patient. 
After  consultation  we  decided  that  the  case  was  one  of  extra-uterine 
pregnancy,  and  that  under  the  circumstances  an  explorative  incision 
was  justifiable.  It  did  not  seem  possible  that  rupture  into  the  gen- 
eral cavity  had  occurred  and  that  there  was  progressive  haemor- 
rhage; I  inclined  to  the  belief  that  the  symptoms  of  the  previous 
night  were  indicative  of  the  ''preliminary  rupture,"  on  which  our 
President  has  laid  so  much  stress.  It  is  unnecessary  to  describe  the 
operation,  which  was  completed  in  about  forty  minutes,  and  in  which 
I  was  ably  assisted  by  Drs.  Jarman,  Hungerford  and  Pierson. 
Nearly  a  quart  of  fluid  and  coagulated  blood  was  removed  from  the 
peritoneal  cavity,  with  an  eight  week's  foetus.  The  ruptured  left 
tube  was  extirpated  and  a  right  haematosalpinx.  Both  ovaries  were 
removed.  Thorough  irrigation  and  drainage.  Under  the  skilful  care 
of  Dr.  Hungerford,  she  had  a  normal  convalescence  and  is  now  in 
good  health.    Two  days  after  the  operation  she  passed  an  entire 
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decidual  membrane,  and  eleven  days  after  she  had  a  pseudo- 
menstruation  lasting  for  four  days  and  followed  by  an  offensive 
discharge. 

The  scientific  interest  of  this  case  hinges  entirely  upon  the  diag- 
nosis, the  accuracy  of  which  reflected  great  credit  upon  the  attending 
physician,  who  really  had  no  clue  to  the  true  condition,  except  the  his- 
tory of  irregular  menstruation  and  the  presence  of  a  tumor,  which  was 
by  no  means  characteristic,  since  it  occupied  the  bottom  of  Douglas' 
pouch  and  may  have  been  of  long  standing,  so  far  as  he  knew.  The 
symptoms  of  rupture  were  so  masked  by  those  of  enteritis  that  the 
inference  that  such  a  rupture  had  taken  place  was  most  acute.  A 
mistake  in  diagnosis,  even  by  an  expert,  would  have  been  quite  ex- 
cusable, but  it  would  undoubtedly  have  cost  the  life  of  the  patient, 
as  the  haemorrhage  had  not  ceased  when  the  abdomen  was  opened. 
I  have  seen  two  fatal  cases  of  ruptured  ovarian  abscess  which  were 
similarly  masked  by  intestinal  symptoms.  The  specimens  are  not 
uninteresting,  especially  the  right  tube,  which  is  evidently  a  second- 
ary hematosalpinx  The  occlusion  of  the  distal  end  would  have  pre- 
vented impregnation  on  this  side.  Doubtless  the  other  tube  was 
also  previously  diseased,  which  suggests  a  possible  etiological  fac- 
tor in  the  development  of  the  ectopic  gestation.  Its  occurrence  so 
soon  after  marriage  is  unusual. 

Dr.  H.  Hi'N(;krford,  of  Stamford,  Conn,  (present  by  invitation), 
who  had  called  Dr.  Coe  in  consultation  in  this  case,  being  asked  to 
make  some  remarks  said  that  he  had  since  learned  one  additional 
point  in  the  patient's  family  history,  although  he  could  not  say  that 
it  had  any  direct  bearing  upon  the  case.  There  was  a  history  of 
tuberculosis  in  the  family,  the  patient's  mother  having  died  of  pul- 
monary phthisis  about  a  year  ago,  and  a  sister  has  now  the  same 
trouble.  A  trained  nurse  had  been  left  with  the  patient  for  three 
weeks  after  the  operation,  and  it  was  found  that  during  all  of  that 
time,  before  breakfast,  she  had  had  regularly  a  subnormal  tempera- 
ture, then  normal  until  noon,  and  after  noon  a  rise  to  ioo°  or  100.  50 
F.  Her  husband  had  told  him  very  recently  that  she  had  a  little 
cough  which  had  lasted  about  two  w  eeks.  Not  having  seen  her 
recently.  Dr.  Hungerford  was  unable  to  say  w  hether  she  was  devel- 
oping some  pulmonary  trouble. 

Dr.  (  haki.k.s  Jewoti  inquired  whether  the  signs  of  internal  haem- 
orrhage in  this  case  w  ere  marked.  He  asked  the  question  because 
of  its  bearing  on  the  facility  of  distinguishing  between  cases  of  rup- 
tured tubal  pregnancy  and  other  conditions  of  the  tube  which  might 
be  attended  w  ith  Inflammation  and  a  similar  amount  of  pain.  He 
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would  also  like  to  raise  the  question  whether  it  was  justifiable,  in 
any  case  where  the  diagnosis  of  much  intra-peritoneal  haemorrhage 
could  be  made,  to  withhold  laparotomy.  He  thought  not.  Yet  good 
authorities  claim  that  a  large  proportion  of  cases  of  ruptured  tubal 
pregnancy  recover  without  interference. 

Dr.-  HrxGERFORD : — The  symptoms  of  haemorrhage  in  this  case 
were  so  slight  that  two  out  of  the  four  physicians  present  did  not 
believe  that  rupture  had  taken  place.  And  the  shock  was  very 
slight.  At  the  time  he  saw  her,  an  hour  and  a  half  after  rupture 
had  presumably  occurred,  her  pulse  was  about  no,  her  hands  were 
a  little  cold,  not  very,  she  was  not  suffering  from  much  shock — in  fact, 
he  hesitated  for  a  moment  about  asking  for  a  digital  examination, 
her  symptoms  were  so  slightly  indicative  of  shock.  The  pain  was 
attributed  to  the  right  hypochondriac  region,  not  to  the  lower  part 
of  the  abdomen  at  all.  She  was  a  little  tender  on  pressure  over  the 
side  where  rupture  had  occurred.  She  was  given  only  a  fourth  of  a 
grain  of  morphia.  There  was  no  further  indication  of  shock  nor  of 
loss  of  blopd.  He  did  not  know  that  he  was  in  a  position  to  answer 
the  other  question — whether  to  leave  such  things  to  nature.  His 
own  feeling  would  be  that  it  were  about  as  wise  to  leave  the  per- 
forated appendix  to  nature. 

Dr.  Ralph  Waldo  took  notice  that  the  tube  on  the  opposite  side 
was  also  diseased  in  this  case,  and  he  asked  if  this  were  not  some- 
what unusual,  and  whether,  on  the  supposition  that  there  had  been 
disease  in  both  tubes  prior  to  the  pregnancy,  it  would  not  account 
for  the  pregnancy  being  tubal. 

Dr.  J.  R.  Goffe  said,  as  bearing  upon  the  question  of  haemorrhage 
and  the  causes  of  abdominal  pregnancy,  that  an  interesting  case  had 
come  under  his  observation  last  summer  at  the  Randall  Island  Hos- 
pital, in  a  woman  who  had  been  confined  four  months  before,  the 
labor  having  been  a  difficult  but  unaided  one.  He  found  a  badly 
torn  perinaeum,  and  after  putting  her  under  ether  to  close  this  lacera- 
tion, he  carefully  examined  the  pelvic  organs  and  found  that  the 
sound  passed  directly  through  the  uterus  and  could  be  felt  beneath 
the  abdominal  walls.  The  uterus  was  retroverted;  upon  dilating 
the  cervix  and  passing  the  finger  into  the  uterus,  the  opening  was 
found  to  be  an  extensive  vent  obliquely  across  the  anterior  face  of 
the  uterus,  reaching  from  the  left  horn  to  the  internal  os.  This  was 
confirmed  by  Dr.  Popham,  of  Winnipeg,  who  chanced  to  be  present. 
There  was  no  history  to  account  for  it,  although  he  supposed  it  must 
have  occurred  during  labor.  It  was  a  case  of  spontaneous  recovery 
so  tar  as  life  was  concerned.     Had  this  accident  (rupture  of  the 
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uterus)  occurred  in  a  parturient  woman  in  the  hands  of  any  person 
present,  doubtless  he  would  have  felt  it  obligatory  to  open  the  ab- 
domen and  close  the  rent.  As  I  did  not  have  the  consent  of  the 
woman  to  undertake  so  serious  an  operation  at  this  time,  I  simply 
proceeded  with  the  contemplated  perineorrhaphy.  She  continued  to 
nurse  her  baby  and  made  a  nice  recovery. 

The  possibility  of  future  pregnancies  led  the  speaker  to  advise 
laparotomy  and  repair  of  the  rent,  but  the  woman  left  the  hospital 
without  giving  consent.  He  thought  that  if  pregnancy  should  take 
place  the  uterus,  instea'd  of  enlarging,  would  probably  open  at  this 
rupture  and  allow  the  foetus  to  escape  into  the  abdomen.  The 
case  suggested  one  possible  origin  of  abdominal  pregnancy,  although 
it  must  be  extremely  rare.  This  was  the  second  case  in  which  the 
speaker  had  found  an  opening  through  the  uterus.  The  first  oc- 
curred in  a  woman  who  presented  herself  at  the  clinic. at  the  Wo- 
man's Hospital,  and  was  seen  at  the  same  time  by  Dr.  Cleveland. 
In  that  case  they  could  pass  the  uterine  sound  without  any  force 
directly  through  the  uterus  up  to  the  umbilicus.  The  opening  was  not 
as  large  as  in  the  one  which  he  had  seen  the  past  summer.  But  the 
woman  returned  to  the  clinic  several  times  and  I  was  able  to  demon- 
strate the  lesion  repeatedly. 

The  President  asked  Dr.  Hungerford  whether  there  had  been  any 
symptoms  before  rupture  took  place. 

Dr.  Hungerford  replied  that  there  had  been  no  attending  physi- 
cian. Two  days  before  he  had  seen  her,  and  she  complained 
simply  of  some  cramps  in  the  region  of  the  stomach,  which  had 
lasted  half  an  hour  and  disappeared. 

The  President  said  the  case  was  a  very  interesting  one,  and  the 
result  showed  that  it  was  a  very  successful  one,  for  which  Dr.  Coe 
deserved  to  be  warmly  congratulated.  Perhaps  it  could  be  classed 
among  those  cases  about  which  considerable  had  been  written  the 
past  rive  or  six  years,  and  in  which  there  were  preliminary  symp- 
toms of  impending  rupture.  Unless  the  colicky  pains  mentioned 
by  Dr.  Hungerford  as  having  come  on  two  or  more  days  before  he 
diagnosticated  rupture  (which  pains  lasted  only  half  an  hour),  unless 
these  pains  could  be  considered  preliminary  signs  of  impending 
haemorrhage,  the  case  must  be  regarded  as  perhaps  unique.  Then 
when  Dr.  Coe  operated  nearly  a  quart  of  blood  was  found  in  the 
abdominal  cavity,  yet  the  patient  had  shown  little  evidence  of 
collapse.  It  was  very  rare  that  a  case  of  ruptured  tubal  pregnancy, 
with  a  hamorrhage  amounting  to  a  quart,  gave  such  slight  symp- 
toms.    Dr.  Hungerford  was  to  be  congratulated  on  the  correctness 
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of  his  diagnosis  where  the  symptoms  were  so  slight.  The  case 
illustrated  the  importance  of  always  making  a  careful  physical  ex- 
amination when  there  are  any  indications  of  pregnancy. 

The  symptoms  of  impending  rupture  had  been  so  well  discussed 
at  the  meetings  of  this  Society  the  past  four  or  live  years,  that  the 
speaker  thought  it  unnecessary  to  dwell  upon  them,  but  the  question 
arose,  whether,  with  the  slight  symptoms  of  collapse,  of  pain,  and 
evidence  of  a  mass  behind  or  at  one  side  of  the  uterus,  it  was  proper 
to  operate.  Certainly  the  result  demonstrated  the  propriety  of  an 
operation  in  this  case.  It  seemed  probable,  with  the  large  amount 
of  blood  found,  that  the  case  would  have  gone  to  a  fatal  termination 
had  an  operation  not  been  performed.  He  had  himself  spoken  a 
number  of  times  in  favor  of  not  waiting  at  all  in  such  cases,  but  had 
urged  the  propriety  of  an  early  abdominal  section,  when  one  felt 
pretty  confident  that  the  case  was  one  of  tubal  pregnancy,  and  that 
haemorrhage  had  commenced  or  was  impending,  the  only  thing 
which  should  be  done  was  to  do  laparotomy.  One  could,  at  this 
time,  very  easily  remove  the  tumor  and  stop  the  haemorrhage,  or, 
if  it  happened  to  be  something  else  than  an  ectopic  pregnancy,  he 
could  treat  the  case  surgically,  as  it  should  be  treated. 

Rema/ks  on  the  Misapplication  of  the  Obstetric  Forceps.  Dr.  Mal- 
colm McLean  read  a  paper  with  this  title. 

Dr.  H.  C.  Coe  said  there  one  point  on  which  the  author  had  laid 
stress  which  had  impressed  him  as  a  A  ery  important  one.  He  re- 
ferred to  the  introduction  of  the  forceps  within  a  partially  dilated  os, 
before  the  head  was  engaged,  simply  to  save  time.  He  had  already 
reported  two  cases  of  laparotomy  for  rupture  of  the  uterus  which 
were  evidently  due  to  forcible  attempts  at  extraction  under  the  cir- 
cumstances. However,  he  would  raise  the  question  whether,  in 
exceptional  cases,  it  was  not  desirable  to  use  the  forceps  early  in 
the  first  stage,  instead  of  resorting  to  version.  He  referred  to  cases 
of  concealed  haemorrhage,  and  hydramnios  with  complete  uterine 
inertia  and  hyper-distention,  in  which  introduction  of  the  hand  to 
perform  version  might  be  attended  by  great  risk  of  rupture.  He  had 
seen  two  or  three  such  cases  in  which  he  had  preferred  to  use  the 
forceps,  having  satisfied  himself  that  there  was  a  small  head,  a 
dilatable  cervix  and  a  roomy  pelvis,  so  that  there  was  no  obstruction 
to  delivery.  It  was  evident,  at  any  rate,  that  there  could  be  no 
fixed  rule  applicable  to  all  cases. 

Dr.  R.  A.  Murray  emphasized  the  importance  of  always  intro- 
ducing the  hand  into  the  pelvis  and  determining  the  exact  condition 
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of  things  before  deciding  to  do  version  or  to  apply  the  forceps. 
Unless  the  hand  was  introduced  one  could  not  judge  well  of  the  size 
of  the  pelvis  nor  of  the  size  of  the  head  of  the  child.  There  was  no 
other  reliable  way  to  determine  these  facts.  In  the  hospital  they 
endeavored  to  educate  the  men  to  make  a  diagnosis  by  external 
manipulation  and  measurement,  and  to  use  Bodelocq's  pelvimeter, 
and  in  every  way  to  reach  the  proximate  size  of  the  pelvis,  but 
nothing  was  equal  to  the  hand.  The  more  one  used  the  hand  in 
estimating  the  size  of  the  pelvis  and  head  the  more  adept  he  became. 

Very  seldom,  indeed,  should  the  forceps  be  applied  to  the  head 
when  it  was  movable  at  the  superior  strait.  Its  very  mobility 
showed  that  it  could  not  have  entered  the  strait.  In  this  con- 
dition an  examination  should  be  made,  and  if  there  were  the  slight- 
est suspicion  of  a  lack  of  proportion  between  the  size  of  the  child's 
head  and  the  pelvis,  version  should  always  be  done  in  preference  to 
applying  the  forceps  and  pulling  the  head  through  the  pelvis.  If 
the  forceps  were  applied  it  would  be  necessary  to  continue  traction 
so  long  and  with  such  great  care  that  few  children  would  be  likely 
to  survive.  The  head  had  not  opportunity  to  elongate  or  become 
compressed  and  adapt  its  shape  to  that  of  the  canal,  which  account- 
ed for  the  large  number  of  deaths  in  the  children  when  the  forceps 
were  applied  to  the  head  at  the  superior  strait.  That  point,  the  im- 
mense death  rate  among  the  children  when  forceps  were  used,  had 
not  been  dwelt  upon  in  the  paper. 

The  cardinal  rule  with  regard  to  the  time  of  applying  the  forceps 
was  to  wait  until  the  pains  had  become  so  inefficient  that  the  head 
made  no  further  advance.  This  indicated  that  the  mother  was  tired 
out,  or  that  the  head  had  encountered  too  great  an  obstacle.  Usu- 
ally the  first  sign  of  it  was  seen,  after  the  os  had  dilated,  in  a  slight 
oedema  of  the  'parts.  Where  the  cervix  was  cedematous,  there  must 
be  some  reason  for  so  great  an  obstruction,  and  it  should  be  sought 
out.  That,  he  thought,  should  be  the  cardinal  rule  in  the  first  stage. 
There  must  be,  in  such  a  condition,  some  disproportion  between  the 
head  and  the  pelvis,  or  some  faulty  position  of  the  head. 

The  speaker  referred  to  the  ancillary  power  of  the  forceps  which 
had  been  described  by  Dr.  Isaac  E.  Taylor.  By  that  was  meant 
pow  er  to  stimulate  and  aid  uterine  contraction  where  there  was 
inertia  In  such  eases  Dr.  Taylor  had  advised  the  use  of  the  forceps 
applied  through  a  moderate])'  dilated  os.  merely  for  the  purpose  of 
holding  the  head  down  to  the  os,  to  make  it  bear  upon  the  cervix. 
In  the  hands  of  so  skilled  an  obstetrician  as  was  Dr.  Taylor  that 
could  be  done;  but,  he  thought,  in  very  few  other  hands.  There 
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would  be  a  constant  temptation,  after  the  forceps  had  been  intro- 
duced, to  pull  upon  them,  thus  opposing  the  course  of  nature,  which 
has  to  go  slowly,  to  allow  the  cervix  to  empty  itself  of  its  blood 
and  retain  its  elasticity  and  distensibility.  If  pressure  by  means  of 
traction  were  made  continuous,  the  cervix  could  not  dilate.  It  be- 
came hard,  oedematous,  friable  and  liable  to  tear. 

When  the  forceps  were  applied  in  the  second  stage  of  labor,  with 
the  head  in  the  median  plane  of  the  pelvis,  if  the  cervix  had  not  well 
receded  over  the  head,  there  was  danger  on  compressing  the  blades 
of  causing  them  to  impinge  on  the  cervix  and  give  rise  to  a  tear 
which  micrht  reach  considerable  dimensions  after  the  shoulders  had 
passed  through.  In  that  condition  one  should  wait  in  applying  the 
forceps  until  the  head  had  receded  in  the  interval  between  pains,  or 
the  patient  might  be  placed  in  the  knee-chest  position,  and,  aided 
by  pressing  the  cervix  with  the  ringer  upward  during  an  interval 
between  pains,  the  head  so  far  recedes  as  to  permit  the  use  of  the 
forceps  without  rupture  of  the  cervix;  or  the  cervix  might  thus  be 
caused  to  take  its  place  behind  the  head  and  the  necessity  for  the 
use  of  the  forceps  be  avoided. 

Dr.  H.  T.  Hanks  thought  the  subject  of  the  misapplication  of  the 
forceps  an  eminently  practical  one.  We  were  fast  improving  upon 
our  modes  of  forceps  practice.  Experience  gained  in  abdominal 
surgery  during  the  past  ten  years  enabled  us  to  determine  with 
greater  e.ase  and  accuracy  the  size  and  position  of  the  child  and  the 
size  of  the  pelvis  in  obstetric  practice.  The  extensive  experience  of 
the  past  ten  years  had  enabled  us  to  lay  down  certain  rules  govern- 
ing the  application  of  the  forceps  to  which  there  were  very  few  ex- 
ceptions. One  of  those  rules  related  to  applying  the  forceps  too 
early.  The  instrument  ought  never,  he  thought,  be  applied  to  the 
head  while  it  was  above  the  brim.  Why  should  it,  he  asked,  unless 
there  were  some  febrile  symptoms  indicating  the  need  of  haste?  As 
to  the  value  of  the  physician's  time,  if  he  could  not  give  sufficient 
time  to  the  case  he  ought  never  to  take  it.  Of  course,  an  exception 
to  the  rule  never  to  apply  the  forceps  above  the  brim  was  seen  in 
disproportion  between  the  size  of  the  foetal  head  and  the  pelvis,  and 
in  which  some  other  course  was  not  deemed  preferable. 

With  regard  to  the  mistake  of  applying  the  forceps  to  the  head 
while  the  occiput  was  in  the  posterior  position,  he  said  he  thought 
the  young  men  of  to-day  were  better  able  to  decide  on  the  position 
of  the  head  than  those  of  twenty  years  ago.  Anyone  who  would 
listen  to  and  learn  of  the  rules  taught  by  our  leading  professors  of 
obstetrics  to-day  could  tell  by  passing  the  hand  over  the  abdomen. 
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if  the  walls  are  not  excessively  thick,  whether  the  child  lay  in  the 
first  and  second  or  third  and  fourth  position.  One  certainly  knew 
that  something  was  wrong  if  the  head  did  not  engage  after  a  given 
number  of  hours.  If  it  did  not  engage,  an  examination  should  be 
made  antiseptically,  to  determine  the  reason.  Passing  the  fingers 
in.  it  was  easy  to  determine  whether  there  was  antero-posterior  of 
the  brim  or  other  form  of  contraction.  There  was  nothing  which 
had  troubled  him  so  much,  during  his  early  experience,  as  determin- 
ing the  position  of  the  respective  fontanelles.  He  remembered  that, 
on  one  or  two  occasions  during  that  early  experience,  he  extracted 
the  head  with  the  forceps,  the  occiput  passing  over  the  coccyx,  and 
the  result  was  rupture  of  the  vulva.  He  did  not  do  this  to-day:  we 
ought  never  to  apply  the  forceps  in  the  occipito-posterior  position. 
The  head  should  be  partially  rotated  first.  We  ought  always  to 
know  when  the  occiput  was  posterior.  If  the  anterior  fontanelle 
was  reached  too  quickly,  the  head  does  not  lie  in  the  best  position 
possible,  and  the  forehead  must  be  pushed  up  before  applying  the 
forceps,  and  the  anaesthetic  must  begin — always  when  there  is  delay 
not  well  accounted  for.  He  used  to  carry  in  his  pocket  the  head  of 
a  large  rubber  doll  with  the  fontanelles  and  sutures  cut  in  and  ears 
prominent.  He  would  study  this  head  when  none  of  the  patient's 
friends  were  observing.  That  was  the  way  in  which  he  learned  to 
make  out  the  positions,  and  every  young  man  might  do  well  to 
adopt  some  plan  equally  as  simple.  The  elementary  rules  of  the 
obstetric  art,  including  the  use  of  the  forceps,  could  not  be  impressed 
too  strongly  upon  the  mind  of  the  student.  He  believed  that  to-day 
we  were  losing  more  patients  from  puerperal  fever  or  sepsis  than 
from  faulty  gynaecological  operations,  and  it  was  due  to  careless- 
ness on  the  part  of  the  obstetrician.  Young  men  were  wanted  to  go 
out  and  practice  obstetrics  who  had  been  taught  to  avoid  the  errors 
which  older  men  had  learned  only  by  sad  experience. 

Dr.  Charles  Jewett  thought  the  views  expressed  in  the  paper 
valuble  for  their  influence  with  general  practitioners,  and  for  that 
reason  they  ought  to  be  emphasized.  There  was  no  question  but 
that  the  use  of  the  forceps  was  one  of  the  formidable  operations  of 
obstetric  practice.  He  had  been  especially  impressed  with  the  fact 
that  injuries  to  the  pelvic  floor  of  great  extent  or  of  bad  character 
were  most  frequently  caused  by  forceps.  Tears  entering  the  rectum 
and  extensive  injuries  of  the  levator  ani  muscle  were  comparatively 
rare  in  spontaneous  births  in  his  experience. 

Some  of  the  worst  experiences  he  had  witnessed  in  obstetrics 
had  occurred  in  neglected  occipito-posterior  positions.    In  pre-anti- 
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septic  times,  it  was  not  good  practice  to  interfere  much  for  the  cor- 
rection of  this  malposition,  but  he  had  made  it  a  rule  for  several 
years  to  rotate  the  occiput  to  the  front  when  the  case  was  seen 
before  the  head  was  fixed  in  the  excavation.  This  could  usually 
be  accomplished  without  much  difficulty,  the  internal  fingers  seiz- 
ing the  head  while  the  external  hand  controlled  the  trunk.  He 
had  not  hesitated,  however,  to  go  so  far  as  to  carry  the  internal 
ringers  beyond  the  head,  to  the  shoulder,  when  necessary  to  assist 
rotation.  The  procedure  was  not  dangerous  in  the  absence  of  me- 
chanical violence  and  with  cleanly  methods. 

A  common  cause  of  injury  by  the  forceps  was  rapid  delivery. 
The  amount  of  force  required  has  materially  diminished  by  length- 
ening the  time,  which  should  rarely  be  less  than  a  half  hour  and 
might  often  better  be  more.  In  a  case  which  he  had  delivered  with 
axis  traction  forceps,  through  a  moderately  flattened  pelvis,  the 
maximum  pull  during  the  extraction  was  seventy  pounds,  measured 
by  a  dynamometer.  This  was  obviously  far  more  than  would  ordi- 
narily be  necessary  in  the  proper  use  of  forceps  in  the  normal  pel- 
vis. Yet,  as  cases  go  in  general  practice,  the  traction  force,  doubt- 
less, frequently  exceeds  one  hundred  pounds. 

With  regard  to  the  indications  for  forceps,  a  recent  writer  has 
laid  down  the  rule  that  they  should  be  used  only  when  the  life 
of  the  mother  or  child  is  in  danger.  The  speaker  would  qualify  this 
rule  to  this  extent :  He  thought  serious  danger  to  the  mother's 
health  alone  would  justify  their  use.  Still,  he  believed  that  the  for- 
ceps were  applied  too  often  by  practitioners  in  general.  Statistics 
showed  that  the  need  became  less  and  less,  with  increased  skill  of 
the  operator. 

No  doubt  premature  resort  to  forceps  would  be  less  frequent  if 
the  most  of  the  waiting  and  watching  could  be  done  by  trained  mid- 
wives  or  nurses,  thus  relieving  the  medical  attendant  of  the  extra  tax 
on  his  time. 

The  capacity  of  the  pelvis  was  a  matter  which  should  be  deter- 
mined before  labor  begins.  The  position  of  the  child  should  also 
be  known  beforehand,  although  it  mififht  change  before  labor.  It 
was  not  so  easy  to  assure  one's  self  of  the  position  after  the  com- 
mencement of  labor,  especially  if  the  waters  had  drained  away  and 
the  foetus  was  tightly  grasped  by  the  uterus. 

Dr.  A.  H.  Buckmaster  did  not  doubt  but  that,  in  many  cases 
where  high  forceps  were  applied,  it  would  be  better  for  the  patient 
had  version  been  performed.  He  was  in  full  accord  with  the  re- 
marks of  Dr.  Hanks.    One  indication  for  the  use  of  the  forceps  had 
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not  been  mentioned,  namely,  want  of  recession  of  the  head  and 
failure  to  advance.  Attention  had  been  called  to  this  indication  by 
Dr.  Km  met  many  years  ago,  in  connection  with  posterior  tears, 
which  were  then  so  numerous. 

Dr.  A.  P.  Dudley  doubted  whether  he  was  enough  of  an  obstet- 
rician to  give  advice  with  regard  to  the  use  of  the  forceps,  but  he 
wished  to  say  that  one  of  the  chief  misapplications  of  them, 
according  to  his  observation,  consisted  in  leaving  them  on  while  the 
head  was  passing  the  perinseum.  Early  in  his  own  practice  he 
had  supposed  this  was  necessary,  and  the  result  was  some  lacera- 
tions of  the  perinseum.  When  the  forceps  had  done  enough,  they 
should  be  removed. 

Dr.  Ralph  Waldo  thought  the  cardinal  principles  were  about 
these  :  A  proper  diagnosis;  the  forceps  applied  when  the  head  be- 
came impacted,  provided  the  mother's  condition  was  good  until 
then,  and  taken  off  as  soon  as  the  point  of  obstruction  was  passed. 
These  instructions  he  received  when  a  medical  student  and  he 
thought  they  were  good. 

Dr.  H.  C.  Coe  feared  that  his  remarks  had  been  misunderstood, 
and  therefore  would  repeat  that  it  must  be  very  exceptional  for  the 
conditions  to  be  such  as  to  give  rise  to  a  preference  for  the  forceps 
over  version  in  the  rirst  stage,  before  the  head  had  engaged;  those 
conditions  he  had  already  stated. 

Dr.  Me  Lean,  in  closing  the  discussion,  said  that  Dr.  Coe  had 
made  himself  understood  to  him  regarding  the  choice  of  forceps  to 
version  in  the  class  of  cases  named.  His  own  remarks  were 
intended  to  apply  to  common  cases,  those  treated  by  general  prac- 
titioners, who,  although  good  men,  often  made  the  mistakes  which 
he  had  referred  to.  It  would  take  more  time,  and  more  capacity 
than  he  had,  to  do  the  subject  full  justice,  he  said.  Dr.  Murray 
and  some  of  the  other  speakers  had  mentioned  the  very  important 
rule  not  to  allow  the  head  to  become  fixed  in  any  one  position  a 
great  length  of  time. 

It  seemed  to  the  speaker  a  very  important  point  to  be  able  to 
decide  just  when  to  assist  nature.  It  was  the  tendency  to  go  to 
either  side  of  that  point  and  misapply  the  forceps  which  he  had  de- 
sired to  call  attention  to.  in  order  that  it  might  be  corrected.  If 
physicians  would  only  wait  to  see  whether  the  head  would  descend, 
and  resort  to  the  forceps  when  they  were  really  demanded,  there 
would  be  less  ground  for  protest.  Hut  too  often  they  seemed  guided 
by  sentimental  reasons,  or  a  desire  to  get  through  with  the  case. 
He  thanked  Dr.  Hanks  for  having  brought  out  more  pointedly  some 
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facts  which  lie  had  wished  to  impress  in  his  paper:  at  the  same 
time,  he  would  rather  depreciate  the  value  of  the  fontanelles  as  a 
guide  in  determining-  the  position  occupied  by  the  head.  For  his 
own,  part  he  was  unable  to  .satisfactorily  locate  the  head  without 
finding  some  more  salient  point  than  a  fontanelle.  Dr.  Jewett,  he 
said,  had  done  his  paper  so  much  credit  in  the  way  of  elaboration 
that  he  would  only  thank  him  for  bringing  out  points  so  plainly,  to 
which  he  may  have  but  crudely  alluded.  That  there  was  a  differ- 
ence between  the  character  of  a  lesion  to  the  pelvic  Moor,  produced 
by  the  forceps,  and  one  occurring  without  forceps,  was  certainly 
true.  There  was  a  peculiar  direction  of  the  cervical  tear,  in  for- 
ceps lacerations,  so  that  one  who  saw  many  cases  could  pretty 
safely  say  that  this  patient  was  delivered  with  instruments,  or  the 
reverse.  The  direction  of  the  tear  was  not  only  peculiar,  when  the 
forceps  were  the  cause,  but  there  was  some  absolute  loss  of  tissue. 
He  had  that  week  operated  upon  two  patients  whom  he  was  able 
to  tell,  before  becoming  acquainted  with  their  full  history,  that  they 
were  probably  delivered  by  instruments,  and  it  was  true.  There 
was  not  a  straight,  clean  tear,  like  the  ordinary  bilateral  tear;  there 
was  one  large  lip,  one  small  one.  and  a  piece  gone  here  or  there. 
Perhaps  the  laceration  would  be  found,  in  some  cases,  to  run  in  a 
posterior  direction,  or  some  other  odd  course. 

It  was  true,  as  Dr.  Jewett  had  said,  that  a  traction  force  of  over; 
one  hundred  pounds  was  often  employed.  The  speaker  had  known 
operators  to  use  so  much  force  as  to  lift  the  patient  from  the  bed, 
or  even  to  pull  the  side  out  of  the  bed.  One-fourth  of  the  amount 
of  force  would  have  effected  delivery,  had  time  been  taken  for  it, 
and  spiral  movement  of  the  forceps  been  permitted.  In  this  regard, 
the  Tarnier  forceps  had  an  advantage,  because  of  their  mobility. 
The  accoucheur  should  not  allow  himself  to  be  in  haste  through 
fear  of  criticism  by  the  patient's  friends. 

The  suggestion  made  by  Dr.  Jewett.  to  have  nurses  do  the 
watching  and  call  the  doctor  when  the  cases  demanded,  was  a  good 
one;  one  which  he  put  in  practice  constantly.  Xon-recession  of 
the  head,  spoken  of  by  Dr.  Buckmaster  as  an  indication  for  the  use 
of  the  forceps,  was  a  point  well  stated. 

Dr.  McLeax  also  spoke  of  taking  the  forceps  off  at  the  proper 
time,  in  order  to  avoid  laceration  of  the  peringeum,  a  point  made 
by  Dr.  Dudley.  There  were  many  other  facts  which  might  well 
have  been  mentioned,  were  it  not  that  the  scope  of  the  paper  was 
limited.  He  would  be  well  pleased  if  it  should  have  the  effect  of 
calling  the  attention  of  general  practitioners  to  the  injuries  caused 
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by  the  more  common  misapplication  of  the  forceps,  and  -thereby 
lessen  the  minor  and  major  gynaecological  operations. 

Dr.  Thomas  Addis  Emmet  stated  that  he  had  arrived  late,  but 
would  make  some  remarks  upon  a  portion  of  the  paper.  About 
twelve  or  fifteen  years  ago,  he  presented  a  paper  before  the  American 
Gynaecological  Society,  in  which  he  showed  that  some  five  hundred 
cases  of  vesico-  and  recto-vaginal  fistula  had  passed  under  his  ob- 
servation, and  in  this  number  not  a  single  case  of  injury  had  resulted 
from  instrumental  delivery,  but  all  as  a  consequence  of  delay.  The 
teaching  drawn  from  this  paper  had  the  effect  of  entirely  changing 
the  practice  then  existing,  but  now  the  pendulum  seemed  to  be 
swinging  too  much  the  other  way.  A  median  course  should  be 
followed.  He  could  corroborate  the  author's  statement  that  the 
cases  of  laceration  of  the  cervix  made  by  the  forceps  could  be  gen- 
erally recognized  by  the  form  of  the  tear,  it  being  on  the  slant,  as  it 
were,  while  the  tear,  under  other  circumstances,  was  directly  out 
from  the  canal.  Years  ago,  his  attention  had  been  called  to  the 
frequency  of  inflammation  to  the  left,  and  in  the  region  of  the  utero- 
sacral  ligaments  after  delivery  by  the  forceps  where,  evidently,  the 
long  instruments  had  been  used.  He  had  supposed  that  the  opera- 
tor, in  effecting  the  delivery,  raised  the  handles  of  the  forceps  too 
rapidly  as  the  head  was  drawn  down,  and  as  one  or  both  blades 
often  projected  beyond  the  head,  the  portion  in  advance  would  bury 
and  plow  into  the  tissues.  He  also  believed  that  a  good  many 
injuries  arose  from  the  faulty  make  of  forceps,  where  the  blades 
were  sometimes  made  too  thin,  and  would  readily  cut  into  the  soft 
parts,  especially  on  the  left  near  the  sulcus,  and  the  cut  might  be 
only  through  the  mucous  and  submucous  tissue,  to  be  made  more 
extensive  by  the  passage  of  the  head  and  shoulders. 

He  wished  to  emphasize  the  common  occurrence  of  inflamma- 
tion to  the  left  side  and  behind  the  uterus,  in  the  utero-sacral  liga- 
ments, occurring  after  forceps  delivery,  and  where  so  frequently  the 
woman  was  rendered  an  invalid  afterwards.  Very  often  peritonitis 
starting  up  after  delivery,  began  at  that  point,  and  the  question  must 
arise,  Was  it  not  due  to  the  time,  or  too  early  use,  to  the  manner  of 
application,  and  sometimes  to  the  make  of  the  forceps  ?  He  would 
add  that,  in  his  experience,  far  more  damage  came  from  the  use  of 
Long  forceps  than  could  arise  from  the  short  ones,  if  they  were  re- 
moved before  the  passage  of  the  head. 
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TRANSACTIONS  OF  THE  DETROIT  GYNAECOLOGI- 
CAL SOCIETY. 

Regular  Meeting.  July  1st  1891. 
The  President.  Dr.  A.  W.  Imrie.  in  the  chair. 

Early  and  Late  Trachelorrha phy  :  the  Cases  of  Two  Primipara — was 
the  title  of  a  paper  read  by  Dr.  J.  J.  Mulheron. 

The  doctor  detailed  a  case  of  laceration  of  the  cervix  and  its  suc- 
cessful treatment  eight  months  later,  by  Emmets  operation.  He 
recommended  the  immediate  repair  of  the  cervix  and  narrates  a  case 
in  which' he  passed  a  wire  in  the  cervix  to  control  haemorrhage. 
Ten  days  later,  while  removing  the  suture,  he  found  a  bilateral  tear, 
extending  to  the  vaginal  junction  on  one  side,  and  beyond,  into  the 
cellular  tissue,  on  the  other.  The  edges  were  freshened  by  a  sharp 
curette  and  carbolized  catgut  sutures  applied,  with  a  most  satisfac- 
tory result. 

Dr.  Cree  : — In  an  experience  of  two  hundred  and  fifty  cases,  he 
had  not  met  with  one  demanding  early  operation,  and  he  did  not 
approve  of  it. 

Dr.  Jenks  narrated  a  case  of  wound  of  circular  artery,  immedi- 
ately after  labor,  which  was  controlled  by  silk  sutures,  and  at  the 
same  time  a  cervical  laceration  was  repaired.  Dr.  Andrews,  with 
whom  he  had  seen  the  case  in  consultation,  reported  the  result  as 
perfect.  He  did  not  think  silver  wire  applicable  for  the  puerperal 
condition.  Many  cases  of  laceration  healed  without  the  cicatricial 
plug  with  its  sympathetic  nervous  symptoms.  No  operation  should 
be  done  without  cause. 

Dr.  M axtox  agreed  with  Dr.  Jenks  that  the  majority  of  cases 
healed,  and  others  produced  no  symptoms. 

Dr.  Carstexs  opposed  early  operation.  In  answer  to  Dr.  Jenks, 
he  said  that  with  proper  instruments  he  could  operate  in  from  seven 
to  nine  minutes.  He  thought  that  the  bichloride  douche  might  be 
productive  of  harm. 

Dr.  Jenks  said  that  if  Dr.  Emmet's  operation  was  done  properly, 
it  involved  the  removal  of  all  the  scar  tissue  and  this  was  not  always 
a  quick  or  an  easy  thing  to  do. 

The  President  thought  it  exceptionable  for  severe  lacerations  of 
the  cervix  to  heal  spontaneously;  ordinarily  the  best  period  for 
operation  was  from  three  to  four  months  after  confinement.  The 
cases  should  be  examined  after  a  week  or  so  to  note  if  a  laceration 
existed. 
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Dr.  MulHERON,  in  closing  the  discussion,  remarked  that  if  the 
wound  was  gaping  at  the  end  of  ten  days,  it  would  be  wise  to  do 
the  operation  as  a  prophylactic  measure.  He  did  not  think  the  ob- 
jection to  the  bichloride  douche  would  be  sustained  from  general 
surgical  experience. 


TRANSACTIONS  OF  THE  BELGIAN  GYNAECOLOGI- 
CAL AND  OBSTETRICAL  SOCIETY. 

Meeting,  July  nth,  1891. 

Lebron  (Brussels)  read  a  paper  on  the  Study  of  the  Treatment  of 
Chronic  Endometritis  and  its  Complications.     He  believes  that  the 
endometritis  is  but  a  link  in  the  chain  that  commences  as  a  vulvitis 
and  ends  as  a  salpingitis  ovaritis  and  perimetritis.     Before  it  passes 
the  opening  of  the  tubes  it  belongs  to  minor  gynaecology  and  the 
means  of  its  cure  are  within  the  reach  of  all.     In  approaching  the 
subject  of  endometritis,  reference  is  made  to  the  views  of  the  Presi- 
dent, M.  Caumenberghe,  who  held  that  the  endometrium  was  not  a 
true  mucous  membrane.    It  has  not  a  separate  existence  from  the 
tissue  that  lies  under  it.    It  is  not  separated  from  the  muscular  walls 
by  a  bed  of  connective  tissue  (sub-mucous  connective  tissue).  It 
is  a  rejuvenating  material,  quasi-embryonic  from  the  interstitial 
connective  tissue  of  the  muscular  layer.    It  is  with  this  the  same  as 
the  peri-uterine  cellular  tissue;  it  is  in  a  perfect  web-like  continuity, 
and  the  inflammatory  affections  which  arise  from  the  internal  sur- 
face of  the  uterus  pass  through  the  walls  of  the  organ  to  the  liga- 
ments which  surround  it.     In  opposition  to  this  view,  Lebron  says, 
that  while  the  mucous  membrane  of  the  uterus  is  closely  adherent 
to  the  muscular  layer,  it  is  so  in  other  parts  of  the  body,  and  cites, 
for  example,  the  mucous  membrane  of  the  brachial  artery  and  that 
of  the  excretory  ducts  of  glands.     It  should  not  be  regarded  as  an 
offshoot  of  the  'intercellular  connective  tissue,  because  the  uterine 
muscles  and  the  mucous  membrane  of  the  uterus  are  derived  from 
different  layers  of  the  blastoderm— not  only  is  there  a  difference  of 
origin  but  a  histological  difference. 

Clinical  facts,  also  prove  its  independent  condition.  If  it  were 
not  so,  abscess  of  the  uterine  wall,  and  between  the  folds  of  the 
ligament,  would  be  frequent 

^  The  coexistence  of  interstitial   metritis  and  parametritis  of  the 
ligaments  is  not  frequent,  but  these  lesions  are  often  congestive 
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phenomena,  explainable  by  the  fact  that  the  uterine  mucous  mem- 
brane and  the  uterine  muscles  are  nourished  by  the  same  vessels. 
The  excellent  effect  of  the  curette  corroborates  this.  All  forms  of 
endometritis  are  considered  of  the  nature  of  septic  microbian  ori- 
gin. The  influence  of  such  a  general  condition  as  scrofula  is  recog- 
nized, but  is  not  considered  a  determinable  cause.  The  treatment 
of  endometritis  will  be  antiseptic  and  microbicidal,  accompanied  by 
general  treatment,  as  each  case  indicates;  for  the  scrofulous,  cod 
liver  oil  and  potassium-iodide;  for  the  anaemic,  iron,  etc. 

The  classification  adopted  by  the  author  is  that  of  simple  endo- 
metritis and  prolonged  endometritis.  The  first  variety  includes  the 
cases  when  the  inflammation  is  localized  in  the  cavity  of  the  uterus.  % 
The  second  variety  is  that  in  which  the  inflammation  has  extended 
to  the  tubes.  All  neglected  cases  of  endometritis  spread  like  a  spot 
of  oil,  and  this  point  is  of  the  utmost  importance  in  the  treatment. 
Prolonged  endometritis  is  very  common.  It  is  impossible  to  sepa- 
rate the  endometritis  from  its  complications. 

In  the  treatment  of  simple  cervical  endometritis,  we  use  baths, 
hot  water  vaginal  douches  with  thymol,  local  applications  of  recti- 
fied pyrogalie  acid,  the  tincture  of  iodine  or  the  nitrate  of  mercury. 
In  rebellious  cases  we  practice  excision  of  the  diseased  mucous 
membrane. 

In  diseases  of  the  body  the  treatment  is  medical  or  surgical. 
The  surgical  treatment  consists  in  abrasion  of  the  diseased  mem- 
brane by  the  curette.  The  objections  to  curetting  are  that  it  is  a 
painful  operation,  requiring  anaesthesia,  assistants  and  antiseptic 
precautions.  Lebon  has  practiced  the  operation  twenty  times  alone, 
in  the  country,  assisted  only  by  a  complaisant  neighbor,  without 
the  least  inconvenience  and  with  success.  The  pain  of  the  opera- 
tion has  been  exaggerated  and  it  does  not  require  a  great  amount 
of  courage  to  undergo  it  if  the  cervix  be  previously  dilated  by  intro- 
ducing the  previous  evening  a  laminaria  tent  dipped  in  iodoform  and 
ether,  and  keeping  the  patient  quiet  in  bed.  The  next  day  dilata- 
tion is  produced  without  disturbance  to  the  patient,  and  recourse 
can  at  once  be  had  to  Hegar's  dilating  sounds.  The  author  used  a 
contrivance  of  his  own  for  supporting  the  limbs. 

However  carefully  the  curettement  may  be  done,  there  are 
always  pieces  of  tissue  that  escape  and  either  remain  attached  by 
one  of  their  angles,  or  they  may  be  completely  detached,  but  are 
applied  to  the  bleeding  surface  and  may  become  again  attached. 
The  uterus  should  now  be  cleansed  by  the  ecouvillinage. 
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The  many  medicaments  that  are  applied  to  the  cavity  by  the 
uterine  applicator,  insufflation,  clearing  out  the  cavity  with  a  brush 
or  bougies  are  not  as  satisfactory  as  the  introduction  of  bands  of 
medicated  gauze.  This  is  a  method  of  progressive  dilatation;  the 
medicament  is  brought  into  prolonged  contact  with  the  walls  of  the 
uterus  and  the  inflamed  membranes  are  separated.  In  default  of 
curetting,  after  preliminary  dilatation  with  laminaria  tents,  the  dila- 
tation is  continued  with  the  glass  dilators  of  Hegar — an  injection  of 
hot  thymolized  water  is  given  and  the  uterus  cauterized  with  one 
part  chloride  of  zinc  to  two  parts  of  water,  and  this  treatment  is  fol- 
lowed by  the  introduction  of  iodoform-gauze. 

The  principal  characteristic  of  prolonged  endometritis  is  its  ten- 
dency to  extend.  There  are  three  paths  of  propagation  for  the  sep- 
tic poison  of  endometritis — by  the  tubes,  by  the  lymphatics  and  by 
the  veins.  Lebron  thinks  the  tubes  are  the  channel  by  which  the 
inflammation  commonly  extends  from  the  endometrium  to  the  pel- 
vic peritonaeum.  The  diagnosis  of  prolonged  endometritis  is  not 
easy.  The  diseased  tubes  are  often  brought  to  the  sides  of  the  uterus 
when  they  have 'fallen  behind  it.  Another  error  is  in  trying  to  feel 
the  diseased  organs  by  the  external  hand  in  bimanual  examination. 
The  external  hand  should  only  be  used  to  depress  the  genital  organs 
in  the  pelvis  where  they  are  examined  by  the  internal  finger.  It  is 
the  failure  to  recognize  these  conditions  that  causes  a  great  number 
of  cases  of  salpingitis  to  be  treated  as  simple  endometritis.  It  is  of 
the  greatest  importance  to  understand  exactly  the  lesions  produced 
by  prolonged  endometritis,  and  the  current  descriptions  are  imper- 
fect because  taken  from  the  cadaver.  The  appearance  of  the  pelvic 
cavity  is  very  much  changed  under  the  influence  of  an  inflamma- 
tion. 

Salpingotomy  includes  two  periods:  First,  that  of  liberating  the  ad- 
hesions; and  second,  that  of  their  extirpation.  It  is  very  advantageous 
to  use  an  inclined  plane,  as  the  intestines  fall  back  of  their  own  weight 
and  fragile  adhesions  rupture  themselves.  Omental  adhesions  are  very 
frequent  and  generally  easily  detached,  only  requiring  to  be  divided 
between  ligatures.  Adhesions  of  the  small  intestine  are  closer  and 
bleed  easily.  The  sigmoid  flexure  of  the  colon  is  often  adherent  by 
epiploic  appendages,  which  must  be  detached,  tied,  and  resected. 
It  sometimes  happens  that  the  uterus  is  covered  by  false  membranes 
and  difficult  to  find.  Forceps  applied  to  the  neck  and  moved  slightly 
indicates  the  position  of  the  uterus.  In  most  cases  the  uterus,  en- 
larged, retroflexed  and  adherent,  ought  to  be  detached  and  lifted 
up.     The  tubo-ovarian  tumor  is  generally  adherent  to  the  rectum, 
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to  the  posterior  wall,  and  floor  of  the  pelvis.  The  tube  rarely  retains 
its  normal  shape,  but  more  frequently  it  is  irregular,  with  swellings 
and  contractions.  In  cases  of  interstitial  salpingitis  the  calibre  of 
the  tube  is  not  augmented  in  volume,  but  often  retracted.  It  has  a 
hard,  wood-like  feeling  and  resembles  a  hard  cord,  extending  from 
the  uterus  towards  the  posterior  wall  of  the  pelvis.  Quite  different 
is  the  aspect  of  pyosalpinx.  Generally,  the  presence  of  pus  gives  a 
yellowish  or  greenish  discoloration.  The  size  varies  very  much  and 
may  often  exceptionably  acquire  the  size  of  a  child's  head.  In 
general,  the  wall  of  the  tube  is  thickened.  It  is  probable  that  catar- 
rhal salpingitis  becomes,  according  to  circumstances,  pyosalpinx, 
hematosalpinx  or  hydrosalpinx,  and  these  are  probably  forms  of  the 
same  disease.  Alterations  of  the  ovary  inseparable  from  salpin- 
gitis occur  under  two  forms;  cystic  degeneration  and  suppuration. 
This  may  be  at  a  single  point  or  disseminated  throughout  the 
ovary. 

The  existence  of  fistulous  openings,  establishing  communication 
between  the  pus  collection,  the  intestine  and  the  bladder  are  often 
demonstrated.  There  are  cases  where  it  is  impossible  for  even  the  most 
expert  to  trace  the  origin  of  the  trouble.  Nothing  is  more  variable 
than  the  lesions  arising  from  the  spread  of  the  inflammation  from 
the  genital  organs.  There  is  only  one  constant  and  that  is  endome- 
tritis, and  microscopic  examination  will  always  reveal  it.  Lebron 
divides-  the  disease  into  two  periods.  '  In  one  the  tubo-ovarian 
symptoms  predominate.  The  second  period  is  that  of  pus  for- 
mation. The  uterus,  completely  adherent,  is  shut  in  by  purulent 
pouches  and  the  patient  becomes  extremely  feeble  and  dies.  The 
treatment  during  these  periods  varies  according  to  the  location  of 
the  purulent  collection.  After  speaking  of  laparotomy,  abdomi- 
nal incision,  and  vaginal  puncture,  he  divides  the  cases  into  two 
classes:  in  one  the  tumor  is  evident  from  the  abdomen:  in  the  other 
from  the  vaginal  culs-de-sac.  In  the  latter  case,  he  advises  total 
extirpation  of  the  uterus  by  the  vagina.  He  speaks  of  brilliant  re- 
sults having  been  obtained  by  this  method.  The  treatment  in  case 
the  tubes  are  simply  distended  and  stretched  backward  from  the 
uterus  like  thick  cords,  is  careful  disinfection  of  the  vagi  no-uterine 
canal,  antiseptic  intra-uterine  injections,  scraping  out  and  cauter- 
ization ;  this  combined  with  massage  and  electricitv  will  give 
satisfactory  results.  He  thinks  the  hope  of  the  tubes  emptying  by 
the  uterus  when  a  well-marked  tumor  is  evident  ma}'  be  excep- 
tionally true,  but  he  believes  the  proper  treatment  is  salpingo-ovari- 
otomv. 
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G  Jacobs  (Brussels)  read  a  paper  entitled  Vaginal  Hysterectomy 
by  Removal  of  the  Uterus  in  Sections  in  Cases  of  Pelvic  Suppura- 

Xl<m\\\  spite  of  Pozzi's  assertion  that  new  operations  invariably  find 
numerous  supporters,  the  operation  under  discussion  has,  since 
Segond  reported  it  to  the  Surgical  Society  of  Paris,  aroused  a  vast 
deal  of  opposition,  many  of  its  adversaries  never  having  performed 
the  operation  themselves,  nor  even  seen  it  performed,  nor  followed 
the  results ;  under  these  circumstances  it  is.  and  always  will  be  im- 
possible to  reach  any  definite  understanding  with  them.  The  dis- 
cussion which  followed  the  reading  of  Segond's  paper  however,  greatly 
advanced  the  subject  of  the  treatment  of  pelvic  suppuration,  for  in 
future  there  will  be  no  question  as  to  the  necessity  of  surgical  inter- 
vention, but  simply  of  the  method  to  be  adopted. 

In  cases  of  pelvic  suppuration  shall  the  intervention  be  abdom- 
inal or  vaginal  ?  One  only  of  our  French  confreres  has  declared 
himself  to  be  absolutely  opposed  to  the  latter  method,  that  is.  M. 
Pozzi ;  others,  as  Terrillon,  Bouilly,  Richelot.  Terrier.  Lucas  Cham- 
pionniere  and  Bazy.  while  preferring  the  abdominal  method,  have 
made  certain  concessions  to  vaginal  hysterectomy  ;  Reclus  and 
Xelaton  have  followed  Segond  unreservedly. 

In  taking  part  in  this  discussion  I  do  so  without  predetermined 
conviction  Thitherto  I  have  always  advocated  the  abdominal  meth- 
od, and  the  results  which  I  have  obtained  therefrom  (43  cures  out 
of  46  cases)  were  certainly  not  of  a  nature  to  make  me  change  my 
opinion.  But  I  have  in  many  instances  met  with  patients  who  had 
suffered  for  years  from  tubal  affections  with  pelvic  complications, 
in  whom  an  abdominal  operation  would  have  proved  fatal  because 
of  the  low  systemic  condition.  It  is  very  possible  that  such  cases 
are  rare  in  France,  as  Doleris  affirms,  perhaps  because  of  judicious 
surgical  intervention  in  cases  of  tubal  affections.  Is  it  not  for  the 
same  reason  that  the  enormous  ovarian  cysts  which  caused  us  so 
much  admiring  wonder  in  the  early  days  of  our  medical  career  have 
now  become  a  rarity? 

In  our  country,  however,  these  unfortunate  cases  of  pelvic  sup- 
puration are  frequently  met  with  :  our  school  of  surgery  is  still  in  its 
youth,  and  the  effort  until  now.  has  always  been  to  suppress  its 
progressive  tendencies.  Only  a  few  days  ago  in  the  Belgian  Acad- 
emy of  Medicine,  one  of  our  masters  in  gynaecology  preached  a 
crusade  against  curetting  the  uterus  I 

I  assume  then,  that  with  us.  the  cases  of  pelvic  suppuration  in 
which  an  abdominal  hysterectomy  is  not  possible,  are  of  relative 
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frequency.  In  four  such  cases,  I  removed  the  uterus  in  sections 
through  the  vagina ;  the  two  first  operations  gave  ultimately  a  most 
encouraging  result:  the  third  is  still  under  treatment,  and  the 
fourth  was  performed  only  a  few  days  ago.  As  I  made  a  full  re- 
port to  the  Society  of  Surgery  of  Paris,  of  the  two  first  cases,  I  will 
here  content  myself  with  a  mere  outline. 

Case  I. — Petronille  Pinz,  26  years  of  age.  nullipara,  consulted 
me  on  the  23d  of  March.  1S91.  She  had  been  five  months  married, 
and  on  the  day  of  her  marriage  had  a  well  marked  attack  of  acute 
peritonitis,  with  rapid  onset.  For  several  years  previously  she  had 
been  an  invalid  and  had  spent  many  months  in  our  hospitals  where 
she  was  treated  for  gastro-enteritis.  Rest  and  mercurial  ointments 
quickly  subdued  the  acute  symptoms  of  peritonitis.  At  the  time  of 
her  first  consultation  with  me  the  abdominal  pains  were  still  severe, 
walking  was  very  painful:  the  general  condition  was  bad:  the 
emaciation  great.  She  was  carried  to  my  clinic.  Upon  examina- 
tion the  cervix  was  found  to  be  small,  the  body  of  the  uterus  ante- 
flexed  and  immovable.  In  the  right  cul-de-sac  was  found  a  small, 
adherent,  painful  cystic  tube,  in  the  left  cul-de-sac  a  large,  indur- 
ated, very  adherent  and  painful  tumor.  It  filled  the  iliac  fossa,  and 
was  adherent  to  the  uterus  :  fluctuation  was  perceptible  in  some 
places  ;  Douglas'  cul-de-sac  was  obliterated  by  a  painful,  fluctuat- 
ing tumor.     High  fever  in  the  evening:  cachexia. 

I  removed  the  uterus  in  sections  the  1st  of  May.  1891.  The 
operation  was  a  typical  one,  and  lasted  one  hour  and  a  quarter. 
The  accumulated  pus  was  evacuated  and  the  cavity  drained.  Con- 
valescence was  somewhat  prolonged:  on  the  23d  of  May,  1891, 
the  patient  left  the  institution.  At  the  present  date  she  is  well  and 
able  to  resume  her  household  cares.  She  has  gained  about  twenty- 
five  pounds  since  the  operation. 

Case  II. — Vanderamvera.  22  years  of  age,  nullipara,  consulted 
nit  on  the  26th  of  October,  1890,  for  abdominal  pain  which  had 
lasted  several  months  and  which  persisted  in  spite  of  treatment. 
I  found  a  voluminous  cyst  of  the  right  ligament.  On  November 
5th.  1890,  I  performed  a  laparotomy.  During  the  extraction  of  the 
cyst  the  purulent  cystic  contents  escaped  into  the  abdomen.  In 
December.  1890.  salpingitis  was  developed  on  the  left  side,  which 
increased  little  by  little,  until  the  pain  caused  was  so  great  that  the 
patient  requested  a  second  operation.  She  dreaded  a  laparotomy, 
but  consented  to  a  vaginal  hysterectomy,  which  was  accordingly 
performed  on  July  9th.  1891.  The  results  were  good,  and  the  cure 
seems  complete  at  the  present  date  (the  end  of  July).    The  removal 
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of  the  uterus  was  accomplished  without  incision  of  the  peritonaeum; 
it  was  a  true  enucleation. 

Case  III. — Mathilde  Wackenier,  37  years  of  age,  linen  draper, 
primipara,  complained  of  amenorrhcea  for  the  past  two  years. 
Labor,  nine  years  previously,  was  complicated  and  necessitated  the 
use  of  forceps ;  she  was  obliged  to  keep  her  bed  subsequently  seven 
months.  Since  that  time  she  had  suffered  from  disorders  of  the 
internal  genital  organs.  Shortly  after  labor,  she  had  more  or  less 
abundant  purulent  discharges,  occurring  at  irregular  intervals,  these 
evacuations  being  preceded  by  fever  and  intense  pain  in  the  abdo- 
men and  ovarian  region.  At  first  these  attacks  were  of  rare  occur- 
rence, but  they  gradually  increased  in  frequency  until  they  finally 
gave  her  no  respite.  The  purulent  discharges  became  continuous. 
Three  years  ago,  after  an  acute  attack  she  had  an  abundant  evacu- 
ation of  pus  through  the  anus,  and  since  that  time  her  stools  are 
always  accompanied  by  purulent  matter.  The  general  health  has 
rapidly  deteriorated.  She  has  been  confined  to  her  bed  for  four 
years.  For  two  years  she  has  been  under  treatment  in  our  hospitals; 
numerous  blisters  were  applied  to  the  abdomen,  but  discontinued 
because  of  their  non-effect,  and  the  treatment  reduced  to  that  of 
soothing  applications  and  narcotics. 

When  I  first  saw  this  unhappy  patient,  her  strength  and  courage 
were  both  exhausted;  her  emaciated  aspect  was  similar  to  that  of  a 
phthisical  patient  in  the  last  stages  of  the  disease.  Able  neither  to 
eat  nor  sleep,  she  spent  her  whole  time  in  bed. 

Upon  examination,  I  found  the  chest  normal.  The  abdomen 
was  slightly  enlarged  and  showed  traces  of  the  leeches  and  blisters 
which  had  been  applied  ;  palpation  caused  great  pain.  By  vaginal 
touch,  the  cervix  w  as  found  to  be  small,  lacerated  laterally  and  di- 
rected backward.  The  supra-vaginal  portion  was  lengthened,  the 
body  but  slightly  enlarged  and  immovably  fixed  in  an  exaggerated 
position  of  anteversion. 

The  lateral  and  posterior  cuis-de-sac  were  obliterated;  tumors  were 
found  which  were  hard  in  some  places,  fluctuating  in  others  and 
adherent  to  the  uterus  and  neighboring  organs.  They  were  trace- 
able as  far  as  the  superior  strait  on  the  left,  much  higher  on  the  right 
side.  Rectal  examination  failed  to  reveal  the  communicating  fis- 
tula, but  permitted  an  accurate  localization  of  the  tumors  and  their 
numerous  adhesions.  The  ease  was  one  of  long-seated,  double 
pyosalpingitis,  which  abundant  pyometrorrhcea  and  rectal  fistula  had 
failed  to  cure;  the  uterus  was  immovably  fixed  in  the  midst  of 
these  accumulations  of  pus. 


Belgian  Gynecological  and  Obstetrical  Society. 


59 


The  cachectic  condition  of  the  patient  forbade  all  idea  of  a  laparo- 
tomy. In  view  of  the  success  attending  the  two  previous  cases,  I 
proposed  vaginal  hysterectomy  to  which  the  patient  agreed,  and  on 
the  1 2th  of  June,  1S91,  I  performed  it  in  the  presence  of  Drs.  Dieu- 
donne,  Mertens.  Walravens  and  Vanhassel,  with  the  help  of  my  as- 
sistants, Drs.  Popelin,  Cittadini  and  Bonneville.  The  operation 
which  lasted  one  hour  and  a  half,  was  extremely  laborious  :  the 
purulent  matter  was  evacuated,  and  I  left  in  situ  seven  forcipressure 
forceps  ;  there  were  no  symptoms  of  shock.  The  forceps  were  re- 
moved on  the  14th  of  June,  and  I  established  drainage  by  means  of 
iodoform  gauze  and  a  large  glass  tube.  The  results  were  good.  At 
the  present  date  the  general  condition  of  the  patient  is  greatly  im- 
proved ;  she  has  left  her  bed  and  walks  about.  I  believe  that  she 
would  have  improved  more  rapidly  were  it  not  for  the  rectal  fistula 
and  an  obstinate  diarrhoea  which  yields  only  to  the  administration 
of  pancreatin.  The  faecal  matter  escapes  partly  through  the  anus 
and  partly  through  the  vagina,  but  the  vaginal  communication  is 
daily  decreasing  in  size,  and  I  hope  by  means  of  cauterization  every 
two  or  three  days  to  reduce  it  altogether.  The  abdominal  pains  have 
disappeared. 

Case  IV. — Mrs.  C,  42  years  of  age,  nullipara,  menstruation 
regular:  painful.  She  has  been  an  invalid  since  the  age  of  24.  At 
that  period  an  acute  attack  of  pelvic  peritonitis  obliged  her  to  keep 
her  bed  f6r  five  months.  Since  that  time  her  health  has  been  very 
poor ;  at  intervals  she  is  confined  to  her  bed  for  several  consecutive 
weeks,  because  of  fresh  attacks  of  peritonitis.  Pyometrorrhcea  is 
constant.  The  general  condition  has  become  gradually  worse  :  in 
1SS3,  she  had  a  severe  attack  of  typhoid  fever;  at  various  times  she 
has  suffered  from  articular  rheumatism. 

I  saw  this  patient  in  February,  1890.  Her  general  condition 
was  precarious,  because  of  great  debility  and  marked  nervous 
erethism.  For  several  years  the  use  of  chloral  alone  had  enabled 
her  to  sleep.  The  pain  was  localized  in  the  abdomen  and  ovarian 
regions.  By  bimanual  examination  the  uterus  was  found  to  be 
small,  slightly  movable,  surrounded  by  para-  and  peri-metritie  ex- 
udations, adherent  to  the  tubes  which  were  swollen,  painful  and 
presented  fluctuation.  At  this  time  I  was  able  to  control  the  pain 
by  faradization  of  the  vagina.  In  June,  1890,  there  was  an  acute 
attack  of  so  serious  a  nature  that  I  subsequently  proposed  a  laparo- 
tomy, which  I  performed  the  16th  of  October,  1890.  It  was  purely 
an  exploratory  operation,  for  the  intestinal  adhesions  had  caused 
such  havoc  in  the  pelvis  that  I  despaired  of  all  success  by  surgical 
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interference.  The  patient  recovered  rapidly  from  this  tentative  pro- 
cedure, and  her  health  seemed  to  be  improving  somewhat,  when  in 
June,  1 89 1.  she  had  another  acute  attack,  with  evacuation  of  pus 
by  the  rectum. 

The  pelvis  seemed  to  be  full  of  exudation,  and  the' suffering 
caused  by  menstruation  was  extreme.  I  proposed  vaginal  hysterec- 
tomy and  performed  it  the  9th  of  July,  1891,  in  the  presence  of  Drs. 
Mercier,  Dieudonne,  Henrotin  (of  Chicago),  Mertens,  Walraven 
and  Vanhassel  and  with  the  assistance  of  Drs.  Popelin,  Cittadini 
and  Bonneville.  The  absolute  immovability  of  the  uterus  made  the 
operation  very  laborious.  It  lasted  an  hour  and  three-quarters ;  I 
left  eight  forceps  in  place  and  removed  them  on  the  nth  of  July. 
There  was  a  small  intestinal  fistula  which  closed  spontaneously  in 
three  days.  At  the  present  date  (Aug.  1st)  I  ""consider  the  patient 
cured.  The  vaginal  wound  is  closed.  The  abdominal  pains  have 
disappeared; -sleep  and  appetite  are  normal.  The  change  in  the 
general  condition  is  marked.    There  were  no  symptoms  of  shock. 

When  Segond  first  reported  this  operative  measure,  I  shared  the 
general  apprehensions  in  regard  to  it,  and  upon  assisting  at  two  of 
the  operations  performed  by  Pean  and  Segond,  received  the  impres- 
sion that  it  was  a  difficult,  dangerous  and  even  rash  procedure.  At 
that  time  I  had  under  treatment  the  first  patient  reported  above, 
whose  general  condition  forbade  an  abdominal  operation,  and  yet, 
imperatively  demanded  immediate  interference.  Only  nly  strong 
desire  to  relieve  her  sufferings  induced  me  to  attempt  the  removal 
of  the  uterus  in  sections,  and  the  success  obtained  made  me  decide 
to  repeat  the  operation  in  the  other  cases.  These  four  patients 
were  doomed  either  to  death  or  to  a  life  of  utter  uselessness.  They 
are  now  on  the  way  to  complete  recovery.  These  facts  speak  for 
themselves. 

I  will  go  even  further;  out  of  the  numerous  cases  of  salpingitis 
upon  which  I  operated  by  means  of  laparotomy,  I  lost  one  (a  bi-lat- 
eral  pyosalpinx  with  abscess  of  the  ligaments)  in  spite  of  drainage, 
a  second  laparotomy,  and  every  possible  care.  I  believe  now  that 
the  operation  under  discussion  would  have  saved  her  life  and  cured 
the  disease.  Four  successful  operations  are  not  decisive,  but  they 
are  certainly  encouraging;. 

Pean  considers  hysterectomy  by  "  morcellement  "*  to  be  indi- 
cated in  every  case  of  pelvic  suppuration  which  is  at  present  treated 
by  laparotomy.  Segond  agrees  with  this  opinion,  qualifying  it  by 
the  statement  that  it  should  be  reserved  for  eases  where  a  bi-lateral 
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removal  of  the  tubes  is  necessary;  otherwise  laparotomy  should  be 
preferred. 

This  qualification  is  of  importance  especially  in  cases  of  non- 
suppurating  salpingo-ovaritis.  But  although  pregnancy  has  been 
known  to  follow  removal  of  one  tube  (I  operated  for  left  pyosalpinx 
upon  a  young  girl  of  fifteen  and  a  half  years  who  was  successfully 
delivered  at  term  at  the  age  of  seventeen)  it  is  now  deemed  best  to 
remove  both  tubes  in  the  great  majority  of  cases  in  order  to  prevent 
a  relapse. 

I  am  certainly  far  from  possessing  the  knowledge  and  practical 
experience  of  Pean  and  of  Segond,  but  from  conclusions  based  upon 
numerous  laparotomies,  it  seems  to  me  that  these  gentlemen  are 
too  broad  in  their  opinions  of  the  applicability  of  the  operation. 
Terrier  has  well  defined  the  role  of  vaginal  hysterectomy  in  sections, 
and  I  believe  with  him  that  it  should  be  reserved  for: 

1.  A  return  of  pelvic  suppuration  after  laparotomy,  and 

2.  Suppurating  pelvic  peritonitis  with  fixation  of  the  uterus,  mul- 
tiple adhesions  and  sacs. 

Laparotomy  remains  the  operation  to  be  preferred  in  readily 
enucleated  suppurating  salpingo-ovaritis,  and  non-suppurating  sal- 
pingo-ovaritis. 

It  is,  as  Richelot  observes,  in  the  first  and  second  cases  that 
laparotomy  is  dangerous  and  often  incomplete:  I  believe  vaginal 
hysterectomy  to  be  relatively  benign  in  these  cases. 

Readily  Enucleated  Pus  Sacs. — Segond  gives  the  preference  to 
hysterectomy  under  these  circumstances  because  of  the  absence  of 
an  abdominal  cicatrix,  because  of  the  immediate  prognosis,  the 
therapeutic  prognosis,  and  the  operation  itself. 

It  is  true  that  a  cicatrix,  however  small,  is  always  a  weak  point, 
and  may  also  become  the  seat  of  well-marked  nervous  symptoms. 
Yet  this  is  not  a  matter  of  the  first  importance. 

The  Immediate  Prognosis. — Segond  had  4  deaths  out  of  42  cases; 
Pean  60  successful  results  out  of  60  operations:  I  had  4  successful 
results  out  of  4  cases.  The  mortality  is  thus  4- 01  per  cent.  Few 
of  the  published  statistics  in  regard  to  laparotomy  can  show  such  a 
result,  but  the  comparison  is  of  little  value,  as  the  operation  is  as 
yet  so  new.  It  will  be  better  to  leave  figures  alone  and  to  content 
ourselves  with  a  study  of  the  cases  reported,  and  the  serious  con- 
ditions under  which  "  morcellement  "  has  been  practiced. 

When  the  cystic  sac  is  readily  enucleated,  whether  adherent  or 
not,  laparotomy  is  not  dangerous.  If  performed  aseptically,  the 
mortality  is  almost  nothing,  and  the  symptoms  of  shock  very  slight. 
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Hysterectomy  may  give  as  good  results,  but  the  difficulty  of  the 
operation  is  much  greater. 

This  brings  us  to  a  consideration  of  the  method  of  intervention 

itself 

The  operating  field  is  prepared  twenty-four  hours  before  the 
operation :  that  is  to  say,  the  vagina,  vulva  and  rectum  are  treated 
antiseptically  during  that  time,  and  again,  immediately  before  the 
operation.  The  patient  is  anaesthetized  and  placed  upon  the  table. 
I  have  my  patients  assume  the  dorso-sacral  position,  with  the  thighs 
and  legs  flexed  upon  the  abdomen  and  held  in  place  by  Sanger's 
bei?ihalter.  Pean  prefers  the  left  lateral  decubitus.  I  believe  that 
the  dorsal  position  better  exposes  the  field  of  operation  besides  dis- 
pensing with  two  assistants.  Chloroform  is  also  more  readily  ad- 
ministered, and  its  effects  watched  with  greater  ease.  Segond  also 
prefers  this  position  and  justly  observes  that  the  assistants  can  per- 
form their  duties  with  less  fatigue,  and  that  as  the  patient  is  more 
immovable  the  pelvis  remains  better  in  position  and  the  operator  is 
not  so  likely  to  want  to  bring  it  back  into  place  by  pressure  of  the 
hands  on  the  buttocks. 

The  instruments  used  are  a  bistoury,  a  pair  of  strong,  long-han- 
dled forceps,  Pean's  depressor's,  forceps  with  straight  parallel  jaws, 
and  Museux's  large-toothed  forceps. 

The  vaginal  walls  are  kept  apart  by  flattened  retractors,  and  the 
cervix  drawn  down  by  two  of  the  Museux  forceps.  The  mucous 
membrane  surrounding  the  cervix  is  then  incised  and  the  cervix  dis- 
engaged as  high  as  possible.  The  haemorrhage  ensuing  frequently 
necessitates  the  use  of  haemostatic  forceps. 

The  anterior  and  posterior  cuts-de-sac  are  now  opened,  which 
often  causes  a  flow  of  purulent  matter,  after  which  the  anterior  and 
posterior  surfaces  of  the  uterus  are  dissected  out.  Segond  uses  a 
special  instrument  for  this  purpose,  but  I  prefer  the  fingers,  as  there 
is  less  danger  of  wounding  the  bladder  or  rectum.  The  retractors 
are  constantly  pushed  farther  in  as  the  operation  advances.  As 
soon  as  the  first  segment  of  the  uterus  is  thus  denuded,  long  forceps 
are  placed  upon  the  corresponding  broad  ligament,  which  is  then 
severed  from  its  attachment;  the  uterus  is  next  divided  into  two 
portions,  a  superior  and  an  inferior,  which  are  excised  after  the  in- 
sertion of  traction  forceps  at  their  base.  There  are  thus  seen  to  be 
five  steps  to  the  operation. 

1.  Liberation  of  the  cervix. 

2.  Liberation  of  one  segment  of  the  uterus. 

3.  Haemostasis  and  section  of  the  broad  ligaments. 
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4.  Division  of  the  interior  segment  into  two  portions. 

5.  Section  or  excision  of  these  portions. 

The  purulent  sacs  are  usually  opened  in  the  first  steps  of  the 
operation  and  the  pus  allowed  to  escape  through  the  vagina,  but 
occasionally  the  whole  organ  may  be  freed  without  opening  any 
sac  or  even  incising  the  peritonaeum  (Case  II.)  The  one  absolute 
rule  to  be  followed  is  that  of  never  working  in  the  dark,  but  always 
inspecting  the  field  of  operation.  This  is  facilitated  by  the  use  of 
retractors,  and  the  section  of  the  uterus  into  two  portions,  which 
permits  of  drawing  it  down  into  view. 

If  the  fundus  be  immovably  fixed  by  adhesions,  the  upper  por- 
tion may  be  left  in  the  wound.  Should  the  purulent  matter  have 
been  undisturbed  during  the  operation,  it  must  be  freed  either  by 
removal  of  the  appendages,  or  simply  by  opening  the  sacs  with  the 
finger.  If  the  appendages  give  way  under  the  pressure  of  the  for- 
ceps they  must  be  removed,  but  if  they  are  bound  down  by  adhe- 
sions, they  must  be  only  partially  excised,  or  else  the  pus  sacs  must 
simply  be  opened. 

The  forci-pressure  forceps  are  to  be  surrounded  with  iodoform 
gauze  and  left  in  place  forty-eight  hours;  they  are  then  removed, 
and  a  glass  drainage  tube  inserted  and  left  for  a  day  or  two,  to  be 
followed  by  frequent  antiseptic  vaginal  injections.  Upon  the  fourth 
day  the  bowels  are  moved,  and  solid  food  administered.  From  the 
above  description,  it  is  seen  that  the  operation  is  a  delicate  and  diffi- 
cult one,'  demanding  a  certain  amount  of  experience.  I  should  not 
adopt  it  in  any  case  where  the  pus  sacs  are  readily  enucleated  by 
means  of  a  laparotomy.  The  latter  is  easily  and  rapidly  performed 
in  such  cases  and  there  is  little  cause  to  fear  any  shock  from  the 
operation.  It  is  true  that  complications  of  uterine  origin  may  arise 
later,  but  they  can  usually  be  avoided  by  minute  and  long-continued 
care. 

In  non-suppurating  salpingo-ovaritis  also,  laparotomy  is  to  be 
preferred. 

A  few  words  are  in  place,  as  to  the  prognosis  of  the  operation 
in  serious  cases.  In  Cases  I.,  II.  and  III.,  intervention  by  abdomi- 
nal section  would  have  been  complex  and  dangerous,  and  the  gen- 
eral condition  of  the  patients  was  such  that  the  results  would  in  all 
probability  have  been  fatal.  In  the  operation  adopted,  which  was 
laborious  and  necessitated  most  delicate  manipulation,  the  shock 
was  nil,  so  to  speak,  the  immediate  results  not  painful,  and  the  pa- 
tients rapidly  regained  strength. 
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In  the  first  case  the  patient  was  so  enfeebled  that  less -than  an 
ounce  of  chloroform  was  administered;  the  second  and  third  cases 
were  very  nearly  as  weak,  and  yet  there  were  no  symptoms  of 
shock.  In  consequence  of  these  experiences,  I  feel  justified  in  as- 
serting that  vaginal  hysterectomy  by  removal  of  the  uterus  in  sec- 
tions, is  destined  to  render  valuable  service  in  cases  of  peri-uterine 
suppuration. 

The  discussion  of  the  paper  was  reserved  for  the  next  meeting. 


THE  TECHNIQUE  OF  LAPAROTOMY. 

At  the  recent  meeting  of  the  German  Gynaecological  Society,. 
Kehrer,  of  Heidelberg,  read  a  paper  dealing  with  this  subject.  He 
considered  that  many  of  the  bad  cases  arose  from  the  escape  of 
infected  fluids,  such  as  pus  from  small  abscesses,  faecal  matter  and 
portions  of  malignant  growth.  Preventing  is  much  better  than  the 
best  of  after-treatment,  and  the  writer  advises  the  use  of  gutta-percha 
paper  wrapped  about  the  tumor,  and  then  to  be  pushed  in  between 
the  gutta-percha  and  the  mass  a  packing  of  gauze.  The  gutta- 
percha or  rubber  has  the  advantage  of  not  permitting  the  fluid  to 
soak  through  it,  as  is  the  case  with  the  gauze  when  used  alone. 

To  avoid  adhesions,  great  care  should  be  taken  to  avoid  irritat- 
ing the  peritonaeum  by  handling  it  or  applying  fluids  to  its  surface. 
The  writer  advises  placing  the  sutures  in  the  abdominal  wall  less 
than  an  inch  apart. 
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OX  ♦INJURY  TO  THE  PELVIC  FLOOR  AND  THE  METHOD 
OF  REPAIRING  THE  SAME.1 

By  Thos.  Addis  Emmet,  M.  D. 

I  fully  appreciate  the  honor  extended  to  me  by  an  invitation 
fiom  your  president  that  I  should  address  you  :  and  particularly  so 
in  his  selection  of  a  subject  with  which  I  have  been  so  long  and 
closely  identified. 

In  justice  to  myself,  but  in  no  spirit  of  egotism,  I  must  preface  a 
consideration  of  the  subject  by  claiming  the  credit  of  having  devised 
and  perfected  the  operation  generally  practiced  in  this  country  for 
repairing  injury  to  the  pelvic  floor,  the  condition  so  long  termed 
"laceration  of  the  perinoeum."  I  was  the  first  operator  to  include 
any  portion  of  the  rectocele  or  posterior  wall  of  the  vagina  in  this 
operative  procedure  and  the  first  to  deviate,  some  twenty-five  years 
or  more  ago,  from  the  then  accepted  operation  devised  by  Baker 
Brown,  of  simply  uniting  more  or  less  of  the  labia.  The  technique 
of  the  operation  and  the  principles  on  which  it  is  based,  as  I  shall 
set  forth  in  this  paper,  are  as  original  with  me  as  the  operation  now 
accepted  for  the  repair  of  a  lacerated  cervix  uteri.  I  must  therefore 
hold  that  any  operative  procedure  devised  for  repairing  the  pelvic 
floor  or  vaginal  outlet  which  includes  the  posterior  wall  of  the  va- 
gina, whereby  it  is  lifted  or  drawn  forward,  is  but  a  modification  of 
my  operation. 

In  going  over  the  subject,  to  the  extent  expected  of  me,  I  must 
necessarily  reiterate  many  points  familiar  to  all  of  you,  but  they 
shall  be  presented  in  a  different  form  and  connection  so  that  as  a 
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whole  the  matter  may  be  rendered  more  intelligible  to  the  greater 
number.  Unfortunately  the  subject  is  one  which  presents  almost 
insurmountable  difficulties  to  clear  demonstration  by  means  of  dia- 
grams or  to  any  descriptive  picture  set  forth  by  words ;  I  must 
therefore  ask  a  charitable  criticism.  I  can  only  express  the  pleasure 
it  would  give  me  to  see  you  individually  at  the  Woman's  Hospital 
where  by  witnessing  the  operation  in  detail,  you  would  have  the 
matter  presented  to  you  in  the  only  tangible  form. 

The  term  laceration  of  the  perinseum  is  a  misnomer  and  if  used 
at  all  it  should  be  applied  only  to  the  condition  existing  with 
laceration  of  the  sphincter  ani.  We  have  been  misled  by  the  term 
'  Perineal  Body,"  for  no  such  body  exists  save  as  an  imaginary  one. 
The  diaphragm  formed  of  muscular  tissue  bound  together  by  fascia, 
is  not  different  in  structure  in  the  so-called  perineal  body  than  else- 
where, and  its  only  distinction  in  this  situation  is  the  accidental  ex- 
istence of  more  or  less  fat ;  but  as  this  lies  directly  under  the  skin  and 
anterior  to  the  muscular  structure,  its  addition  can  give  no  support 
from  its  presence.  The  structure  at  this  point  simply  holds  in 
check  the  sigmoid  curve  of  the  rectum  from  encroaching  upon  the 
vaginal  canal,  but  could  not,  even  if  such  a  body  existed,  directly 
or  indirectly  give  support  either  to  the  vagina  or  uterus.  It  can  be 
clearly  demonstrated  that  the  uterus  is  supported  and  swung  from 
above,  as  is  every  other  organ  in  the  body,  and  is  kept  with  the 
vagina  and  rectum  in  position  by  the  connective  tissue  and  fascia 
of  the  pelvis.  This  fascia  is  in  close  connection  with  the  cellular  or 
connective  tissue  of  the  pelvis  and  is  attached  along  the  sides  of  the 
vagina  and  rectum  so  as  to  prevent  undue  prolapse  of  the  bowrel 
from  the  sigmoid  flexure  to  the  anus.  And  while  it  gives  this  same 
support  to  the  vagina,  it  exerts  a  degree  of  lateral  traction  upon  the 
latter  in  addition,  with  the  effect  of  preserving  its  natural  curve  in 
the  direction  of  the  canal,  and  of  keeping  the  two  sides  of  the  pass- 
age in  close  contact,  so  long  as  these  fascial  attachments  preserve 
their  integrity. 

If  we  take  a  section  of  rubber  tubing  and  with  a  string  attached 
to  each  side  make  lateral  traction,  the  cylindrical  form  becomes  lost 
as  the  two  surfaces  are  brought  into  contact.  On  the  same  princi- 
ple a  fold  is  formed  along  the  sides  and  through  the  length  of  the 
vagina  where  the  two  sides  of  the  canal  are  brought  together,  and 
these  are  termed  sulci,  as  you  know.  While  this  explanation  is 
correct  in  theory,  it  is  not  strictly  so  in  practice,  for  the  vesicova- 
ginal septum  or  anterior  wall  of  the  vagina  is  as  firmly  fixed,  by  the 
fascia  at  the  superior  strait,  as  the  roof  of  the  mouth  is  in  its  relation 
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■to  the  lower  jaw.  As  the  lower  jaw  is  drawn  backward,  or  lifted 
by  its  muscular  attachment  into  contact  with  the  upper  one,  so 
must  the  posterior  wall  of  the  vagina  be  drawn  back  or  pushed 
towards  the  coccyx  to  enable  any  solid  body  to  enter  or  to  pass  out 
from  the  canal.  Therefore  these  grooves  or  sulci,  formed  by  the 
flattening  of  the  two  sides  of  the  vagina,  are  strictly  the  result  of 
lifting  the  posterior  wall  up  to  the  anterior  one,  while  at  the  same 
time  the  needed  degree  of  lateral  traction  is  exerted  by  the  fascia. 

If  we  trace  the  course  of  the  fascia,  forming  these  sulci,  from  its 
starting  point  at  the  superior  strait  and  along  the  sides  of  the  vagina 
to  the  point  where  the  canal  pierces  the  muscular  diaphragm  at  the  pel- 
vic outlet,  we  will  find  it  reflected  over  these  muscles.  This  fascia  as 
•a  continuation  of  that  in  the  pelvis  binds  the  whole  muscular  walls 
in  a  common  sheath  and  owing  to  its  attachment  also  along  the 
border  of  some  of  the  muscles,  the  whole  mass  is  greatly  strength- 
ened as  a  barrier  and  as  a  support  as  well  to  the  floor  of  the 
pelvis. 

A  proper  circulation  of  the  blood  through  the  pelvis  can  only  be 
maintained  so  long  as  the  integrity  of  the  connective  tissue  and 
fascia  is  preserved  in  regard  to  their  mutual  relation  and  action. 
The  simile  I  have  commonly  used  to  show  this  relation  is  that  of 
the  trellis  in  its  support  of  the  vine  running  over  it.  But  the  relation 
is  a  closer  one  than  this  for  the  pelvic  veins  have  no  valves,  and  as 
they  run  in  and  out  through  the  meshes  of  the  connective  or  cellu- 
lar tissue,  they  receive  from  the  pelvic  fascia  and  from  the  elasticity 
of  the  surrounding  tissue  that  degree  of  support  needed  to  prevent 
undue  dilation ;  for  in  the  preservation  of  the  tortuous  course  of 
these  vessels  the  effect  of  the  force  of  gravity  is  overcome. 

It  is  taught  by  obstetricians  that  during  the  progress  of  labor  the 
tissues  gradually  become  softened  down  and  are  finally  stretched 
sufficiently  to  admit  of  the  passage  of  the  child's  head.  The  truth 
of  this  I  am  inclined  to  doubt,  for  I  believe  the  pelvic  fascia  is  elas- 
tic to  a  very  limited  extent,  and  when  it  and  the  muscular  structure 
reaches  the  condition  of  being  softened  or  stretched  to  any  extent, 
the  result  must  be  rupture  of  the  parts  involved.  If  the  fascia  were 
capable  of  being  stretched  to  such  a  degree,  its  function  would  be 
destroyed,  and  it  is  not  possible  that  the  muscular  tissue  so  closely 
invested  by  this  fascia  on  the  floor  of  the  pelvis  could  be  affected  by 
any  such  change. 

The  action  of  the  pelvic  fascia  is  one  of  compensation,  so  that  if 
it  becomes  shortened  or  relaxed  in  one  direction  it  must  be  by  the 
same  force  proportionately  lengthened  in  another.     During  the 
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progress  of  labor  the  vagina  becomes  shortened  in  proportion  as  its 
transverse  diameter  is  increased.  To  the  casual  observer  the  va- 
gina seems  excessively  stretched  in  its  long  diameter  while  the  head 
is  passing  the  outlet.  This  impression  I  think  is  not  correct,  for  I 
believe  the  mouth  of  the  uterus  is  nearer  to  the  vaginal  outlet  at  the 
close  of  labor  than  at  any  other  stage. 

When  we  introduce  Sims'  speculum  with  the  woman  in  the  knee- 
and-chest  position,  or  while  lying  on  her  left  side,  and  make  upward 
and  backward  traction  with  the  instrument,  we  shorten  thereby  the 
line  of  fascial  attachment  along  the  sides  of  both  the  vagina  and 
rectum.  On  introducing  the  speculum  the  portion  termed  the 
perinseum  is  drawn  backward  nearly  to  the  coccyx,  so  that  the 
radial  distance,  or  length  of  the  vagina,  from  this  point  to  the  os 
uteri  is  shortened  fully  one-half  from  what  it  was  before  when  ex- 
tending from  the  cervix  to  the  neck  of  the  bladder.  This  shortening 
up  of  the  vaginal  wall  admits  of  a  slacking  up  in  the  degree  of  ten- 
sion. The  consequence  is  that  the  lateral  walls  of  the  vagina  being 
thus  relaxed,  the  whole  canal  becomes  ballooned  out,  from  atmo- 
spheric pressure,  and  the  cervix,  without  having  materially  changed 
its  position  lies  much  nearer  the  ostium  vaginae  as  is  shown  by  the 
diagram.  In  the  progress  of  labor  the  lateral  diameter  of  the  vagina 
is  shortened,  and  just  in  proportion  as  the  tissues  at  the  outlet  slip 
over  the  advancing  head,  so  does  the  fascial  sheath  become  more 
relaxed  to  admit  of  a  greater  separation,  chiefly  of  the  levator  ani 
muscles,  until  at  last  these  are  drawn  aside  close  to  the  rami  of 
the  ischium  and  out  of  harm's  way. 

I  am  able  to  recall  two  instances  in  my  own  experience  where 
in  primipara  the  skin  and  sub-tissues  became  as  thin  and  as  trans- 
parent as  oiled  paper,  so  that  I  could  distinctly  see  through  them 
the  dark  hair  on  the  advancing  head.  Neither  of  these  women  suf- 
fered any  injury,  and  in  time  these  muscles,  which  must  have  been 
separated  gradually  returned  to  their  natural  position,  for  I  was  un- 
able to  detect  in  their  condition  afterwards  any  lesion  whatsoever. 

Some  years  ago,  and  at  a  time  when  my  mind  was  more  directed 
tow  ards  this  subject,  I  made  an  attempt  to  separate  these  muscles 
in  the  case  of  a  woman  who  had  been  prepared  for  some  operation. 
W  hile  she  was  profoundly  etherized  and  lying  on  the  left  side,  I 
steadily  pressed  the  anus  backward  and  upward  toward  the  uterus 
with  the  fingers  of  my  left  hand.  I  did  this  with  the  expectation  of 
shortening  both  rectum  and  vagina  and  of  slackening  up  the  fascia 
running  on  the  sides  of  these  canals.  I  imagined  that  I  might  by 
applying  force  in  the  opposite  direction  produce  the  same  effect  as 
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would  result  from  the  advance  of  a  child's  head.  As  I  pushed  up- 
ward with  the  left  hand,  and  rolled  out  the  tissues  about  the  mouth 
of  the  vagina,  I  at  the  same  time  made  steady  pressure  with  two 
lingers  of  the  right  hand  outward  and  behind  the  space  termed  the 
perinaeum.  I  certainly  succeeded  in  separating  the  muscles  to  a 
considerable  degree  and  gained  a  marked  relaxation  of  the  vaginal 
outlet.  But  I  made  no  progress  unless  I  kept  up  steady  pressure 
with  the  left  hand  at  the  same  time.  At  length  I  desisted  from  my 
efforts  through  lack  of  endurance;  but  I  clearly  demonstrated  to  my 
own  satisfaction,  that  without  the  aid  of  the  left  hand  there  was  but 
little  elasticity  in  the  parts,  and  that  with  pressure  from  the  vagina 
alone,  the  parts  would  be  ruptured.  In  former  days  when  we  were 
so  careful  to  properly  support  the  perinseum,  on  the  passage  of  the 
child's  head,  by  making  pressure  backward  toward  the  anus,  we 
certainly  aided  in  separating  these  muscles,  if  we  did  not  before- 
hand cause  rupture  through  the  tissues  by  our  over-zeal.  We  are 
doubtless  able,  under  certain  circumstances,  to  save  the  floor  of  the 
pelvis,  or  at  least  control  the  extent  of  the  injury  when  the  head  of 
the  child  is  passing,  by  making  backward  traction  by  means  of  two 
fingers  in  the  anus.  When  this  force  can  be  exerted  in  the  proper 
direction,  its  efficacy  is  doubtless  due  to  the  relaxation  of  the  fascia 
in  such  manner  as  to  facilitate  the  separation  of  the  levator  ani 
muscles,  and  thus  we  cause  the  vaginal  outlet  to  be  relaxed  to  its 
fullest  extent. 

I  wish  particularly  to  bring  out  certain  points  in  the  mechanism 
of  advanced  labor,  and  especially  when  the  child's  head  is  approach- 
ing the  floor  of  the  pelvis.  I  would  compare  the  progress  of  the 
child's  head  to  the  advance  of  a  piston  in  a  cylinder,  supposing  both 
cylinder  and  piston  to  be  bent  to  the  proper  axis  of  the  passage  and 
the  direction  of  the  head  through  the  pelvis.  If  we  take  a  soft  block- 
tin  syringe  for  demonstration  we  will  find  the  diameter  of  the  cylin- 
der preserved  throughout  until  the  end  of  the  pipe  is  reached,  where  its 
diameter  gradually  lessens  to  terminate  in  a  nozzle  of  some  length. 
If  well  lubricated  and  the  proper  amount  of  force  be  applied,  the 
piston  will  continue  to  advance  as  the  child's  head  would.  So  in 
the  vagina,  if  the  natural  secretions  were  maintained  and  the  uterus 
continued  to  contract.  At  length  a  well-recognized  point  of  resist- 
ance is  reached,  in  the  one  case  where  the  diameter  of  the  cylinder 
becomes  narrowed,  and  in  the  other  where  the  child's  head  reached 
the  floor  of  the  pelvis  near  the  point  where  the  vagina  enters  the 
muscular  diaphragm.  If  sufficient  force  be  applied  to  advance  the 
piston  beyond  this  point  the  consequence  is  evident.    The  end  of 
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the  instrument  must  become  separated  either  by  a  transverse*  rent 
across  the  axis  of  the  cylinder,  or,  if  this  did  not  occur  in  conse- 
quence of  the  ductility  of  the  metal,  farther  advance  would  result  in 
a  tear  in  the  long  axis  of  the  nozzle,  and  the  piston  would  pass  out  be- 
fore the  tip  became  involved.    So  also  in  the  progress  of  labor,  if  a 
fold  of  the  vaginal  tissue  is  forced  forward  in  the  continued  advance 
of  the  child's  head,  a  rent  must  occur  in  the  long  axis  of  the  vagina. 
Should  the  tear  stop  short  of  the  fourchette  or  posterior  commissure 
and  without  entering  the  rectum,  no  serious  consequence  would 
probably  result  after  the  parts  had  cicatrized.    But  wherever  the 
sphincter  ani  has  been  torn,  by  the  natural  advance  of  the  head  or 
shoulders,  the  rent  almost  always  enters  the  rectum  at  some  distance 
posterior  to  the  outlet  of  the  vagina  and  advances  from  before  back- 
ward    This  condition  then  would  be  analogous  to  the  split  in  the 
syringe,  where  the  piston  was  forced  through  at  the  side  near  the 
nozzle,  the  rent  not  extending  to  the  tip.    In  other  words,  when  the 
sphincter  ani  is  thus  torn  the  head  escapes  into  the  rectum  and  is- 
delivered  through  the  rent  as  is  proved  by  the  fact  that  the  fourchette 
is  sometimes  not  torn.    No  greater  ill  consequences  follow  the  re- 
ception of  such  an  injury  than  the  inconvenience  attending  the  es- 
cape of  flatus  or  incontinence  of  faeces. 

But  when  the  advancing  head  reaches  the  floor  of  the  pelvis, 
without  a  resisting  fold  of  vaginal  tissue  before  it,  and  is  at  length 
opposed  by  the  muscular  diaphragm,  the  line  of  rupture,  if  one  does 
occur,  must  be  across  the  axis  of  the  vagina.  On  carrying  out  the 
analogy  with  the  syringe  it  will  be  seen  that  the  vaginal  tear  across 
the  axis  of  the  canal  would  be  in  the  same  direction,  as  where  the 
narrowed  part  of  the  syringe  was  forcibly  separated  along  the  line- 
where  it  had  been  soldered  to  the  end  of  the  cylinder. 

This  tear  across  the  vagina  and  just  within  the  passage  is  the 
common  injury  sustained  when  a  woman  is  said  to  have  had  a  rup- 
ture of  the  perinseum.  ,  , 

So  far  I  have  confined  myself  to  a  consideration  of  the  injuries- 
sustained  by  the  unaided  advance  of  the  child  through  the  vaginal 

CanBut  when  a  tear  has  resulted  from  the  use  of  forceps,  or  as  the 
result  of  any  manipulation  to  effect  delivery  by  means  applied  from 
without,  the  general  rule  is  for  it  to  begin  in  the  median  line  of  the 
fourchette  and  to  advance  from  without  inwards  to  any  extent.  But 
many  exceptions  exist  to  this  rule. 

[wish  to  draw  your  attention  particularly  to  this  tear  across  the 

vagina. 
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By  placing  a  woman  with  such  an  injury  on  the  back  with  her 
limbs  flexed,  and  passing  two  ringers  into  the  rectum  to  lift  the 
recto-vaginal  septum,  a  transverse  scar  indicating  the  injury  can  be 
easily  brought  into  view  on  separating  the  labia.  Occasionally  the 
scar  is  seen  running  in  the  direction  of  the  length  of  the  vagina  as  a 
result  of  traction  brought  into  play  by  a  difference  in  the  depth  of 
the  tear  at  different  points,  and  sometimes  also  as  a  consequence  of 
the  undue  rolling  out  of  the  tissues  at  the  vaginal  outlet.  Quite 
frequently  no  scar  can  be  detected  to  indicate  the  existence  of  a 
most  extensive  degree  of  injury.  In  these  cases  at  least,  it  can  be 
proved  that  there  is  certainly  no  perineal  body,  for  the  skin  outside 
can  be  brought  in  contact  between  two  fingers  with  the  vaginal 
mucous  membrane.  Though  the  fourchette  is  intact  the  vaginal 
outlet  and  the  canal  within  are  as  relaxed  as  the  mouth  of  a  bag 
would  be  from  which  the  running  string  had  been  withdrawn. 

In  all  of  these  cases  the  fascia  running  along  the  sides  of  the  va- 
gina, and  forming  the  two  sulci  which  I  have  described,  has  been 
torn  across  just  where  it  is  reflected  upon  the  muscles  in  front. 
This  injury  may  be  the  result  of  a  transverse  tear  beginning  in  the 
mucous  membrane  of  the  vagina  and  extending  down  through  the 
fascia,  or  on  the  other  hand,  the  tissues  beneath  may  be  separated 
without  involving  the  vaginal  mucous  membrane  over  them. 

In  proportion  to  the  injury  sustained  by  this  fascia,  whereby  it 
becomes  free  to  retract,  so  far  will  the  blood  vessels  of  the  pelvis  be 
deprived  of  their  proper  support.  This  loss  of  support  is  particularly 
evident  in  the  condition  of  the  veins  which  soon  become  more  or 
less  straightened  out  and  drawn  from  their  tortuous  course.  With 
prolapse  of  the  tissues  from  increasing  weight  these  vessels  continue 
to  dilate  indefinitely.  The  sense  of  weight  and  bearing  down  felt 
by  a  woman  in  the  upright  position  who  is  supposed  to  have  had  a 
laceration  of  the  perinaeum,  is  due  entirely  to  an  accumulation  of 
blood  in  the  veins  as  a  consequence  of  their  loss  of  proper  support 
and  any  degree  of  prolapse  occurring  afterwards  is  incidental  only. 
That  this  is  the  true  explanation  is  shown  by  the  fact  that  a  woman 
who  has  sustained  the  extensive  injury  of  a  laceration  in  the  median 
line  through  the  sphincter  ani  and  vaginal  septum,  and  even  to  the 
bottom  of  Douglas'  cul-de-sac,  is  yet  fully  able  to  stand,  to  lift,  and 
to  perform  the  most  laborious  work  without  the  slightest  bearing 
down  or  inconvenience  beyond  that  of  incontinence.  The  explan- 
ation is  that  a  tear  in  the  median  line  along  the  recto-vaginal  sep- 
tum can  in  no  way  involve  any  portion  of  the  pelvic  fascia.  This 
injury,  therefore,  does  not  come  within  the  scope  of  the  subject 
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under  consideration  and  has  only  been  referred  to  in  proof  of  the 
correctness  of  the  views  advanced. 

I  have  already  described  how  the  pelvic  fascia  retracts  after  rup- 
ture has  occurred  within  the  vaginal  canal. 

On  account  of  this  retraction  the  muscles  in  front  are  left  free  to 
separate,  and  with  the  retraction  also  of  the  fascia  attached  along 
the  rectum,  the  anus  is  displaced,  the  vaginal  walls  are  separated, 
and  the  tissues  at  the  entrance  of  the  canal  are  rolled  out  to  a  re- 
markable degree. 

It  is  by  no  means  easy  to  fully  appreciate  in  detail,  or  to  de- 
scribe intelligibly  the  changes  brought  about  in  the  floor  of  the  pel- 
vis as  a  result  of  this  injury.  Practically,  however,  it  will  be  neces- 
sary merely  to  refer  to  the  action  of  the  levator  ani  and  of  the  trans- 
versa perinaei  muscles.  The  levator  muscles  you  will  recollect 
are  spread  out  like  a  fan  at  their  attachment  to  the  rami  on  each 
side,  and  they  run  back  to  form  a  ligamentous  connection  with  the 
coccyx.  So  long  as  the  sheath  of  fascia,  which  I  have  described, 
remains  intact  these  muscles  are  made  to  appoximate  in  the  median 
line  along  the  space  generally  assigned  to  the  perineal  body.  On 
the  outer  side  of  each  levator  muscle  and  along  the  line  of  its  at- 
tachment to  the  fascia,  the  transversus  perinsei  are  inserted  and  ex- 
tend obliquely  backward  to  their  attachment  to  the  tubera  ischii. 
Under  ordinary  circumstances  the  action  of  the  transversus  perinsei 
muscles  would  be  to  tighten  the  fascial  sheath  and  to  bind  more 
firmly  together  the  tissues  constituting  the  muscular  floor  of  the 
pelvis.  But  as  soon  as  the  levator  ani  muscles  are  free  to  separate 
in  front,  the  only  action  which  can  be  exerted  by  the  transverse  ones 
is  to  draw  the  levators  still  more  apart  as  two  window  curtains 
may  be  separated  at  the  bottom  while  they  remain  attached  above. 
The  action  moreover  of  these  muscles  is  still  more  facilitated  by  the 
retraction  of  the  line  of  fascia  attached  to  the  sides  of  the  rectum, 
and  as  the  same  change  has  already  taken  place  in  the  fascia  con- 
nected with  the  vagina;  the  anus  is  displaced  by  being  drawn  up- 
ward and  backward  into  close  contact  with  the  coccyx.  Conse- 
quently the  natural  curve  of  the  recto-vaginal  septum  is  changed 
from  a  concave  line  to  a  convex  one  and  a  rectocele  is  formed. 
Moreover  as  the  parts  of  the  vaginal  outlet  become  rolled  out,  from 
the  persistent  traction  backward  and  from  below,  more  or  less  of  the 
vaginal  tissue  forming  the  anterior  wall  and  that  about  the  neck  of 
the  bladder  are  dragged  down  or  forward  upon  the  urethra.  The 
same  backward  traction,  due  to  the  same  retraction  of  the  pelvic 
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fascia,  will  at  an  early  stage  widely  separate  the  walls  of  the  vagina 
and  leave  the  canal  gaping. 

This  amount  of  injury,  as  a  rule,  results  from  a  too  rapid  labor 
or  from  instrumental  delivery;  but  in  either  case,  the  condition  is  gen- 
erally complicated  by  a  serious  laceration  of  the  cervix  uteri.  This 
injury  to  the  cervix  arrests  involution,  as  we  know,  if  the  woman 
suffers  from  septic  pelvic  inflammation  after  her  delivery. 

The  injury  to  the  posterior  vaginal  wall  is  then  aggravated  by 
the  increased  weight  of  the  uterus  and  the  difficulty  becomes  greater 
as  the  pelvic  veins  distend  more  or  less  from  lack  of  support.  Ret- 
roversion of  the  uterus  is  the  most  natural  consequence  of  this  con- 
dition, and,"  by  progressive  degrees  of  prolapse,  procidentia  may 
take  place  at  any  time,  but  is  certain  to  occur  as  the  vagina  shortens 
with  the  menopause,  if  relief  be  not  afforded. 

1  will  now  briefly  give  a  summary  of  the  pathology,  and  at- 
tempt to  describe  my  mode  of  operating  for  the  relief  of  this  condi- 
tion. But  I  fully  realize  that  I  have  reached  a  very  difficult  task  to 
make  myself  understood  by  any  one  who  has  not  had  some  practi- 
cal demonstration  of  the  subject. 

We  have  long  been  taught  that  a  certain  injury  sustained  by  a 
woman  in  childbirth,  was  a  laceration  of  the  perineum,  by 
which  we  understand  that  the  perineal  body  had  been  involved. 
My  answer  would  be  that  a  body  which  did  not  exist  could  not  be 
injured.  What  then  is  the  injury  we  wish  to  describe  and  which  is 
attended  with  the  symptoms,  or  consequences,  so  long  attributed  to 
a  laceration  of  the  perineal  body? 

The  answer  is  that  it  is  an  injury  to  the  posterior  wall  of  the  va- 
gina near  its  outlet,  or  still  better,  an  injury  to  the  floor  of  the 
pelvis. 

While  there  may  be  an  external  tear,  or  one  in  the  median  line, 
through  the  skin  and  mucous  membrane  up  the  vaginal  septum 
even  to  the  cervix  uteri,  all  this  would  still  be  but  an  incident  so 
far  as  the  symptoms  I  have  described  are  concerned.  I  have  clearly 
pointed  out  that  no  symptoms  arise  from  such  an  injury,  however 
extensive,  beyond  the  inconvenience  due  to  incontinence;  and 
observation  shows  us  that  there  exists  no  displacement  of  the  parts, 
beyond  what  occurs  from  retraction  of  the  divided  ends  of  the  sphinc- 
ter muscle.  A  laceration  in  the  median  line  only  which  did  not  extend 
through  sphincter  ani,  would  in  my  experience  be,  as  Mr.  Toots  of 
Dombey  and  Son  terms  it,  "of  no  consequence  at  all.'''  The  perin- 
aeum  then  is  not  lacerated  i?i  these  cases  which  have  so  long  borne 
the  nanie  and  we  should  drop  a  term  which  is  certainly  misleading. 
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With  the  injury  to  the  floor  of  the  pelvis  which  I  have  described, 
a  force  comes  into  play  by  which  the  levator  ani  muscles  in  front 
are  widely  separated,  and  this  occurs  often  without  the  slightest  in- 
jury to  the  mucous  membrane  of  the  vagina,  or  the  skin  outside. 
There  evidently  has  been  therefore  no  injury  in  such  cases  to  the 
part  occupying  the  space  termed  the  perinseum,  but  they  have  been 
simply  displaced. 

After  years  of  study  and  after  careful  investigation  of  the  action 
and  function  of  the  connective  tissue  and  fascia  of  the  pelvis,  I  offer 
this  as  the  rational  explanation  of  the  pathology  of  this  injury. 
Consistent  with  the  belief  I  have  expressed  as  to  the  pathology,  I 
have  gradually  perfected  a  remedial  operation,  whose  object  is  to* 
catch  up  the  retracted  fascia  at  a  point  and  in  such  a  manner  that  I 
"take  in  the  slack"  as  it  were  of  the  fascia  throughout  the  pelvis. 
By  this  procedure  the  displaced  posterior  wall  of  the  vagina  is  cer- 
tainly lifted  up  and  drawn  forward  in  contact  with  the  vesico-vaginal 
septum.  And  as  the  steps  of  the  operation  advance  I  succeed  in 
lifting  up  and  forward  the  displaced  anus,  gradually  roll  in  the 
everted  tissues  at  the  vaginal  outlet  and  apparently  succeed  at  length 
in  bringing  together  the  separated  levator  ani  muscle.  At  least,  I 
fill  in  the  space  and  form  what  might  be  termed  another  perineal 
body.  Moreover,  the  woman  so  treated  ceases  to  be  an  invalid 
and  her  condition  becomes  in  every  respect  a  natural  one,  and  I 
attribute  the  result  to  having  succeeded  by  the  operation  in  giving 
the  needed  support  to  the  blood  vessels,  and  thereby  to  the  normal 
circulation  throughout  the  pelvis. 

I  think  I  can  show  good  grounds  for  drawing  the  inference  I 
have  stated,  though  by  somewhat  of  a  digression.  It  will  not  be 
denied  I  think  that  the  levator  ani  muscles,  through  their  close  rela- 
tion with  the  connective  tissue  and  fascia  of  the  pelvis,  are  the  chief 
factors  under  the  needed  provocation  in  bringing  about  erection  of 
the  pelvic  tissues  by  retarding  the  flow  of  venous  blood. 

A  very  limited  amount  of  observation  in  treating  women  who 
have  suffered  from  this  injury  will  bear  me  out  in  the  assertion  that, 
on  their  own  complaint  or  on  that  of  their  husbands,  we  learn  that 
sexual  desire  becomes  greatly  impaired,  and,  as  a  rule,  is  entirely 
lost.  These  women  often  submit  to  copulation  through  a  sense  of 
duty  and  bear  children.  But  with  many,  a  feeling  of  dislike  and 
even  of  loathing  is  often  engendered  toward  the  husband.  Through 
the  effect  of  this  morbid  impression  on  the  nervous  system,  the  re- 
ception of  this  injury  has  often  led  to  divorce  or  to  an  insane  asylum. 
After  the  operation  has  been  properly  performed  we  certainly  will 
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hear  no  further  complaints  from  the  woman.  On  the  contrary, 
upon  more  than  one  occasion  when  I  have  described  in  a  general 
way  the  effects  of  the  operation  to  the  husband,  he  has  intimated 
to  me  that  I  may  perhaps  have  taken  a  few  stitches  too  many. 

The  woman  who  has  received  the  extent  of  injury  designated 
must  necessarily  receive  some  preparatory  treatment.  The  first 
steps  to  relieve  the  procidentia  should  be  an  operation  on  the  lacer- 
ated cervix  followed  by  replacement  of  the  organ,  and  at  a  subse- 
quent period  an  operation  on  the  anterior  wall  may  be  necessary. 
These  operations  cannot  be  profitably  done  together,  and  all  neces- 
sary preliminary  treatment  must  be  gone  through  with  before  an 
operation  for  the  repair  of  the  injury  to  the  floor  of  the  pelvis  is 
undertaken. 

The  first  step  in  the  operation  will  be  to  determine  within  a 
reasonable  degree  the  extent  of  retraction  which  has  taken  place  in 
the  fascia  along  the  sulcus  on  each  side  of  the  vagina.  It  would, 
of  course,  be  a  futile  effort  to  seek  this  information  directly  at  the- 
seat  of  the  injury  as  indicated  by  the  scar  line.  By  an  illustration  I 
can  better  indicate  my  method  of  doing  so.  If  we  were  to  place 
two  weights  at  some  little  distance  apart  on  a  table  cover  before  us- 
and  then  make  traction  by  drawing  a  portion  of  the  cover  toward 
us,  two  folds  would  at  once  be  formed  leading  up  to  the  outer  edge 
of  the  weights,  and  it  would  be  clearly  indicated  that  the  cover, 
loose  elsevyhere,  was  immovable  within  the  influence  of  the  weights. 
If  we  place  a  woman  who  has  received  this  injury  on  her  back  in 
front  of  us,  and  with  her  limbs  flexed,  the  labia  will  be  seen  widely 
separated,  the  vaginal  canal  open  and  filled  by  a  projecting  portion 
of  the  recto-vaginal  septum,  or  what  is  termed,  as  you  know,  a 
rectocele.  Now  we  can  find  some  point  in  the  middle  of  this  pro- 
jecting mass  from  which  if  we  hook  a  tenaculum  into  it  and  draw 
that  portion  forward  and  upward  towards  the  neck  of  the  bladder, 
two  folds  will  be  formed,  as  I  have  shown  on  the  table  cover,  lead- 
ing outward  to  a  fixed  point  in  the  sulcus  on  each  side.  These 
fixed  points  indicate  perfectly  the  limit  of  the  retraction  and  show 
clearly  that  the  portion  of  the  vagina  above  the  limitation  indicated 
is  properly  supported. 

Bear  clearly  in  mind  that  this  triangular  shaped  tongue,  or  por- 
tion of  the  rectocele,  which  we  draw  forward  with  a  tenaculum, 
will  form  after  the  operation  the  posterior  wall  of  the  vagina.  If 
this  step  of  the  operation  has  been  properly  performed,  the  rectocele 
will  have  been  disposed  of,  the  two  walls  of  the  vagina  will  lie  in 
contact,  the  line  of  the  axis  of  the  canal  will  have  been  changed  to* 
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that  of  a  concavity  and  the  proper  degree  of  support  will  have  been 
gained  along  the  newly  formed  sulci  by  a  direct  union  with  the  pel- 
vic fascia. 

Later  on  I  will  describe  the  next  step  for  bringing  nearer  to- 
gether the  separated  levator  ani  muscles,  but  must  first  go  more  into 
detail  in  regard  to  the  first  steps  of  the  operation. 

As  the  woman  lies  in  front  of  us  and  the  top  or  crest  of  the  rec- 
tocele  has  been  drawn  down  with  a  tenaculum  towards  the  neck  of 
the  bladder,  it  would  be  well  to  put  a  loop  of  strong  thread  into  the 
tissues  to  take  the  place  of  the  tenaculum.  This  is  necessary  be- 
cause the  angle  of  the  fold  must  be  held  by  an  assistant  in  situ  until 
the  parts  on  the  sides  have  been  secured  with  sutures.  After  the  in- 
troduction of  the  loop  of  thread  and  while  it  is  being  properly  held 
by  an  assistant  we  must  find  the  lowest  caruncula  or  remains  of  the 
hymen,  on  each  side  to  indicate  the  limit  of  the  vagina.  A  tenacu- 
lum is  then  hooked  into  a  caruncula  on  each  side  and  outward  trac- 
tion is  made  by  the  assistants  laterally  to  open  the  vagina.  A  tri- 
angular, deep,  gutter-shaped  surface  on  the  right  and  left  of  the  canal 
will  be  formed  with  the  apex  of  each  running  into  the  lateral  sulcus 
above.  Now  to  define  the  extent  of  the  surface  below,  that  the  line  of 
proposed  union  may  be  within  the  vaginal  canal,  a  third  tenaculum 
should  be  hooked  into  the  posterior  portion  of  the  vagina  and  in  line 
with  the  two  carunculae,  which  have  been  separated  by  the  lateral  trac- 
tion of  the  assistants'  hands.  Then,  by  drawing  downward  with  this 
tenaculum  we  have  thus  clearly  mapped  out  the  full  extent  of  sur- 
face on  each  side  which  is  to  be  denuded  and  united  together.  Inter- 
rupted sutures  must  be  used,  and  I  prefer  silver  wire.  I  introduce 
the  sutures  separately  on  each  side,  beginning  with  the  angle  or  apex 
of  the  triangle,  in  the  upper  part  of  the  vagina,  and  put  one  in  after 
the  other,  at  about  a  quarter  of  an  inch  apart  until  we  reach  the 
neighborhood  of  the  loop  in  the  centre  of  the  rectocele  and  ap- 
proach the  caruncula  on  the  side.  Then  the  sutures  are  to  be  intro- 
duced on  the  other  side  in  like  manner.  It  is  well  to  secure  the 
sutures  of  each  side  together  in  the  grasp  of  a  separate  pair  of  for- 
ceps to  avoid  mixing  them.  The  next  step  is  to  introduce  the  sut- 
ures to  close  the  sides  of  the  vaginal  outlet  and  to  bring  together  at 
the  same  time  the  separated  levator  ani  muscles.  The  crown  sut- 
ure, as  it  is  termed,  is  now  the  first  one  to  be  inserted.  This  is  done 
by  passing  a  suture  close  to  the  caruncula  referred  to,  on  the  right 
side,  deep  into  the  tissues  towards  and  in  front  of  the  ramus  on 
that  side,  and  then  bringing  it  out  at  the  edge  of  the  denuded  sur- 
face about  half  an  inch  posterior  to  the  point  of  entrance.     I  then 
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carry  the  needle  across,  catch  up  the  topmost  part  of  the  denudation 
in  the  rectocele  and  reentering-  it  into  the  denuded  vaginal  wall 
about  half  an  inch  behind  the  caruncula  on  the  left  side,  I  bring  the 
stitch  out  again  close  to  the  denuded  edge  at  the  caruncula  to  cor- 
respond with  the  point  of  entrance  on  the  right  side.  Now  as  we 
draw  together  the  parts  with  this  suture  we  get  the  first  indication 
of  what  is  to  be  accomplished  by  the  operation.  Some  three  or  four 
sutures  more  will  be  needed  below  and  these  are  to  be  introduced  in 
the  same  manner  and  in  the  same  direction  as  just  described,  one  be- 
low the  other,  until  the  lower  angle  in  the  direction  of  the  anus  is 
reached.  These  last  sutures  appear  to  be  outside  of  the  vagina,  but 
they  are  not  so  in  reality,  for  as  one  after  the  other  is  secured,  the 
parts  roll  in  more  and  more  until  finally  these  sutures  are  lost  to 
sight  between  the  folds  of  the  labia.  In  twisting  the  sutures,  begin 
with  the  first  and  secure  each  one  in  the  order  of  its  insertion. 
Bend  each  one  carefully  down  after  it  is  twisted  on  the  vaginal  sur- 
face, where  they  must  remain  until  the  parts  are  perfectly  united. 
As  each  suture  is  twisted  the  upper  and  lower  walls  of  the  vagina 
are  gradually  brought  together,  by  lifting  the  posterior  one.  When 
the  outer  sutures  have  been  all  secured  there  should  be  no  gaping 
of  the  vagina;  the  labia  should  lie  together,  and  the  external  ap- 
pearance should  be  that  of  a  woman  who  has  never  borne  a  child. 
When  the  operation  has  been  properly  performed  the  natural  elas- 
ticity of  the  parts  will  have  been  restored  fully,  and  it  is  even  possi- 
ble to  place  the  woman  on  the  left  side  and  introduce  a  Sims' 
speculum  without  doing  material  damage  by  strain  on  the  sut- 
ures. 

The  operation  is  rather  a  tedious  one,  but  simple  in  execution. 
It  certainly  does  restore  the  parts  nearer  to  the  original  condition 
than  is  done  by  any  other  method  I  know  of,  and  is  the  only  one 
which  will  fairly  stand  the  test  of  a  subsequent  labor.  This  opera- 
tion is  not  always,  nor  even  generally,  I  regret  to  say,  performed  by 
others  as  I  have  have  described  it.  In  a  late  edition  of  a  noted  work 
on  Gynaecology  the  operation  is  even  represented  by  a  woodcut 
which  would  suggest  the  idea  that  my  main  object  was  to  cause  the 
vagina  to  gape  as  widely  as  possible.  This  is  no  exaggeration  for  I 
have  myself  witnessed  others  do  the  operation,  even  in  the  Woman's 
Hospital,  in  which  no  portion  of  the  vaginal  canal  was  brought  in 
contact,  and  even  its  outlet  was  left  gaping.  The  patient  could 
receive  not  the  slightest  benefit  from  such  a  procedure  and  it  would 
be  much  better  for  both  operator  and  patient  if  it  were  not  done  at 
all. 
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There  exists  no  material  difference  in  what  is  accomplished  by 
the  method  I  have  described  and  the  old  operation  I  invented  years 
.ago  and  reported  in  my  work  on  the  "Principles  and  Practice  of 
Gynaecology "  by  a  trefoil  diagram.  The  two  represent  but  pro- 
gressive stages  or  degrees  of  development  in  the  operation.  Half 
of  the  leaflet  on  one  side  could  be  dispensed  with,  as  I  now  unite 
no  portion  of  the  labia,  but  only  tissues  within  the  vagina.  Instead 
of  passing  one  continuous  suture  from  the  skin  through  the  labia, 
.around  and  behind  the  rectocele,  or  the  fold  of  it,  which  is  drawn 
forward,  and  then  out  again  through  the  skin  on  the  opposite  side, 
I  now  use  two  sets  of  sutures  instead  of  one.  These  are  used  to 
bring  together  exactly  the  same  surface  as  in  the  old  operation,  but 
they  are  placed  within  the  vagina. 

I  thank  you  for  your  patience,  which  has  been  unavoidably 
taxed,  for  the  subject  could  not  be  condensed.  Realizing  that  I  may 
have  failed  in  making  many  points  clear,  the  temptation  is  a  strong 
one  for  further  elucidation,  but  my  better  judgment  dictates  that  by 
:SO  doing  I  would  defeat  my  purpose. 


THE  DIAGNOSIS  AND  TREATMENT  OF  EXTRA-UTERINE 

PREGNANCY.1 

By  William  T.  Lusk,  M.D. 

Diagnosis. — The  diagnosis  of  extra-uterine  fcetation  is  based 
upon  the  existence  of  the  signs  of  pregnancy,  the  exclusion  of  an 
ovum  within  the  uterine  cavity,  and  the  presence  of  a  tumor  ex- 
ternal to  the  uterus. 

In  practice,  however,  there  is  a  widespread  difference  of  opin- 
ion as  to  the  practicability  of  an  early  diagnosis.  Dr.  Hanks  has 
recently  stated  his  belief  it  can  be  made  in  ninety-five  per  cent,  of 
the  cases  we  are  called  upon  to  attend.  Mr.  Tait,  on  the  other 
hand,  thinks  "he  may  be  excused  for  maintaining  a  somewhat 
skeptical  attitude  concerning  the  correctness  of  the  diagnosis  of 
these  gentlemen  who  speak  of  making  a  certain  diagnosis  before 
the  period  of  rupture. " 

The  problem  seems  simple  enough.  Given  pregnancy,  and 
having  ascertained  that  the  ovum  is  not  in  the  uterus,  the  diagnosis 
is  effected.    But  we  all  know  that  the  subjective  symptoms  are 


i  Read  before  The  New  York  Obstetrical  Society,  November  3d,  1891. 
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deceptive,  and  that  the  pigmentation,  the  mammary  and  the  utero- 
vaginal changes  are  not  always  so  clearly  defined  in  the  first  three 
months  as  to  make  it  safe  in  every  case  to  positively  diagnosticate 
pregnancy  in  even  the  intra-uterine  form.  The  advice  to  use  the 
-sound  to  demonstrate  the  vacuity  of  the  uterus  in  suspected  cases 
has  been  the  cause  of  many  needless  abortions.  Fortunatefy,  the 
•sound  often  does  no  other  harm  than  to  add  to  our  sources  of 
•error. 

In  the  main,  our  dependence  must  be  upon  local  changes  and 
local  symptoms.  Thus,  a  tubal  swelling  and  enlargement  of  the 
uterus,  associated  with  suppression  of  the  menses,  often  followed 
.after  a  brief  "period  by  sero-sanguinolent  discharges  and  increased 
flow  at  the  menstrual  period,  with  paroxysmal  pains  radiating 
from  the  side  of  the  pelvis  upon  which  the  affected  tube  is  situ- 
ated, and  with  the  expulsion  of  the  uterine  decidua  at  the  end 
of  the  second,  or  in  the  course  of  the  third  month,  is  to  be  re- 
garded with  suspicion.  But  a  tubal  sac  is  the  product  of  a 
variety  of  pathological  conditions.  The  uterine  changes  in  the 
early  months  are  inconstant.  These  sometimes  correspond  to 
■those  of  ordinary  uterine  gestation,  but  often  there  is  neither  per- 
ceptible enlargement,  nor  cervical  softening  to  indicate  pregnancy. 
Paroxysmal  pains  are  frequent  in  other  forms  of  tubal  disease,  and 
menstrual  disturbances  are  common  phenomena  in  uterine  de- 
rangements. The  expulsion  of  the  decidua,  though  a  valuable 
-sign,  is  not  of  constant  occurrence.  In  many  tubal  abortions,  the 
only  symptoms  are  those  of  pelvic  haematocele.  In  many  instan- 
ces of  early  rupture  of  the  tube,  with  haemorrhage  into  the  peri- 
toneal cavity,  there  are  no  antecedent  symptoms,  or  only  those 
•  of  ordinary  pregnancy. 

In  reading  the  reported  cases  of  the  operative  removal  of  preg- 
inant  tubes,  it  is  surprising  to  note  in  how  many  of  them  the  diag- 
nosis was  only  established  by  the  subsequent  determination  in 
the  removed  tubes  of  decidual  cells  and  chorionic  villi.  Undoubt- 
edly, a  probable  diagnosis  prior  to  rupture  might  be  made  in  many 
instances,  if  the  patient  could  be  subjected  to  frequent  examina- 
tions from  the  beginning  of  the  pregnant  state ;  but  this,  in  the 
■nature  of  things,  is  rarely  practicable. 

In  the  intra-ligamentous  form,  the  conditions  for  diagnosis 
.are  more  favorable.  Here  gestation  is  apt  to  be  prolonged,  and  if 
rupture  occurs  between  the  folds  of  the  broad  ligament,  the  haem- 
orrhage is  limited  in  amount.  In  this  class,  the  patients  are  apt  to 
rseek  early  professional  advice,  owing  to  the  discomforts  from 
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which  they  suffer.  The  swelling  to  the  side  of  the  uterus-is  easily 
reached  through  the  vagina,  and  we  have  as  distinctive  signs  a 
rapidly  growing  tumor,  early  fluctuation,  and  the  presence  of  pul- 
sating vessels  over  the  site  of  the  tumor.  Bimanual  examination 
under  an  anaesthetic,  especially  if  the  thumb  be  introduced  into 
the  vagina  and  two  fingers  into  the  rectum,  makes  it  possible  to 
determine  that  the  tumor  is  independent  of  the  uterus. 

After  the  third  month  it  is  not  ordinarily  difficult  to  determine 
the  existence  of  the  pregnant  state.  Ballottement  is  usually  per- 
ceptible at  an  early  date,  and  the  foetal  heart  makes  the  diag- 
nosis certain  ;  but  the  greatest  care  needs  to  be  exercised  in  the 
examination  of  the  patient  and  in  the  formation  of  an  opinion 
concerning  the  extra-uterine  situation  of  the  ovum.  In  a  sus- 
pected case,  violence  in  the  attempt  to  separate  the  tumor  from  the 
uterus  may  cause  sac  rupture.  Grandin  believes  that  the  absence 
of  contractions  when  frictions  are  applied  to  the  sac  of  an  extra- 
uterine ovum  should  prove  a  most  valuable  aid  to  diagnosis. 
Kustner,1  curiously  enough,  maintains  that  the  existence  of  con- 
tractions in  tubal  pregnancy  should  distinguish  them  from  other 
pelvic  growths.  Evidently  here  more  clinical  observations  are 
called  for.  Mr.  Tait  cites  as  a  misleading  condition  an  abnormal 
thinness  of  the  uterine  walls.  In  my  own  experience,  lateral 
flexion  of  the  uterus  often  simulates  ectopic  gestation  to  a  surpris- 
ing degree.  In  these  cases,  the  fundus  containing  the  ovum  lies 
upon  the  side  of  the  pelvis.  [According  to  Smolsky  s  observations, 
the  tube  in  the  first  two  months  is  the  size  of  a  pigeon's  egg ;  at 
the  end  of  the  second  month  of  an  English  walnut ;  at  two  and  a 
half  months,  of  a  hen's  egg;  at  three  months,  it  reaches  the  size  of 
the  fist ;  and  at  four  months,  the  size  of  two  fists.  Variations  may 
result  from  hydramnion,  haemato-salpinx,  malformation,  etc.2] 
The  cervix  is  crowded  to  the  opposite  side.  Between  the  two  a 
deep  sulcus  is  felt.  If  the  patient  is  hysterical,  these  deranged  rela- 
tions are  exaggerated  by  contraction  of  the  abdominal  muscles. 
No  difficulty  in  detecting  the  error  is  experienced  when  the  patient 
is  anaesthetised,  except  in  cases  where  the  fundus  is  fixed  to 
the  side  by  adhesions.  In  two  instances  seen  by  me,  the  intra- 
uterine nature  of  the  pregnancy  was  only  determined  by  the 
forcible  introduction  of  the  fingers  through  the  cervix.    Cases  of 

1  Mullcr's  "  Handlmcli  der  Geburtshulfe,"  vol.  ii.,  part  2,  p.  541. 

2  Smolsky,  "  I  )ia^nostie  et  Traitement  de  la  Grossesse  Tubaine."  Nouvelles 
Arch.  d'Obsl.,  Dec.  1890,  p.  649. 
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retroflexion  of  the  gravid  uterus,  with  incarceration,  are  likewise 
often  difficult  to  distinguish  from  extra-uterine  pregnancy. 

The  distinction  by  physical  signs  between  the  tubal,  the 
ovarian  and  the  secondary  abdominal  form  is  scarcely  practi- 
cable so  long  as  trained  anatomists  fail  to  agree  concerning 
them  when  the  abdomen  has  been  opened  and  the  organs  are 
exposed  to  view. 

A  review  of  the  subject  of  diagnosis  makes  it  apparent  that 
many  cases  of  ectopic  pregnancy  present  no  symptoms  previous 
to  rupture.  In  another  class,  the  existence  of  a  suspicious  tumor, 
with  few  or  none  of  the  corroborative  signs,  should  lead  to  a  wait- 
ing policy,  or,  when  the  symptoms  are  of  a  threatening  character, 
to  an  explorative  laparotomy.  It  is  well,  however,  to  remember 
that,  with  reference  to  this  latter  procedure,  recent  popular  interest 
in  abdominal  surgery  has  a  tendency  to  endow  trifling  anomalies 
occurring  in  gestation  with  a  sinister  importance.  But  there  still 
remains  a  considerable  class  in  which  an  early  diagnosis  can  be 
reached  with  reasonable  certainty. 

Treatment. — The  treatment  of  extra-uterine  foetation  varies  in 
accordance  with  a  stage  of  pregnancy  and  the  condition  of  the 
foetus.  For  the  sake  of  convenience,  we  distinguish — i.  Cases 
of  early  gestation;  2.  Cases  of  advanced  gestation  (fetus  living); 
3.  Cases  of  gestation  prolonged  after  the  death  of  the  foetus. 

1.  Cases  of  Early  Gestation. — The  indication  for  treatment  in 
the  early  months  varies  with  the  conditions.  If  rupture  has 
occurred,  pains  should  be  employed  to  ascertain,  if  possible, 
whether  the  resulting  haemorrhage  has  taken  place  between  the 
folds  of  the  broad  ligament ;  or,  if  intra-peritoneal,  whether  the 
blood  is  free  in  the  abdominal  cavity,  or  is  restricted  to  the  pel- 
vis by  old  adhesions.  Circumscribed  effusions  of  blood  due  to 
ruptured  tubes  do  not,  as  a  rule,  threaten  life,  and  disappear  with 
time  and  with  little  other  treatment  than  rest  in  the  recumbent 
posture. 

If  the  out-pouring  of  blood  has  taken  place  primarily  into  the 
abdominal  cavity,  or  as  a  secondary  occurrence  after  the  giving 
way  of  the  first  barriers,  laparotomy  is  unquestionably  demanded. 
While  it  is  not  denied  that,  even  in  these  extreme  cases,  the 
effused  blood  may  be  circumscribed  by  an  adhesive,  inflamma- 
tory process,  and  that  a  few  patients  may  recover  with  an  expec- 
tant treatment,  the  waiting  policy  is  a  gamble  with  life.  On  the 
other  hand,  the  opening  of  the  abdomen  for  the  purpose  of  remov- 
ing blood  and  clots,  and  for  the  extirpation  of  the  tube  sac,  has 
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been  the  means,  since  Mr.  Tait  demonstrated  the  practicability  of 
the  operation,  of  saving  multitudes  of  women  from  impending 
death.  The  operation  is  not,  as  a  rule,  difficult.  It  involves  the 
separation  of  adhesions,  where  these  exist,  the  tying  of  the  pedicle 
and  the  removal  of  the  ruptured  sac.  In  the  intraligamentous 
form,  it  may  be  necessary  to  ligate  the  attached  portion  in  sec- 
tions. Where  a  pedicle  cannot  be  readily  prepared,  Veit  recom- 
mends the  tying  of  the  broad  ligament  at  the  two  extremities  of 
the  sack,  before  proceeding  to  ligate  the  base.  Previous  to  closing 
the  abdominal  incision,  great  care  should  be  taken  to  insure  the 
arrest  of  haemorrhage,  not  only  from  the  stump,  but  from  the  sep- 
arated adhesions. 

When  the  diagnosis  is  made  previous  to  rupture,  the  choice  lies 
between  laparotomy  and  the  employment  of  measures  to  destroy 
the  life  of  the  embryo.  In  practice,  the  decision  is  pretty  certain 
to  be  governed  by  other  than  theoretical  considerations.  Thus, 
an  experienced  operator  who  possesses  trained  assistants,  and 
can  command  for  his  patient  the  surroundings  which  are  needful 
for  success,  will  be  apt  to  select  laparotomy.  The  risks  have  been 
proven  to  be  small,  and  the  patient  is  relieved  from  possible 
future  troubles  due  to  retention  of  the  products  of  conception. 
But  all  men  are  not  experts  in  pelvic  surgery.  The  danger  which 
threatens  the  life  of  the  patient  is  often  imminent,  and  assistance 
from  afar  is  not  always  easy  to  obtain.  Under  these  conditions, 
the  indication  for  treatment  is  plainly  the  adoption  of  measures  to 
destroy  the  life  of  the  foetus,  and  thus,  by  arresting  the  growth  of 
the  ovum,  to  diminish  the  chances  of  rupture  and  of  haemorrhage. 

The  methods  which  have  heretofore  been  employed  to  destroy 
the  ovum  are  puncture  of  the  sac,  injections  of  morphia  solutions, 
elytrotomy.  and  the  faradic  current. 

Puncture  of  the  Sac. — Puncture  of  the  sac  is  usually  effected  by 
the  introduction  of  an  exploring  trochar  through  either  the  vaginal 
or  rectal  wall.  The  operation  is  to  be  recommended  on  the  score 
of  simplicity,  but  has  not  been  attended  with  very  brilliant  results. 
Recoveries  after  puncture  have  been  recorded  by  Greenhalgh, 
Tanner,  Stolz,  Jacobi,  Koeberle,  and  E.  Martin  (two  cases). 
Fatal  issues  from  septicaemia  and  peritonitis  followed  puncture 
in  the  hands  of  Routh.  J.  Y.  Simpson,  A.  Simpson,  Martin,  Brax- 
ton, Hicks,  Thomas  (two  cases),  Conrad,  Netzel,  Hutchinson,  John 
Scott,  Gallard  and  Depaul.    FraenkeF  withdrew  nearly  three-fifths 

3  Fraenkel,  "Xur  I  Magnostik  unci  Operative  Behandlung  der  Tuben- 
schwangerschaft. "  "Arch.  f.  Gynaek,"  Bel.  xiv.,  p.  197. 
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of  an  ounce  of  amniotic  fluid  from  the  sac  without  interrupting  the 
course  of  pregnancy. 

Injections  of  Solutions  into  the  Sac.  designed  to  destroy  the  Foe- 
tus.— This  method  was  first  suggested  byjoulin.4  He  proposed 
injections  of  sulphate  of  atropia  (one-fifth  of  a  grain,  dissolved  in 
a  few  drops  of  water)  into  the  sac  by  means  of  a  long  hypodermic 
syringe.  His  suggestion  subsequently  was  successfully  carried 
into  effect  in  two  cases  by  Friedreich,5  of  Heidelberg.  The 
needle  of  the  syringe,  he  advised,  should  be  introduced  into 
the  sac  through  the  abdominal  or  vaginal  walls,  a  few  drops 
of  fluid  should  then  be  withdrawn,  and  its  place  supplied  by 
the  solution  containing  the  poison  selected.  Friedreich  employed 
by  preference  a  fifth  of  a  grain  of  morphia.  The  operation  was 
repeated  every  second  day,  until  the  diminished  size  of  the  ovum 
afforded  evidence  that  the  result  sought  for  had  been  accomplished. 
The  operation  seemed  to  produce  but  slight  inflammatory  disturb- 
ance, and  the  maternal  system  did  not  feel  the  influence  of  the 
narcotic. 

Rennert6  has  since  succeeded  in  destroying  the  life  of  the  foetus 
in  the  fifth  month  of  extra-uterine  gestation  by  means  of  a  single 
injection  containing  about  half  a  grain  of  morphia.  The  patient 
recovered  after  a  protracted  illness.  Koeberle  reported  to  the 
Gynaecological  Section  of  the  Eighth  International  Medical  Con- 
gress at  Copenhagen  a  case  of  advanced  abdominal  pregnancy, 
where  the  child  was  destroyed  by  morphia  injections.  The  foetus 
and  placenta  were  absorbed.  The  recovery  was  complete.  Six 
cases  have  been  reported  by  Winckel,  and  one  by  Fournier;  of  the 
eleven  cases  three  died. 

The  Faradic  and  Galvanic  Curre?its. — The  transmission  of  the 
faradic  current  through  the  ovum  has  proved  a  safe  and  efficient 
method  for  destroying  the  life  of  the  foetus  during  the  first  three 
months  of  its  existence.  The  application  consists  in  passing  one 
pole  into  the  rectum  to  the  site  of  the  ovum,  and  pressing  the 
other  upon  a  point  in  the  abdominal  wall  situated  two  or  three 

4Joulin,  "  Traite  Complet  des  Accouchements, "  p.  968. 

5  Cohnstein,  "lieitraege  zur  Schwangerschaft  ausserhalb  der  Gebarmutter." 
"Arch.  f.  Gynaek  ,"  Bd.  xiv.,  p.  355.  Hennig  reports,  likewise,  a  case  opera- 
ted on  by  Koeberle,  where  profuse  haemorrhage  occurred.  It  is  not  stated 
whether  the  patient  recovered.  ("Die  Krankheiten  der  Eileiter  und  die  Tu- 
benschwangerschaft,"  p.  138.) 

6Rennert,  "Extrauterin-Schwangerschaft  im  funften  monate."  "Arch.  f. 
Gynaek.,"  vol.  xxiv.,  p.  266. 
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inches  above  Poupart's  ligament.  The  full  force  of  the  current 
of  an  ordinary  one-cell  battery  should  be  employed  for  a  period 
varying  from  five  to  ten  minutes.  The  treatment  should  be  con- 
tinued daily  for  one  or  two  weeks,  until  the  shrinkage  of  the  tumor 
leaves  no  doubt  as  to  the  death  of  the  foetus. 

'  The  successful  employment  of  the  faradic  current  in  extra-uter- 
ine pregnancy  we  owe  to  Dr.  j.  G.  Allen,  who  reported  two  cases 
of  recovery  through  its  instrumentality  in  .872.    His  first  case 
occurred  in  .869,  the  second  in  1871.    Previously,  in  1859  Burc. 
had  succeeded  in  shriveling  up  the  ovum,  in  a  case  of  tubal  preg- 
nancy with  the  galvanic  current  transmitted  through  the  tumor  by 
£2  of  two  acupuncture  needle,    In  .866,  Dr  Braxton  Hicks 
tried  the  faradic    current,  but  abandoned  it  after  the  second 
application.    Dr.  Allen  was  apparently  in  no  haste  to  report  his 
triumphs,  but  appears  to  have  mentioned  them  incidental  y  m 
the  course  of  a  discussion  before  the  Obstetrical   Society  of 
Philadelphia.    So  little  pains  did  he  take  regarding  his  discovery 
that  the  subject  was  nearly  forgotten,  until  a  new  success  was 
reported  by  Drs.  Lovering  and  Landis,  of  the  Starling  Medical 
College,  in  1877.    Since  then,  Brothers'  has  collected  fifty  cases 
in  which  electricity  was  employed.    In  twenty-five,  to  which 
can  add  a  twenty-sixth  case  from  my  own  practice,  and  not 
included  in  Brother's  last,  the  health  of  the  patient  was  ascer- 
tained to  be  good  at  the  end  of  periods  varying  from  one  to  eight 

^There  were  no  evil  results  in  any  of  the  cases  traceable  to  the 
electricity.  Of  the  four  fatal  ones,  in  that  of  janvrin.  rupture  of  the 
tube  had  undoubtedly  taken  place  after  the  galvanism  was  em- 
ployed;  in  that  of  Wylie,  the  eight-month  fcetus  was  failed  by 
Lections  of  morphia  into  the  sac  after  electricity  had  been  dis- 
carded; and  in  the  cases  of  Duncan  and  Steavenson,  and  Boulton 
and  Steavenson,  electro-puncture  was  employed. 

gainst  the  method,  it  has  been  urged  that  the  successes  report- 
ed are  in  themselves  evidences  of  an  erroneous  diagnosis  that  the 
faradic  or  galvanic  current  endangers  the  integrity  of  the  tube; 
and  that  the  ovum,  after  its  vitality  has  been  destroyed  is  liable to 
produce  suppuration.  But  i  ^deductions  should  not  be  allowed 
to  outweigh  the  evidence  of  carefully  conducted  experiments  t 
should  be  borne  in  mind,  however,  that  electricity  is  only  available 
in  the  first  three  months,  and  that  no  one  in  this  country  advocates 

nancy  Treated  by  Electricity."    Am.  Jour.  Obstet.,  vol.  «m.,  No.  a,  ,89a 


Diagnosis  and  Treatment  of  Extra-Uterine  Pregnancy.  85 


electro-puncture.8  [  Vide  Goelets  Archives  of  Gynaecology,  1 891 , 
p.  100.] 

In  the  second  half  of  pregnancy,  it  has  now  come  to  be  re- 
garded as  a  settled  rule  that  an  attempt  should  be  made  to  re- 
move the  foetus,  the  placenta  and  the  investing  membranes  as  soon 
as  the  diagnosis  has  been  made.  If  complete  extirpation  of  the 
sac  proves  impracticable,  it  should  be  removed  to  the  fullest 
extent  possible,  and  as  little  time  left  in  situ,  the  presence  of 
which  would  be  capable  of  leading  to  intractable  sinuses  and 
persistent  suppuration.  The  older  method  of  stitching  the  sac  to 
the  abdominal  wall  and  leaving  the  placenta  to  come  away  spon- 
taneously furnished  a  certain  number  of  favorable  results  after  the 
death  of  the  child  and  the  arrest  of  the  circulation  had  taken  place. 
During  the  life  of  the  child,  death  from  haemorrhage  was  nearly  the 
uniform  result.  The  conclusion  drawn  from  this  experience  was, 
to  await  the  death  of  the  fetus  before  operating,  thus  exposing  the 
woman  to  the  manifold  dangers  arising  from  the  presence  in  the 
peritoneal  cavity  of  a  growing  ovum,  or  of  a  sack  containing  dead 
matter,  often  in  a  state  of  putrefaction. 

But  with  clearer  anatomical  views  of  extra-uterine  pregnancy, 
it  is  getting  more  and  more  to  be  recognized  that  the  treatment 
of  that  condition  is  subject  to  the  ordinary  rules  of  abdominal 
surgery.  The  difficulties  encountered  in  the  removal  of  the  foetal 
sac  are  the  result  of  excessive  vascularity  and  extensive  adhesions, 
but  these  obstacles  to  success  have  of  late  been  found  in  many 
cases  not  to  be  insuperable.  In  the  purely  tubal  form,  when 
advanced  gestation  is  reached  without  rupture,  the  uterine  end 
forms  a  pedicle  which  permits  the  employment  of  the  ligature 
en  masse.  In  this  category  should  be  placed  the  case  of  Olehau- 
sen,  and  probably  that  of  Eastman.  In  the  intra-ligamentous 
case,  Breisky  first  stitched  the  sac  to  the  abdominal  wound  and 
removed  the  foetus.  He  then  took  out  the  stitches,  ligated  the 
broad  ligament  on  the  side  of  the  uterus  and  separated  the  tumor, 
tying,  at  the  same  time,  any  large  vessels  found  bleeding  on  the 
cut  surface.  By  progressive  ligation  of  the  base  from  within  out- 
ward toward  the  pelvic  walls,  the  sac  with  the  contained  placenta 

8  Dr.  Franklin  H.  Martin  has  sought  to  show,  by  experiments  on  incubating- 
hen's  eggs,  that  the  faradic  current  is  relatively  worthless  as  a  foeticide  agent, 
and  recommends  the  galvanic  current  in  preference.  If  this  should  be  estab- 
lished with  regard  to  the  human  ova,  it  must  be  confessed  that  it  would  weak- 
en,  if  not  destroy,  the  argument  in  favor  of  electricity  treatment,  since  nearly 
all  the  reported  successes  have  been  obtained  by  faradism. 
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was  detached  with  but  slight  loss  of  blood.  A  portion  of  the  sac 
wmich  had  grown  into  the  meso-caecum  was  enucleated.  Packing 
with  iodoform  gauze  was  used. 

Schauta  has  recently  reported  a  method  in  the  intra-ligamentous 
form  which  promises  important  future  results.    The  ovum  and 
uterus  apparently  constituted  a  single  growth.    It  was  impossible 
to  ligate  between  them.    He  succeeded,  however,  in  applying  a 
double  ligature  to  a  peritoneal  fold  which  formed  the  residue  of 
the  ligamentum  infundibulo-pelvicum.    After  dividing  between 
the  ligatures,  he  got  underneath  the  peritonaeum,  which  he  severed 
by  a  circular  line  to  the  right  uterine  corner.    The  peritonaeum 
was  then  dissected  away  from  the  sac  wall  without  noticeable 
haemorrhage,  and  the  six  month's  ovum  was  enucleated  entire. 
Upon  detaching  the  ovum  from  the  uterine  wall,  there  was  con- 
siderable bleeding,  requiring  the  provisional  employment  of  com- 
pression, and  the  subsequent  use  of  the  suture.    The  peritoneal 
sac    was   then    attached   to   the    wound   and   drained   by  the 
Mikulicz  method. 

These  four  cases,  all  of  which  ended  in  recovery  are  the  most 
complete  ones  as  regards  the  extirpation  of  the  sac  during  the  life 
of  the  foetus  that  have  as  yet  been  published.  Worth  reported  in 
1889,  to  the  Third  Gynaecological  Society,  nine  operations  between 
1 887-1 889.  The  case  of  Shauta  increases  the  list  to  ten.  Of  these, 
eight  recovered  and  two  died.  It  was  not  possible  to  remove  the 
entire  sac  in  every  case,  but  even  the  incomplete  extirpation,  with 
employment  of  ligatures  to  the  placental  vessels  and  the  removal  of 
the  placenta  has  been  found  to  lessen  the  risks  of  the  operation 
and  to  shorten  the  period  of  convalescence. 

After  the  death  of  the  foetus,  the  same  principles  hold  good,  so 
long  as  the  sac  contents  have  not  been  infected.  After  putrefac- 
tion or  pus  formation  has  set  in,  the  older  method  of  stitching  the 
sac  to  the  abdominal  incision  previous  to  opening  it  is  still  the 
best.  After  the  removal  of  the  foetus,  the  placenta  should  be  left 
to  separate  spontaneously.  While  the  detachment  is  taking  place, 
it  has  been  found  that  a  mixture  of  tannin  and  salicylic  acid, 
strewn  upon  the  inner  surface  of  the  sac,  is  useful  as  a  styptic  and 
a  disinfectant. 
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THE  APPLICATION  OF  SACRAL  RESECTION  TO  GYNAECO- 
LOGICAL WORK.1 

By  E.  E.  Montgomery,  M.  D., 

Philadelphia. 

The  removal  of  the  uterus  per  vaginam,  has  become  a  well  es- 
tablished operation,  its  application  to  suitable  cases  is  denied  but 
by  few.  No  one,  who  has  undertaken  to  perform  the  procedure, 
however,  has  failed  to  recognize  its  difficulty  unless  the  vagina  is 
very  large,  and  the  appendages  comparatively  free  from  enlarge- 
ment or  adhesions.  The  opposite  of  these  conditions  adds  greatly 
to  the  difficulty  of  the  operation,  and  it  is  rendered  almost  impos- 
sible if  the  fundus  of  the  uterus  has  attained  to  considerable  size,  if 
the  ovaries  and  tubes  are  in  a  state  of  disease  producing  adhesions 
or  enlargement,  the  formation  of  cysts  or  the  presence  of  pus  sacs. 

The  operation  through  the  abdominal  walls  brings  us  to  the 
uterus  at  a  point  more  remote,  and  renders  the  operation  an  exceed- 
ingly difficult  one,  in  which  the  broad  ligaments  containing  the  pel- 
vic organs  must  be  ligated  at  a  distance  with  but  little  opportunity 
to  use  the  sight.  The  danger  of  soiling  the  peritoneal  cavity  with 
diseased  tissue  of  the  cervix  is  greatly  increased  and  this  operation 
has  necessarily,  from  its  difficulty,  resulted  in  a  large  mortality — a 
mortality,  so  marked  as  to  discourage  both  operator  and  patient 
from  resorting  to  a  measure  of  so  much  uncertainty.  Under  these 
circumstances,  it  seems  to  me,  that  we  are  greatly  indebted  to  any- 
one who  proposes  and  demonstrates  a  measure  by  which  diseased 
conditions  of  so  great  gravity  can  be  attacked  with  greater  safety 
and  readiness.  From  a  limited  experience,  I  am  led  to  believe 
there  is  no  procedure  that  affords  so  great  facility  for  treating  such 
obstacles  as  the  method  introduced  and  advocated  by  Kraske,  in 
1S85.  It  is  true  that  he  operated  with  a  view  to  reach  diseased 
conditions  of  the  rectum  that  are  not  easily  amenable  to  other  plans 
of  operative  procedure,  but  it  did  not  require  a  great  while  to  demon- 
strate the  application  of  this  procedure  to  other  diseased  conditions 
within  the  pelvis.  It  enables  us  to  reach  the  organs  at  the  shortest 
distance  and  the  operator  can  bring  the  sense  of  sight  as  well  as  that 
of  touch  into  use.  The  uterine  and  ovarian  arteries,  and  the  position 
and  relations  of  the  ureters  are  readily  determined,  and  the  ovaries 
and  tubes  removed,  as  well  as  the  uterus.    The  latter  is  a  consider- 

1  Read  before  the  American  Association  of  Gynaecologists  and  Obstetricians, 
1891. 
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ation  of  no  little  importance  when  these  organs  are  in  a  diseased 
condition,  or  when  there  is  a  possibility  of  an  extension  of  malig- 
nant disease  from  the  cavity  of  the  uterus  to  the  tubes,  or  when  the 
tubes  have  been  the  seat  of  previous  disease  and  are  filled  with  irri- 
tating secretions,  the  escape  of  which  would  result  in  an  attack  of 
pelvic  peritonitis  to  complicate  the  convalescence  of  the  patient 
after  an  operation  for  the  removal  of  the  uterus. 

In  doing  the  operation,  Kraske  places  the  patient  in  the  lithotomy 
position,  makes  a  bow-shaped  incision  from  the  left  sacro-iliac  syn- 


Fig.  I 


chondrosis  to  the  right  side  of  the  coccyx,  terminating  at  its  point. 
The  tissues  are  cut  through,  the  bone  bared,  the  coccyx  enucleated, 
and  the  muscles  and  ligaments  cut  off  from  the  left  side  of  the  sac- 
rum, when  with  chain  saw,  or  bone  pliers,  the  left  ala  of  the  sacrum 
is  removed,  beginning  below  the  third  posterior  sacral  foramen,  and 
in  any  complication  of  the  organs  within  the  pelvis,  he  advises  that 
the  rectum  should  be  pushed  to  the  right  side.  In  consideration  of  the 
application  of  this  operation  to  the  removal  of  a  diseased  uterus  and 
its  appendages,  I  was  led  to  the  consideration  of  the  fact  that  the 
rectum  is  normally  situated  a  little  to  the  left  side,  to  agree  with 
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Herzfeld,  that  the  rectum  could  be  more  readily  pushed  to  the  left, 
offering  a  greater  exposure  of  the  uterus  with  the  less  rectal  dis- 
placement. In  performing-  the  operation  thus,  I  place  the  patient 
upon  the  left  side,  in  the  Sims'  position,  and  make  an  incision  from 
the  right  sacro  iliac  synchondrosis,  as  in  Fig.  1,  in  a  curved  line  to 
the  left  of  the  coccyx,  terminating  a  little  beyond  its  point.  The  tis- 
sues are  then  dissected  off,  the  coccyx  separated  on  each  side,  pushed 
forward  and  upward  by  pressure  upon  its  point,  and  the  posterior  com- 


Fi<;.  2. 


mon  ligament  cut  through  at  its  sacral  articulation.  In  this  way 
the  coccyx  was  easily  separated  and  the  enucleation  readily  com- 
pleted. The  rectum  was  then  pushed  off  from  the  anterior  surface 
of  the  sacrum,  the  muscles  and  the  sciatic  ligaments  cut,  and  the 
right  ala  of  the  bone  cut  through,  (see  Fig.  2)  from  just  below  the 
third  sacral  foramen,  with  a  bone  saw.  Any  bleeding  taking  place 
at  this  time  is  readily  arrested  by  sponge  pressure.  The  rectum  is 
pushed  to  the  left,  the  vessels  entering  it  from  the  right  are  ligated 
with  double  ligatures,  and  we  find  ourselves  directly  upon  the  peri- 
tonaeum at  the  side  of  the  rectum.    This  is  cut  through  with  scis- 
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sors,  making  an  incision  close  to  the  margin  of  the  rectum,  whew 
the  posterior  surface  of  the  uterus  is  exposed.  A  large  flat  sponge 
is  now  placed  in  the  cavity  above  the  uterus,  in  this  way  holding 
back  the  intestines  and  keeping  the  abdominal  cavity  from  being 
soiled  with  blood.  In  an  ordinary  case  the  broad  ligament  on 
either  side  of  the  uterus  containing  the  tubes  and  ovaries  may  be 
seized  with  a  pair  of  haemostatic  forceps,  and  brought  up  into  the 
wound  by  gentle  traction.  In  a  case  where  the  tubes  and  ovaries 
are  much  enlarged  and  cystic,  as  in  one  recently  under  observation, 
it  may  be  necessary  to  be  content  with  simply  dragging  up  one 
side,  ligating  the  vessels,  cutting  the  tissues  off  in  sections,  then 
raising  the  other  and  ligating  it  in  a  similar  manner.  In  this  way 
we  find  the  uterus  loosened  from  the  ligaments  down  to  the  junction 
of  the  peritonaeum.  In  front  the  peritonaeum  may  be  dissected  off 
the  bladder  until  the  vagina  is  reached,  and  in  like  manner  poste- 
riorly, when  we  have  a  portion  of  the  broad  ligament,  which  contains 
the  uterine  artery  and  in  close  proximity  to  the  uterus,  the  ureters. 
This  portion  can  be  readily  ligated  in  sections  so  near  to  the  uterus 
as  to  insure  the  ureters  from  being  either  injured  or  compressed. 
As  the  tissues  are  cut  through,  the  vessels  can  be  seen  and  if  they 
'have  not  been  firmly  secured  by  the  ligatures  can  be  again  caught 
up  by  forceps  and  ligated.  Being  sure  that  the  bleeding  is  arrested, 
the  sponge  is  removed  from  the  abdominal  cavity  and  the  parts 
thoroughly  cleansed  either  by  irrigation  or  by  sponging,  when  the 
peritoneal  surfaces  may  be  brought  together  antero-posteriorly  over 
the  vagina,  preventing  the  danger  of  prolapse  of  the  intestines  and 
facilitating  the  more  rapid  union  of  the  parts  without  the  danger  of 
the  formation  of  disagreeable  adhesions.  In  a  similar  manner  the 
opening  in  the  peritoneal  cavity  alongside  of  the  rectum  may  be 
closed,  leaving  an  opening,  if  desirable,  to  facilitate  drainage.  The 
remaining  cavity  is  packed  with  iodoform  gauze  and  the  wound 
closed  with  sutures.  The  operation  may  seem  to  be  a  very  radical 
one,  and  it  may  be  questioned  whether  the  patient  does  not  undergo 
injury  too  grave  by  the  removal  of  the  coccyx  and  the  resection  of 
the  sacrum,  to  justify  this  operation  for  the  removal  of  an  organ 
which  may  be  accomplished  in  other  ways? 

Indeed,  I  should  not  advise  this  method  of  procedure  where  the 
uterus  and  appendages  can  be  readily  removed  through  the  vagina, 
but  in  those  cases  in  which  the  uterus  is  large,  and  the  fundus  of 
the  organ  fills  up  the  cavity  of  the  pelvis,  so  that  it  is  difficult  to  pass 
alongside  of  it  in  order  to  properly  place  a  clamp  to  ligate  the  liga- 
ment, or  in  cases  in  which  the  ovaries  and  tubes  are  the  seat  of  prior 
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disease,  and  are  more  or  less  adherent  to  the  pelvis,  this  method  of  pro- 
cedure affords  a  plan  by  which  the  offending  organs  can  be  readily  re- 
moved. Is  the  tissue  sacrificed  in  the  removal  of  the  sacrum,  and 
its  subsequent  influence  upon  the  health  and  comfort  of  the  patient 
of  sufficient  importance  to  justify  us  in  refusing  to  resort  to  such  an 
operation  ?  Is  the  gravity  of  the  case  so  greatly  increased  by  the 
procedure  as  to  render  the  operation  one  which,  for  the  safety  of  the 
individual,  should  be  declined?    In  answer  to  the  first  question,  we 


Fig.  3. 


need  but  to  study  the  anatomy  of  the  parts.  It  should  be  remem- 
bered that  the  spinal  canal  terminates  in  the  lumbar  vertebra,  and  is 
continued  in  the  sacral  canal  as  the  filum  terminale.  With  the  sac- 
ral appendages,  the  filum  terminale  contains  a  prolongation  of  the 
dura  mater,  but  does  not  communicate  with  the  spinal  canal.  The 
posterior  sacral  foramen  gives  exit  to  nerves  which  supply  the  mus- 
cles of  the  back  and  buttock  and  are  consequently  of  minor  impor- 
tance. The  anterior  sacral  foramina  give  exit  to  the  first,  second 
and  third  sacral  nerves,  which  unite  with  the  last  lumbar  vertebra 
to  form  a  sacral  plexus.    The  fourth  and  fifth  nerves,  the  latter 
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passing  out  between  the  sacrum  and  coccyx  are  distributed  to  the 
muscular  tissues  of  the  rectum  and  bladder,  hence  injury  to  these 
nerves,  affects,  to  a  certain  degree  the  action  of  the  latter  organs, 
and  it  is  important,  for  this  reason,  in  performing  the  operation, 
that  the  resection  of  the  sacrum  should  not  be  a  transverse  one,  but 
simply  from  one  ala,  so  that  the  nerves  thus  injured  are  compensated 
for  by  those  on  the  uninjured  side.  As  the  third  sacral  nerve  unites 
with  those  above  to  form  the  small  plexus,  the  importance  of  limit- 
ing the  resection  to  a  point  below  this  foramen  can  be  readily  rec- 
ognized. The  vessels  of  the  rectum  are  readily  seen  and  can  be  li- 
gated  without  difficulty,  and  the  ease  with  which  the  vessels  of  the 
broad  ligaments  can  be  seen  and  secured,  in  our  judgment,  greatly 
overbalances  the  disadvantages  that  may  result  from  injury  to  the 
sacral  tissues. 

As  to  the  dangers  of  this  operation,  it  has  not  as  yet  been  suffi- 
ciently often  performed,  to  enable  us  to  determine  definitely  its  mor- 
tality. Hohenegg  has  reported  thirty-nine  cases  with  thirty-one  re- 
coveries and  eight  deaths.  These  operations,  however,  were  done 
upon  the  rectum  for  malignant  disease,  and  the  fatal  cases  were 
those  in  which  the  operation  was  done  for  the  removal  of  the  mid- 
dle portion  of  the  rectum,  where  the  peritonaeum  was  opened,  and 
subsequently  underwent  infection  from  the  extravasation  of  faecal 
matter.  The  mortality  is  given  as  20.5  per  cent.,  in  the  class  of 
cases  named,  but  where  the  rectum  is  uninjured  the  danger  of  faecal 
infection  is  removed,  and  there  seems  no  reason  why  the  mortality 
should  be  greater  than  in  the  performance  of  vaginal  hysterectomy. 

Two  cases  in  which  I  have  had  an  opportunity  to  test  the  effi- 
cacy of  the  procedure  were  both  attended  with  marked  difficulty, 
one  being  the  resection  of  the  rectum,  with  the  removal  of  the 
uterus,  and  the  other  the  removal  of  a  large  uterus  in  which  there 
was  marked  disease  of  both  ovaries  and  tubes. 

The  first  patient  was  a  woman,  forty-two  years  of  age,  married, 
the  mother  of  three  children,  and  had  had  four  miscarriages.  She  was 
sent  to  me  by  Dr.  Henry  Fisher,  under  whose  care  she  had  been  for 
a  few  weeks.  She  began  to  suffer  a  year  before  coming  under  his 
observation  for  pelvic  trouble  attended  with  a  frequent  desire  to 
evacuate  the  bowels,  violent  tenesmus  and  discharges  of  blood.  She 
was  treated  for  dysentery.  For  the  last  few  months  the  trouble  had 
be  en  very  greatly  exaggerated,  and  attended  with  pain  in  the  pel- 
vis. Evacuation  of  the  bowels  was  very  difficult,  and  the  discharges 
were  frequently  composed  entirely  of  blood.  Upon  examination, 
per  vaginam,  a  mass  could  be  felt  posterior  to  the  uterus,  that 
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seemed  to  be  continuous  with  it,  and  at  the  angle  between  the  cer- 
vix and  this  mass,  there  was  induration  and  ulceration  in  the  va- 
gina. The  cervix  was  comparatively  healthy.  Introducing  the  fin- 
ger into  the  rectum  a  mass  could  be  felt  projecting  down  into  the 
rectum  which  was  hard,  dense,  and  near  its  centre  an  opening  into 
which  the  point  of  the  finger  could  be  pushed.  It  was  at  first  sup- 
posed that  we  had  to  deal  with  cancer  of  the  body  of  a  retroflexed 
uterus,  in  which  the  disease  had  extended  to  the  rectum,  making  it 
adherent  to  the  uterus.  More  careful  examination  under  an  anaes- 
thetic,  however,  disclosed  the  fact  that  the  mass  which  could  be  felt 
through  the  rectum  was  a  partial  invagination,  or  carcinomatous 
ring  of  the  bowel,  which  had  been  depressed  by  the  violent  tenes- 
mic  efforts  at  stool.  This  involved  the  entire  circumference  of  the 
rectum  and  extended  through  its  anterior  wall  into  the  vagina,  and 
in  close  proximity  to  the  cervix.  By  pushing  the  finger  through  the 
stricture  it  was  disclosed  that  nearly  three  inches  of  the  rectum  was 
involved,  leaving  the  lower  inch  and  a  half,  comparatively  healthy. 
The  uterus  was  found  situated  in  its  normal  position,  adherent  by 
the  cervix  to  the  cancerous  mass.  With  the  patient  suffering  from 
such  a  condition,  it  became  a  serious  question  as  to  what  should  be 
our  method  of  procedure.  To  permit  it  to  continue  was  to  doom 
her  to  a  speedy  and  painful  termination.  It  is  true,  that  we  could 
resort  to  colotomy  and  in  this  way  enable  her  to  evacuate  the 
bowels  and  live  in  comparative  comfort  for  some  length  of  time, 
but  it  seemed  preferable  to  remove  the  diseased  tissues,  and  make 
an  attempt  at  a  radical  cure.  This  would,  of  course,  require  the  re- 
moval of  a  section  of  the  rectum,  a  portion  of  the  vagina,  and  also 
the  uterus.  Such  an  operation  could  only  be  accomplished  and  an 
effort  made  at  the  restoration  of  the  calibre  of  the  bowel  by  the  plan 
of  procedure  we  have  now  under  consideration.  The  patient  pre- 
ferred to  accept  the  radical  operation,  after  the  character  of  both 
operations  had  been  explained  to  her. 

On  the  19th  of  May  of  the  present  year,  in  the  Medico-Chirurgi- 
cal  Hospital,  of  Philadelphia;  in  the  presence  of  some  seventy-five 
physicians,  the  patient  was  subjected  to  the  operation.  She  was 
placed  upon  her  left  side,  and  the  resection  of  the  sacrum  made  on 
the  same  side.  The  rectum  was  pushed  off  from  its  anterior  surface, 
(Fig.  2)  and  the  gut  then  encircled  below  by  a  ligature,  which 
was  tied  close  to  the  malignant  mass  and  cut  through,  (Fig.  3)  the 
lower  portion  of  the  gut  having  previously  been  thoroughly  cleansed 
and  packed  with  iodoform  gauze.  The  rectal  mass  was  now 
raised  up  and  an  opening  made  into  the  vagina,  the  uterus  dragged 
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down,  its  broad  ligament  ligated  and  the  organ  separated.  Then  a 
ligature  was  thrown  around  the  rectum  above  the  malignant  mass, 
and  the  gut  itself  opened  and  packed  with  iodoform  gauze  above, 
in  order  to  prevent  extravasation  of  faecal  matter,  and  the  diseased 
tissue  removed.  The  peritonaeum  was  now  cut  about  the  rectum, 
permitting  the  sigmoid  flexure  to  be  straightened  out  and  the  two 
ends  of  the  divided  rectum  were  sutured  together,  thus  restoring  the 
calibre  of  the  gut.  The  cavity  posterior  was  packed  with  iodoform 
gauze,  and  a  tent  of  the  gauze  passed  into  the  rectum  above  the 
sutured  portion,  to  act  as  a  drain  and  permit  the  gas  to  escape.  The 
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wound  posteriorly  was  closed  with  sutures,  dressed  with  iodoform 
gauze,  held  in  place  by  adhesive  straps,  and  a  "T"  bandage  ap- 
plied. 

During  the  performance  of  the  operation  the  patient  became 
greatly  exhausted,  suffering  from  profound  shock,  and  during  the 
greater  portion  of  the  time  was  pulseless.  She  was  given  before  the 
operation  was  completed  three-fourths  of  a  grain  of  strychnine  hy- 
podermically,  and  within  the  twelve  hours  following  the  operation 
two  grains  of  the  same.  She  rallied  from  the  operation  and  on  the 
following  day  was  pretty  comfortable.  The  third  day  after  the 
operation,  upon  examination  of  the  rectum,  it  was  found  that  some 
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hard  faecal  masses  had  been  pushed  down  into  the  canal.  These 
we  carefully  removed,  and  the  patient  was  given  a  saline,  with  a 
view  of  unloading  the  accumulation.  In  this,  however,  we  found 
that  the  accumulation  was  greater  than  had  been  expected,  and  it 
was  under  the  influence  of  its  pressure  that  the  lower  portion  of  the 
■gut  was  pushed  off  permitting  the  faecal  matter  to  pack  into  the 
wound.  It  was  consequently  necessary  to  reopen  the  wound,  scrape 
and  wash  out  this  extravasation,  and  treat  the  wound  subsequently 
as  an  open  one. 

Four  weeks  after  the  operation  had  been  performed  the  patient 
was  again  placed  under  the  influence  of  an  anaesthetic,  the  ends  of 
the  gut  dissected  up  and  resutured,  in  this  way  restoring  its  calibre. 
Following  this  operation  the  union  took  place  with  the  exception  of 
•one  point,  at  which  there  was  a  fistulous  opening,  through  which 
fluid  faeces  would  pass.  In  spite,  however,  of  the  discomfort  of  the 
open  wound  at  this  time,  and  of  the  subsequent  process  of  healing 
by  granulation,  which  was  necessitated  by  the  open  wound,  the  pa- 
tient expresses  herself  as  having  been  far  more  comfortable  than  be- 
fore the  operation  was  performed,  when  she  had  to  be  constantly 
-straining  to  secure  an  evacuation  of  the  bowels.  She  has  gained  in 
health  and  strength,  and  is  able  to  be  about  her  house,  but  we  do 
not  feel  very  hopeful  of  a  permanent  cure.  In  this  patient  the  wiser 
plan  of  procedure  would  have  been  to  have  preceded  the  operation 
with  a  preliminary  colotomy,  through  which  the  immense  accumu- 
lation of  faecal  matter  could  have  been  evacuated,  and  thus  the 
pressure  upon  the  newly  united  surfaces  have  been  avoided.  The 
opening  into  the  colon  could  very  readily  have  been  sutured  after  the 
•calibre  of  the  gut  had  been  restored. 

Upon  examination  of  the  patient  to-day  (Sept.  15,  1891,)  the  rec- 
tum was  found  perfectly  healthy  with  the  exception  of  a  slight  fis- 
tula on  one  side.  There  was  some  induration  posterior  to  the  upper 
part  of  the  vagina  which  I  fear  is  due  to  ouf  inability  to  completely 
remove  the  malignant  disease  involving  the  lateral  surface  of  the 
vagina.  The  patient  expresses  herself  as  very  much  gratified  with 
the  result  of  the  operation,  as  she  no  longer  experiences  any  diffi- 
culty in  securing  the  evacuation  of  the  bowels. 

The  second  patient  was  a  woman,  thirty  years  of  age,  had  been 
married  four  years,  had  never  been  pregnant.  She  had  suffered  for 
the  last  year  from  severe  pain  in  the  side,  extending  down  the  limb 
and  through  the  hip.  Suffers  from  bleeding  after  coition  or  violent 
exercise.  Upon  examination  the  uterus  was  found  presenting  a 
joughened  protuberance,  the  surface  of  which  was  found  to  be 
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ulcerated  and  bleeding  upon  the  slightest  pressure.  A  mass  could 
be  felt  posterior  to  the  uterus,  which  was  evidently  a  diseased  tube. 
Upon  the  8th  of  July,  the  patient  was  subjected  to  an  operation  for 
its  removal.  As  it  was  evident  that  the  fundus  of  the  uterus  was 
large,  that  the  tubes  and  ovaries  were  affected  and  adherent,  that 
the  vagina  was  small,  we  therefore,  deemed  it  wise  to  resort  to  the 
operation  of  sacral  resection.  The  incision  was  made  upon  the 
right  side  of  the  sacrum,  over  the  coccyx  to  its  left  side.  The  coc- 
cyx was  enucleated  and  the  right  side  of  the  sacrum  removed.  The 
rectum  was  pushed  to  the  left,  the  peritonaeum  opened  and  the 
uterus  readily  reached.  After  introducing  a  large  sponge,  the  broad 
ligament  on  one  side  was  grasped  by  a  pair  of  forceps,  gently 
raised  up  and  ligated  in  sections  down  to  one-half  its  insertion  into 
the  uterus.  The  other  side  was  then  raised  up  and  ligated  in  a 
similar  manner.  The  peritonaeum  was  then  separated  anteriorly 
and  posteriorly,  the  vagina  opened  behind  and  ligated  in  sections. 
After  removal  of  the  uterus  and  the  sponge  in  the  abdomen,  and 
cleansing  of  the  cavity,  the  peritonaeum  covering  the  bladder  and 
that  in  front  of  the  rectum  was  brought  together,  shutting  off  the 
vagina  from  the  peritoneal  cavity.  Then  the  incision  in  the  poste- 
rior peritonaeum  was  also  closed,  some  iodoform  gauze  introduced 
into  the  opening  of  the  wound  over  the  rectum,  and  the  wound 
sutured. 

The  operation  was  attended  by  some  shock,  so  that  three  hypo- 
dermic injections  of  strychnine  were  given,  the  first  one-twentieth 
of  a  grain,  and  the  others  one-sixtieth  each.  Her  temperature  after 
the  operation  was  970.  The  patient  experienced  no  especial  dis- 
comfort or  distress,  not  nearly  so  much  as  is  usually  experienced  after 
abdominal  operations.  Highest  temperature  reached  was  at  7  p.m., 
on  the  sixth  day,  which  was  1010,  with  this  exception  the  tempera- 
ture was  not  over  100.400.  I  was  obliged  to  leave  the  city  before 
the  wound  was  completely  healed.  Upon  my  return,  after  a  five 
weeks'  trip,  I  found  the  wound  healed  and  showing  a  very  slight  cica- 
trix. There  is  some  depression  over  the  point  at  which  the  bone  was 
excised,  but  she  has  experienced  no  inconvenience  in  locomotion. 
For  a  time  the  part  was  quite  tender  on  sitting  down,  this,  how- 
ever, no  longer  occasions  her  any  discomfort. 

It  is  true  that  two  cases  are  not  sufficient  to  base  any  very  defi- 
nite conclusions  upon,  but  these  cases  taken  in  conjunction  with 
some  thirty-nine  others  reported  by  Hochenegg,  illustrate  that  the 
operation  is  not  one  attended  by  any  serious  mortality,  nor  one  that 
causes  the  patient  any  special  inconvenience  subsequent  to  convales- 
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cence.  Owing  to  the  resection  of  the  bone,  the  convalescence  must 
be  a  little  more  tedious  than  where  the  incision  is  made  in  the  soft 
tissues.  This  may  be  thought  to  be  an  objection,  but  when  we 
consider  the  marked  advantage  that  is  given,  by  being  able  to  use 
the  sight  in  the  removal  of  the  affected  organs,  where  a  bleeding 
vessel  may  be  readily  seen  and  seized,  and  haemorrhage  in  this,  way 
certainly  controlled,  it  seems  to  us,  in  these  more  difficult  cases,  a 
compensation  for  the  necessarily  longer  convalescence. 


PUERPERAL  PHLEGMASIA  ALBA  DO  LENS.1 
By  J.  Henry  Fruitnight,  A. M. .  M.I). 

Fellow  of  New  York  Obstetrical  Society;  American  Paediatric  Society,  etc.,  etc. 

In  these  times  when  the  brilliant  and  alluring  triumphs  of  the 
obstetric  and  gynsecic  arts  engross  so  much  of  our  attention  we 
should  not  permit  ourselves  to  ignore  or  neglect  the  humbler  topics 
of  these  divisions  of  medical  science.  It  is  in  compliance  with  this 
idea  that  I  have  ventured  to  present  for  your  consideration  the  sub- 
ject indicated  by  the  title  of  this  paper. 

In  the  study  of  this  theme  it  will  be  observed  that  uncertainty 
and  change  has  been  characteristic  of  the  pathology  of  the  disease. 
It  will  be  interesting  to  pass  in  review  very  briefly  the  various  opin- 
ions of  its  pathology  at  different  times.  The  disease  has  been  con- 
sidered as  a  simple  inflammation  by  Lee,  Rokitansky  and  Moxon. 
This  is  denied  by  Virchow,  Barnes  and  Hewitt.  Denman.  Pazos 
and  Levret  asserted  it  to  be  a  depot  of  milk.  Van  Swieton,  Lieu- 
tard,  Sell,  Mauriceau  and  Callison  attributed  it  to  a  metastasis  of  the 
milk.  Jameson  upheld  the  theory  that  it  was  a  peculiar  inflamma- 
tion accompanied  by  an  effusion  of  water.  Hall  and  Fraser  sup- 
posed it  to  be  a  peculiar  inflammation  in  the  muscles,  cellular  tissue 
and  inferior  layers  of  the  skin.  All  these  theories  later  gave  way 
to  the  notion  that  the  affection  was  due  to  some  kind  of  disturbance 
in  the  circulatory  system.  Thus,  Meigs  claimed  it  to  be  a  pernicious 
inflammation  of  the  veins  or  crural  phlebitis.  McClintock  and 
Hardy  considered  it  to  be  a  simple  phlebitis.  Stamnius  maintained 
that  it  was  an  inflammation  of  the  femoral  and  iliac  veins  which 
caused  the  phlegmasia  alba  dolens.    Watson  contended  that  it  was 
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a  phlebitis  of  the  femoral  vein  followed  by  obliteration  of  its.  canal. 
Tyler  Smith  considered  blood  poisoning  as  its  cause,  and  that  it 
stood  in  intimate  relationship  with  puerperal  fever,  and  hence  the 
patient  who  became  its  victim  had  made  a  narrow  escape  from  an  at- 
tack of  puerperal  fever.  Lusk  teaches  that  phlegmasia  alba  dolens  is 
an  affection  of  the  connective  tissue  associated  in  most,  but  not  in  all 
cases  with  thrombosis  of  veins.  In  some  cases  the  extension  of  the 
inflammatory  process  is  from  the  genital  region, the  perinaeum,  nates 
or  upper  part  of  the  thigh.  If  the  process  be  confined  to  the  subcu- 
taneous tissue  the  blood  vessels  may  escape.  On  the  contrary, 
w  hen  the  morbid  process  follows  the  sheaths  of  the  vessels  then 
they  too  become  involved.  In  some  cases  the  thrombosis  may  be 
the  primary  lesion. 

The  most  probable  and  most  generally  adopted  opinion  is  that 
this  affection  is  produced  by  an  occlusion  of  some  of  the  veins  of 
the  lower  extremity,  usually  the  crural,  tibial  and  peroneal  veins 
(Lusk).  Granting  this  to  be  the  pathological  condition,  we  may 
ask  "What  causes  it?" 

Simpson  says  that  it  is  some  morbid  condition  of  the  lining 
membrane  of  the  vein.  Leishman  favors  the  idea  that  in  most 
cases  of  phlegmasia  alba  dolens  there  is  a  precipitation  of  the  fibrine 
of  the  blood  by  the  action  of  some  septic  matter  which  has  made 
its  way  into  the  blood  or  has  been  developed  in  that  medium.  As  it  is 
known  that  there  is  a  considerable  increase  of  fibrine  in  the  blood  of 
the  pregnant  woman  it  is  contended  that  this  hyperinosis  will  explain 
the  occurrence  of  the  obstructing  venous  thrombosis.  Incidentally 
it  may  be  remarked  here  that  this  increase  of  fibrine  also  favors  the 
.arrest  of  post-partum  haemorrhage.  Among  those  who  sustain  this 
fibrogenic  origin  of  the  disease  may  be  mentioned  Andral,  Gavarrat, 
.Becquerel  and  Rodin.  The  late  Dr.  Fordyce  Barker  inclined  to  the 
•view  of  Playfair,  of  a  general  blood  dyscrasia  as  operative  in  the 
production  of  this  disease,  and  considers  it  to  be  of  use  as  a  con- 
servative effort  of  nature  to  guard  the  general  system  against  the 
entrance  of  toxic  matter.  Some  authors  consider  that  an  additional 
cause  may  exist  in  a  pathological  condition  of  the  lymphatic  system, 
characterized  by  inflammation  and  obstruction  of  the  lymphatic 
vessels.  Tilbury-Fox  and  Duncan  believe  that  this  is  always  so 
and  that  it  is  the  most  important  etiological  element  as  the  glands 
and  Lymphatics,  in  their  opinion,  are  the  parts  first  affected.  Vir- 
chow  and  Klob  have  also  described  a  peculiar  lesion,  a  puerperal 
lymphatic  thrombosis. 
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Laffin  has  propounded  the  following-  views  on  the  subject:  Ab- 
sorption of  septic  germs  by  the  lymphatic  gland  situated  in  the 
crural  canal  or  ring  causes  inflammation  of  that  gland.  This  crural 
cellulitis  causes  the  inflamed  enlarging  gland  to  press  upon  the 
femoral  vein  producing  an  indentation  on  its  inner  surface.  This 
projection  into  the  lumen  of  the  vessel  causes  an  eddy  or  back- 
wash in  the  current  of  blood  with  consequent  disintegration  of  the 
white  blood  corpuscles  and  phlebitis  results.  The  inflammation  con- 
tinues, the  stroma  of  the  gland  increases  in  density  and  chokes  up  its 
efferent  lvmphatics  with  a  stasis  of  lymph  as  a  result.  (Lancet, 

i883). 

Dr.  Brun,  of  Paris,  regards  a  preexisting  lesion  of  the  vein  as  a 
pathogenic  cause  which  may  be  due  to  vitiated  nutrition,  cachexia 
or  some  severe  febrile  condition.  That  the  nervous  system  also 
sustained  a  causath'e  relation  to  the  disease  was  once  strongly  sup- 
ported. 

During  the  course  of  the  disease  the  lymphatics  often  can  be 
seen  as  red  streaks  and  felt  as  hard  cords  along  the  course  of  the 
limb.  Hence  one  of  the  causes  of  phlegmasia  dolens  is  a  puerperal 
lymphatic  thrombosis  generally  coexisting  with  a  venous  thrombosis, 
an  arrest  of  circulation  and  serous  effusion  following. 

Though  it  is  generally  accepted  as  a  phlebitis,  we  must  agree 
with  Charpentier  when  he  aptly  says,  that  it  is  a  phlebitis  of  a  pe- 
culiar nature  and  although  depending  upon  the  puerperal  state  it 
differs  'essentially  from  other  varieties  of  phlebitis  and  particularly 
from  uterine  phlebitis. 

We  may  conclude  then  that  the  chief  factors  in  producing  the 
disease  are  thrombosis  of  the  venous  and  occasionally  of  the  lym- 
phatic system.  This  explains  the  swelling,  pain,  oedema  and  mode 
of  resolution  of  the  disease. 

The  disease  is  more  common  among  pluripara  than  among 
primipara,  and  occurs  rather  among  the  feeble  and  delicate.  Acci- 
dents, the  complications  of  delivery,  especially  version  and  re- 
moval of  retained  placenta  are  often  the  exciting  causes.  Pressure 
of  the  fcetal  head  in  either  iliac  fossa  followed  by  pain  and  malaise 
have  been  believed  to  cause  the  appearance  of  this  disease  in  the 
pregnant  woman. 

As  to  its  frequency  there  is  no  agreement,  thus  Wyer  met  with 
five  cases  x>ut  of  nine  hundred  and  ninety.  Hall  in  four  hundred 
cases  saw  eight,  Robert  de  la  Tour  met  with  it  four  times  in  thirty- 
six  years;  Hervieux,  of  Paris,  observed  it  six  times  in  two  years. 
But  as  these  two  years  were  spent  in  the  service  of  a  maternity  hos- 


ioo  J.  Henry  Fruitnigkt,  A.M.,  M.I). 


pital,  his  rather  unusually  large  ratio  can  be  explained  by  that  fact.  I 
have  treated  four  cases  in  a  period  of  nearly  seventeen  years.  We 
may  conclude  then  that  though  its  frequency  cannot  be  exactly  de- 
termined, it  is  not  encountered  very  often.  As  a  matter  of  curios- 
ity it  may  be  noted  here  that  Bedford  has  said  that  statistics  have 
proved  that  the  left  leg  is  more  prone  to  be  attacked  than  its  fellow. 
Sometimes,  though  rarely,  both  legs  may  be  attacked.  Ramsbotham 
thinks  that  the  left  side  is  oftener  affected,  possibly  because  of  the 
different  distribution  of  the  spermatic  vein,  the  right  vein  emp- 
tying directly  into  the  vena  cava  and  the  left  one  into  the  renal 
vein. 

Haemorrhage  during  or  after  labor  seems  to  favor  the  occurrence 
of  an  attack  of  the  disease,  and  authors  have  observed  that  on  this 
account  it  is  relatively  of  more  frequent  occurrence  in  those  pa- 
tients who  have  had  placenta  prsevia. 

One  attack  does  not  necessarily  predispose  the  individual  to  a 
recurrence  of  the  disease  in  subsequent  pregnancies.  When  it  does 
reappear,  it  has  been  my  experience  in  common  with  others  that 
the  attack  is  apt  to  be  milder;  occasionally  also  a  translation  of  the 
attack  from  one  leg  to  the  other  is  observed. 

The  attack  usually  makes  its  appearance  in  from  one  to  four 
weeks  after  delivery.  The  patient  complains  of  a  dull  pain  at  first 
usually  in  the  calf  of  the  leg.  Pressure  aggravates  the  pain.  Swell- 
ing follows  and  the  skin  becomes  tense,  shining,  glazed  and  trans- 
parent. Before  swelling  appears,  red  streaks  can  be  observed  along 
the  course  of  the  limb,  the  veins  at  the  same  time  having  a  tense,  cord- 
like feel  under  the  finger.  The  leg  assumes  a  white  glistening 
appearance,  hence  the  name  milk  leg.  As  the  swelling  appears  the 
pain  diminishes.  Febrile  movement  is  present.  If  the  thrombosis 
be  below  at  the  ankle  it  is  primary.  When  it  extends  from  inguinal 
fold  downwards  it  may  be  secondary  to  thrombosis  in  the  uterine 
sinuses. 

Recovery  from  this  affection  is  slow  even  when  the  attack  term- 
inates by  resolution.  Suppuration  and  gangrene  may  supervene, 
which  naturally  will  prolong  its  duration.  Sudden  death  is  liable  to 
occur  in  consequence  of  migration  of  the  detached  thrombus  which 
will  be  swept  along  in  the  current  of  blood  until  arrested  in  the  pul- 
monary artery. 

Boisliniere,  of  St.  Louis.  Missouri,  reported  at  the  Ninth  Inter- 
national Medical  Congress  two  eases  of  this  disease  followed  by 
gangrene,  which  necessitated  amputation.  Dr.  Bogue  related  a 
similar  ease  to  the  Chicago  Medical  Society  on  March  17,  1879. 
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In  most  cases  the  ordinary  sensibility  of  the  leg  is  impaired  for 
a  long  time  afterwards.  The  patient  may  continue  lame  for  con- 
siderable time  and  may  complain  of  a  wooden  feeling  in  the  limb. 
A  varicose  condition  of  the  veins  has  sometimes  followed.  Throm- 
bus formation  may  sometimes  begin  even  during  pregnancy,  the 
patient  complaining  of  stiffness  in  the  toes  or  dorsum  of  the  foot. 
In  these  cases  of  phlegmasia  alba  dolens  the  oedema  has  been  known 
to  extend  to  the  hypogastrium. 

The  prognosis  of  the  disease  per  se  is  favorable.  Its  complica- 
tions may  make  it  dangerous.  Duclos  noticed  that  while  resolution 
is  progressing  the  superficial  veins  become  more  or  less  distended 
with  blood  showing  that  a  new  collateral  circulation  is  going  on. 
(Diet,  de  Med.  Art.  P.  X.  D.,  2d  ed.,  p.  247). 

The  tumefaction  sometimes  becomes  chronic,  the  limb  becomes 
enormously  enlarged  and  irregular,  simulating  elephantiasis,  which 
condition  may  continue  months  and  even  years. 

The  inflammation  may  be  superficial  or  deep  and  its  prognosis 
will  be  modified  thereby.  When  deep,  suppuration  is  more  liable  to 
occur.  I  had  one  case  under  treatment  in  which  there  was  exten- 
sive suppuration  with  great  loss  of  tissue,  but  after  many  months 
the  patient  recovered  with  a  good  and  useful  limb. 

The  chief  ends  to  be  secured  in  the  treatment  of  the  disease,  are 
elevation  and  immobilization  of  the  affected  limb.  To  relieve  pain 
anodyne,  embrocations  can  be  used.  To  facilitate  resorption  mer- 
curial, belladonna  or  conium  ointments  can  be  employed.  Antipy- 
retics are  indicated  to  allay  the  fever.  As  already  said,  the  limb  must 
be  raised  from  the  plane  of  the  body  in  order  to  promote  disen- 
gorgement  of  the  member.  It  should  be  kept  warm  by  being 
wrapped  up  in  cotton  or  flannel,  or  both.  If  vesicles  form  upon 
the  surface  puncture  them  and  let  the  fluid  escape.  Salicylate  of 
soda  and  chloral  hydrate  have  both  been  vaunted  in  the  treatment, 
but  I  cannot  speak  of  them  from  my  own  experience. 

The  treatment  by  blisters  so  much  lauded  by  the  older  authori- 
ties, I  think  would  be  unqualifiedly  condemned  at  the  present  day. 

As  soon  as  pain  has  disappeared  the  smooth  application  of  a  Mar- 
tin elastic  rubber  bandage  is  proper,  and  subsequently  a  long  elastic 
stocking  should  be  worn  for  a  long  period  of  time.  The  patient 
should  be  warned  not  to  rise  too  soon  or  to  make  any  undue  exer- 
tion lest  the  thrombus  or  a  fragment  of  it  become  detached  and  lead 
to  the  sudden  death  already  alluded  to;  and  finally  the  patient  should 
be  cautioned  not  to  stand  too  long  on  the  affected  leg  for  the  limb 
is  thus  prone  to  lose  its  sensibility  for  a  longer  or  shorter  time. 
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A  CASK  OF  EXTRA-UTERINE  PREGNANCY,  TERMINATING 
BY  ULCERATION  THROUGH  THE  INTESTINE.1 

By  J.  Lee  Morrill,  M.D. 

I  am  indebted  to  Dr.  H.  B.  Sprague  for  the  history  of  the  follow- 
ing case,  which  I  saw  in  consultation  with  him  on  December  17th, 
1S90.  Mrs.  W.,  set.  twenty-nine,  married  for  the  first  time  in  1882. 
In  1887,  she  noticed  an  enlargement  of  her  abdomen,  which  was 
associated  with  amenorrhoea.  The  physician  at  that  time,  she  says, 
made  a  diagnosis  of  "abscess  of  the  womb."'  The  chief  symptom 
was  great  abdominal  pain,  and  she  stated  that,  after  a  variable 
period,  the  abscess  ruptured  into  the  rectum,  as  evidenced  by  the 
passage  of  a  large  quantity  of  pus  by  the  anus.  After  this  rupture, 
the  symptoms 'were  nausea  and  vomiting  in  the  morning ;  there 
was  no  diminution  in  the  size  of  the  abdomen.  At  the  end  of  two 
months  there  occurred  a  discharge  of  pus  from  the  vagina  and  the 
abdomen  decreased  perceptibly  in  size.  At  the  end  of  one  year 
she  had  regained  her  health.  Ten  months  later  her  husband  died. 
During  her  widowhood,  which  lasted  one  year  and  eight  days,  her 
menstruation  was  regular.  She  then  married  again  and  described 
herself  as  being  "well,  strong  and  fat." 

One  year  after  her  second  marriage,  she  began  to  complain  of 
headache,  of  pain  in  the  right  side  and  in  the  back,  and  of  irregular 
menstruation.  She  first  consulted  Dr.  Sprague  in  August,  1890; 
her  chief  symptoms  then  were  amenorrhoea  of  two  and  a  half 
months'  duration,  associated  with  nausea  and  vomiting.  Upon 
examination,  Dr.  Sprague  found  an  enlarged  uterus  and  he  told  the 
patient  that  she  might  be  pregnant.  She  then  consulted  her  former 
physician  again,  who  was  inclined  to  think  that  a  tumor  was 
growing  at  the  site  of  the  old  abscess.  On  December  16,  1890,  the 
patient  returned  to  Dr.  Sprague.  She  had  then  wasted  to  a  skele- 
ton, was  confined  to  her  bed  and  suffered  great  pain  in  her  right 
side.  She  had  not  menstruated,  her  pulse  was  100,  and  the 
temperature  was  990.  The  abdomen  was  enlarged,  as  was  also 
the  uterus.  The  next  day,  at  Dr.  Sprague's  request,  I  saw  the  case 
with  him,  and  upon  examination  found  a  growth,  large  as  an 
orange,  behind  the  uterus  and  to  right  of  it.  It  was  fixed,  non- 
fluctuative,  extremely  sensitive,  and  crowded  the  uterus  over  to 
the  left.  I  concluded  that  there  was  suppuration  of  the  right  Fal- 
lopian tube,  and  as  the  woman  was  profoundly  septic,  suggested 

1  Read  before  The  New  York  Obstetrical  Society,  November  17,  1891. 
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an  immediate  operation.  Dr.  H.  C.  Coe's  advice  was  then  sought. 
He  agreed  with  me  in  the  diagnosis,  and  on  the  2 2d  of  December 
performed  an  abdominal  section  and  found  the  following  condi- 
tion :  The  uterus  was  somewhat  enlarged  and  pushed  over  to  the 
left  side  of  the  pelvis  by  the  tumor,  which  apparently  lay  between 
the  folds  of  the  right  broad  ligament,  and  was  firmly  adherent  to 
the  rectum  behind  and  the  pelvic  floor  below.  Coils  of  small  intes- 
tine covered  and  were  closely  adherent  to  the  pelvic  contents.  The 
tumor  was  elastic,  but  unfluctuating.  The  corresponding  tube 
could  not  be  found.  The  patient's  condition  was  such  that  an 
attempt  at  enucleation  of  the  mass  would  undoubtedly  have  caused 
her  death  on  the  table.  On  the  other  hand,  it  was  so  deep  within 
the  pelvis  that  it  was  impossible  to  safely  drain  it  from  above. 
Moreover,  the  impossibility  of  determining  its  relations  to  the  pos- 
terior vaginal  fornix  rendered  it  hazardous  to  open  into  it  from  below. 
It  was  therefore  deemed  best  to  make  the  operation  a  purely  ex- 
plorative one  and  the  abdominal  wound  was  closed  without  further 
interference.  The  patient  rallied  well  from  the  exploratory  inci- 
sion. On  the  evening  of  December  25th,  Dr.  Sprague  found  her 
in  deep  collapse,  the  temperature  being  sub-normal  and  the  pulse 
120.  Under  stimulants  she  rallied.  For  the  next  eleven  days  the 
temperature  varied  from  990  to  ioi2/5°.  She  was  in  great  pain  all 
the  time,  morphia  being  demanded  to  control  it.  From  this  time 
on  to  April  5,  1891,  the  patient  gradually  improved.  On  this  latter 
date  she  was  out  of  her  bed  and  on  April  27th  she  reported  at  Dr. 
Sprague's  office.  On  April  30th,  the  doctor  was  sent  for  and  upon 
reaching  the  patient  found  her  in  great  pain.  She  stated  that  about 
five  o'clock  she  had  been  awakened  by  an  intense  desire  to  go  to 
stool.  She  found  something  like  a  stick  projecting  from  the  rec- 
tum, removed  it  and  threw  it  away  without  inspecting  it.  Dr. 
Sprague  at  once  made  a  rectal  examination,  and  extricated  the  fol- 
lowing specimens,  consisting  of  ribs,  with  a  portion  of  the  thoracic 
viscera,  one  of  the  parietal  bones,  and  part  of  the  vertebra  of  a 
four  months  foetus. 

In  January,  1888,  Dr.  Coe  reported  to  this  Society  a  case,  sim- 
ilar in  many  respects  to  the  one  just  cited.  His  patient  was  forty 
years  old,  married  eighteen  years,  and  never,  to  her  knowledge, 
pregnant.  She  menstruated  regularly  until  the  previous  Novem- 
ber, and  then  ceased.  He  found  an  enlarged  uterus  in  normal  posi- 
tion, but  not  freely  movable.  Through  the  posterior  fornix,  a  hard, 
nodular  mass,  extending  upward  and  to  the  left,  was  felt.  It  was 
fixed,  and  painful  on  pressure.     No  point  of  fluctuation  could  be 
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detected.  A  diagnosis  lay  between  malignant  disease  of  the  ovar- 
ies, or  multiple  sub-peritoneal  fibroids.  Pregnancy  was  discussed 
and  dismissed  on  account  of  the  age  of  the  patient,  her  long  period 
of  sterility,  and  the  total  absence  of  symptoms.  Being  unable  to 
determine  the  exact  nature  of  the  growth  behind  the  uterus,  Dr.  J. 
B.  Hunter  was  consulted.  In  the  meanwhile,  she  was  ordered 
copious  vaginal  injections  of  hot  water.  Two  days  after  these 
were  begun,  she  had  a  sudden  discharge  of  sanio-purulent  fluid 
from  the  vagina,  supposed  to  be  returning  menstruation,  then  a  few 
days  overdue. 

The  discharge  became  offensive  and  resembled  that  from  an 
abscess  or  pyo-salpinx.  Dr.  Hunter  saw  the  patient  and  thought 
that  the  mass  was  multiple  fibroids,  with  perhaps  a  diseased  tube 
and  ovary.  The  discharge  continued  for  some  days,  when  sev- 
eral ribs  and  the  humerus  of  a  fcxitus  about  three  months  old  were 
expelled.  Other  bones  were  subsequently  passed  per  vaginam, 
including  a  scapula,  radius  and  a  portion  of  the  skull.  Digital 
examination  was  made  at  once,  but  no  change  in  the  size  or  shape 
of  the  tumor  could  be  detected,  neither  could  the  exact  site  of  the 
opening  be  discovered.  Later  on,  the  woman's  condition  im- 
proved, the  discharge  lessened,  and  the  mass  diminished  materi- 
ally. Two  months  before  Dr.  Coe  saw  her,  she  had  a  sudden  sup- 
pression of  the  menses,  from  wetting  her  feet,  followed  by  acute 
peritonitis.  His  idea  was  that  the  pregnancy  had  occurred  long 
before,  and  that  the  suppuration  of  the  sac  wras  an  immediate  con- 
sequence of  the  inflammation  in  its  vicinity.  When  examined  a 
year  later,  she  was  quite  well  and  the  mass  had  entirely  disap- 
peared. 

The  previous  case  evidences  anew  the  difficulty  in  making  a 
diagnosis  of  extra-uterine  pregnancy,  and  further,  the  fact  that 
rupture,  even  at  an  advanced  stage  of  gestation,  is  not  necessarily 
fatal.  Careful  study  of  it  shows  that  at  no  time  in  its  history  were 
there  sufficient  grounds  to  warrant  the  diagnosis  of  ectopic  gesta- 
tion, and  thus  lead  to  what  is  becoming  a  prevalent  method  of 
treatment,  abdominal  section. 

On  the  occasion  when  Dr.  Sprague  saw  the  patient,  the  symp- 
toms were  purely  such  as  would  accompany  uterine  pregnancy. 
There  did  not  exist  even  sufficient  data  to  demand  examination 
under  anaesthesia  when,  possibly,  careful  examination  might  have 
enabled  him  to  differentiate  a  tumor  of  the  tube  in  the  broad  liga- 
ment. When  I  saw  the  case,  the  clinical  picture  was  simply  such 
as  we  are  all  familiar  with  as  being  associated  with  pyo-salpinx. 
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At  this  date,  even  with  the  abdomen  open,  it  was  not  possible  to 
determine  the  presence  in  the  pelvis  of  these  foetal  remains.  Nei- 
ther does  the  history  of  this  case  give  us  any  clue  as  to  when  the 
primary  tubal  gestation  ruptured.  This  rupture  very  likely  oc- 
curred into  the  layers  of  the  broad  ligament,  since  accorded  facts 
amply  prove  that  intra-peritoneal  rupture  is  usually,  although  not 
necessarily,  fatal.  Encystment  within  the  layers  of  the  broad 
ligament  is  not  such  an  uncommon  occurrence  ;  to-day,  however, 
Parry's  statement  still  holds  true  that,  "whilst  the  presence  of  an 
en  cystic  foetus  is  not  incompatible  with  life,  and  even  with  com- 
fort and  usefulness,  the  woman  who  bears  such  a  burden  within 
her  is  in  constant  danger  of  the  cyst  taking  on  inflammatory  ac- 
tion, which  will  greatly  endanger  and  may  even  destroy  her.'' 
When  suppuration  occurs,  the  foetal  remnants  seek  exit  preferably 
in  the  following  directions  :  First,  through  the  rectum ;  second, 
through  the  posterior  vaginal  fornix;  third,  through  the  bladder; 
and  fourth,  through  the  abdominal  walls.  Of  the  330  instances 
tabulated  by  Parry,  105  died,  a  mortality  rate  which  speaks  vol- 
umes in  favor  of  not  trusting  overmuch  to  nature,  but  of  operating 
as  soon  as  the  existence  of  an  encysted  foetus  is  diagnosticated. 

This  position  is  assumed,  although  there  are  on  record  a  num- 
ber of  cases  where  women  have  lived  to  a  good  old  age,  finally 
succumbing  to  an  affection  in  no  wise  related  to  the  presence  of  an 
encysted  foetus  in  the  abdomen. 

In  the  patient  whose  history  I  have  recorded,  rupture,  as  far  as 
digital  examination  could  determine,  did  not  occur  into  the  rectum, 
but  at  some  point  of  the  intestinal  canal  higher  up.  Similar  cases 
are  quoted  in  Parry's  classical  work,  and  also  in  Strahan's  recent  prize 
essay.  Owing  to  the  voluminous  literature  of  ectopic  gestation 
and  its  sequelae,  with  which  the  members  of  this  Society  are  famil- 
iar, it  would  be  a  thankless  task  for  me  to  make  detailed  reference 
to  these  cases.  The  point  I  desire  to  hear  discussed  is  were  there, 
in  the  opinion  of  any  of  the  fellows,  at  any  time,  indications  in 
the  case  sufficiently  suggestive  of  ectopic  gestation  to  have  war- 
ranted abdominal  section. 


At  the  Annual  Meeting  of  The  New  York  Obstetrical  Society,  the 
following  officers  were  elected  for  the  year  1 891 -1892  :  President, 
Clement  Cleveland,  M.  D. ;  First  Vice-President.  Malcolm  McLean, 
M.  D. ;  Second  Vice-President,  W.  Gill  YVylie,  M.  D. ;  Recording  Sec- 
retary, Arthur  M.  Jacobus,  M.D. ;  Assistant  Recording  Secretary, 
J.  Riddle  Goffe,  M.D.)  Corresponding  Secretary,  Hermann  J.  Boldt, 
M.  D. ;  Treasurer,  J.  Lee  Morrill,  M.  D. ;  Pathologist,  Josephus  Henry 
Gunning.  M.I). 
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THE  PRESENT  STATUS  OF  THE  TREATMENT  OF  CANCER 
OF  THE  UTERUS. 

Ix  the  NoYember  number,  the  treatment  of  cancer  of  the  uterus 
by  high  amputation  was  contrasted  with  total  extirpation,  and  in  the 
present  issue  we  wish  to  say  a  few  words  in  regard  to  the  results 
attained  by  a  distinguished  Brooklyn  gynaecologist  by  means  of  the 
galvano-cautery.  We  have  before  us  a  paper  by  Dr.  John  Byrne, 
read  before  the  American  Gynaecological  Association  in  1889,  en- 
titled A  Digest  of  Twenty  Years  Experience  in  the  Treatment  of  Uter- 
ine Cancer,  including  j6y  Operations  by  the  Galvano-Cauteiy.  Dr. 
Byrne's  showing  is  a  remarkakly  good  one.  Of  the  total  number, 
of  which  sixteen  cases  could  not  be  traced,  the  average  period  of 
exemption,  where  the  disease  was  limited  to  the  portio  vaginalis 
(forty  cases),  was  eight  years  and  seven  months ;  in  the  cases 
where  the  entire  cervix  was  affected  (eighty-one  cases),  it  was  five 
and  one-half  years ;  where  the  disease  seemed  originative  and  to 
be  confined  to  the  body  of  the  uterus,  the  average  period  of  relief 
from  pain  and  offensive  discharge  in  the  six  cases  where  the  result 
was  known  was — two  cases,  less  than  one  year;  one  case,  over 
one  year;  two  cases,  over  two  years;  and  one  case,  over  three 
years.  In  the  fourth  class,  including  those  cases  where  the  disease 
involved  both  cervix  and  corpus,  the  average  respite  from  painr 
haemorrhage  and  offensive  discharge  in  seventy-eight  cases,  was 
within  a  fraction  of  three  years.  This  class  included  219  cases, 
111  of  which  were  lost  sight  of ;  four  cases  were  operated  on  within 
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a  year,  and  twenty-six  cases  were  known  to  have  had  a  recur- 
rence within  one  year. 

This,  we  believe,  is  the  best  statistical  record  which  has  been 
made,  but  can  all  gynaecologists  achieve  a  like  result?  Dr.  Byrne 
is  an  expert  electrician.  He  has  invented  a  battery  which,  while 
evidently  superior  to  all  others  for  its  purpose,  we  should  judge 
requires  considerable  technical  knowledge  to  use  to  the  best  advan- 
tage. 

Statistics  in  this  country,  where  the  operator  does  not  always 
have  at  his  command  skilled  pathologists  to  work  up  the  micro- 
scopical character  of  the  tissues  removed,  can  never  possess  the 
same  value  as  those,  for  instance,  in  the  great  German  cities  where 
the  most  ample  facilities  are  provided  for  such  investigation.  While 
the  microscope  can  not  always  speak  with  positiveness,  there  are 
conditions  where  it  can  differentiate  cancer  from  other  morbid  con- 
ditions which,  to  the  naked  eye,  would  unquestionably  be  pro- 
nounced malignant  disease.  Such  a  case  recently  came  under  our 
observation.  A  very  much  enlarged  and  eroded  cervix,  from  which 
flowed  such  an  offensive  discharge  that  it  was  apparent  as  soon  as 
one  entered  the  room,  was  pronounced  unquestionably,  by  those 
who  saw  it,  cancer.  The  woman  had  suffered  from  symptoms  of 
septic  absorption,  was  yellow,  had  sweats,  etc.,  and  yet  this  case 
was  pronounced  by  Dr.  Freeborn,  who  examined  the  cervix  care- 
fully after  tes  removal,  to  be  benign  adenoma.  While  Dr.  Byrne's 
record  is  certainly  remarkable,  the  special  training  needed,  as  well 
as  the  obstinate  uncertainty  in  the  minds  of  most  operators  as  to 
the  proper  extent  to  carry  the  cauterization  at  the  time  of  operat- 
ing, to  say  nothing  of  the  very  good  showing  now  made  by  those 
advocating  removal  by  the  knife  or  scissors,  make  it  problematical, 
we  think,  whether  the  method  advocated  by  Dr.  Byrne  and  his  fol- 
lowers will  ever  rival,  in  the  popular  estimation  of  the  profession, 
the  forms  of  extirpation  now  in  vogue. 


THE  ULTIMATE  RESULTS  OF  REMOVAL  OF  THE  TUBES 

AXD  OVARIES. 

The  history  of  medicine  has  shown  that  in  the  case  of  every  im- 
portant discovery  or  improvement  there  have  been  three  stages. 
It  is  first  received  with  incredulity,  next  with  enthusiastic,  unrea- 
soning approval,  and  finally  it  is  carefully  studied  and  assigned  its 
true  place.    This  is  particularly  true  of  a  new  and  daring  surgical 
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operation;  it  is  at  first  rejected  as  unjustifiable,  then  there 
comes  what  is  vulgarly  called  a  "boom,"  when  every  man  aspires 
to  perform  it.  Finally,  the  better  judgment  of  the  profession 
prevails,  a  sufficient  time  elapses  to  test  it,  and  it  is  found 
advisable  to  restrict  it  within  proper  limits.  Such  has  been  the 
history  of  many  gynaecological  operations  in  America,  introduced 
and  advocated  by  such  pioneers  as  Sims,  Peaslee,  and  Emmet. 
Who  does  not  recall  the  thoughtless,  widespread  enthusiasm  in 
favor  of  discission  of  the  cervix  for  the  cure  of  anteflexion,  of  trache- 
lorrhaphy performed  on  the  slightest  possible  excuse,  regardless  of 
the  indications  clearly  laid  down  by  its  inventor?  The  familiar 
English  sarcasm  that  one  American  gynaecologist  slit  open  the  cer- 
vix in  order  that  another  might  sew  it  up  again,  though  harsh,  was 
not  entirely  without  justification.  It  is  an  encouraging  fact  to 
the  thoughtful  gynaecologist  that  his  branch  has  kept  pace 
with  the  advance  in  medical  science  in  general,  not  alone 
in  the  number  and  brilliancy  of  its  discoveries,  but  in  the  ten- 
dency to  simplification.  The  multiplication  of  library  theories 
has  given  place  to  the  observation  of  anatomical  facts,  without 
an  attempt  to  force  these  facts  to  fit  the  theories.  Conserva- 
tism has  come  to  be  recognized  not  as  an  enemy  to  progress, 
but  as  an  honest  purpose  to  arrive  at  truth  in  the  face  of  ultra-en- 
thusiasm in  favor  of  brilliant,  though  fallacious  theories.  Doubt- 
less the  pendulum  has  sometimes  swung  too  far  in  the  opposite  di- 
rection, as  shown  in  the  fierce  controversy  between  the  surgeons 
and  the  electro-therapeutists,  but  truth  is  served  none  the  less  by 
the  struggle,  even  though  some  of  the  combatants  become  its  vic- 
tims. 

Of  all  the  remarkable  controversies  in  the  history  of  gynaecology, 
none  has  equaled  that  which  has  prevailed  during  the  past  six  or 
seven  years  concerning  the  removal  of  the  uterine  adnexa.  Now 
that  the  smoke  of  the  conflict  has  cleared  away,  it  is  evident  that 
much  of  the  intemperate  zeal  of  both  parties  was  due  to  misunder- 
standing. A  more  dignified  attitude  on  the  part  of  both  would 
have  avoided  much  of  the  unnecessary  rancor.  The  bitterest 
opponents  of  Mr.  Tait  (whose  work  in  this  direction  no  one  can  be- 
little) now  recognize  the  fact  that  it  was  not  his  fault  that  the  oper- 
ation with  which  his  name  has  been  associated  was  performed  so 
generally  and  recklessly  that  it  fell  into  deserved  disrepute. 
Neither  should  it  be  forgotten  that  those  whose  conservatism  was 
tempered  with  justice  pointed  out  the  fact  that  his  imitators  had 
only  followed  him  "not  wisely,  but  too  well."    It  is  particularly 
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gratifying  that  the  revulsion  in  regard  to  the  abuse  of  the  operation 
has  been  not  like  the  sudden  change  seen  in  the  rejection  of  Koch's 
procedure,  but  a  gradual,  rational  return  to  the  principles  of  sound 
common. sense.  In  short,  the  operation  has  at  length  been  placed 
upon  a  firm  basis,  so  that  every  surgeon  now  knows  beyond  a 
doubt  when  he  has,  and  has  not,  performed  it  legitimately.  So 
great  have  been  the  improvements  in  the  technique  that  recovery 
is  now  the  rule,  death  a  cause  of  reproach  to  the  surgeon.  The 
natural  result  has  been  that  gynaecologists  do  not  feel  the  same  ex- 
ultation as  formerly  in  recording  the  bare  fact  of  recovery,  but 
are  beginning  to  study  the  ultimate  results  of  the  operation.  The 
crying  fault  of  Americans  has  been  that  their  anxiety  to  rush  into 
print  has  prevented  them  from  allowing  sufficient  time  to  elapse 
after  operations  to  record  their  ultimate  results.  This  damaging 
criticism  has  been  urged  against  us  by  foreign  surgeons  and  has 
greatly  detracted  from  the  value  of  our  work.  It  is  a  fatal  fault  in 
a  scientific  writer  to  be  considered  as  superficial ;  yet  such  has  been 
the  case  with  us.  We  hail,  then,  with  approbation  the  growing 
tendency  among  gynaecologists  to  avoid  generalities  and  to  confine 
themselves  to  sober  facts,  to  seek  by  careful,  prolonged  observa- 
tion to  arrive  at  certain  definite  conclusions  regarding  the  condi- 
tion of  patients  several  years  after  their  tubes  and  ovaries  have 
been  removed.  Investigations  of  this  nature  are  fraught  with  many 
difficulties,  hence  the  honesty  of  such  reports  is  attested  by  the 
comparatively  small  percentage  of  patients  whose  subsequent  his- 
tories can  be  obtained.  But  such  definite  information  vastly  out- 
weighs the  loose  generalizations  with  which  our  society-discussions 
teem.  Facts  presented,  even  by  a  surgeon  of  limited  experience, 
possess  more  positive  scientific  value  than  the  theories  of  the  most 
celebrated  operator. 

That  general  interest  has  been  awakened  in  this  subject  is  evi- 
denced by  the  fact  that  during  the  past  few  months  several  papers 
have  been  presented  bearing  directly  upon  it.  It  has  been  dis- 
cussed at  the  recent  French,  German  and  American  Congresses,  at 
the  latter  a  special  discussion  having  been  conducted  by  the  Neu- 
rological Section.  From  these  high  sources  we  ought  to  be  able 
to  gather  some  facts  of  practical  interest.  The  reader's  attention 
is  called  to  an  abstract  of  a  paper  in  the  present  number  of  the 
Journal,  which  is  especially  valuable  by  reason  of  the  exact  infor- 
mation conveyed  and  its  temperate  tone,  in  striking  contrast  with 
that  of  many  other  contributions  on  this  subject.  A  most  important 
communication  was  made  by  Dr.  T.  A.  Reamy,  at  the  recent  meeting 
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of  the  American  Gynaecological  Society,  which  contains  the  results 
of  careful  studies  in  one  hundred  and  sixty-six  cases,  no  patient  hav- 
ing been  under  observation  for  less  than  two  years  after  operation. 
Twenty-five  per  cent,  were  restored  to  perfect  health,  forty-one  per 
cent,  were  much  improved;  twenty-one  per  cent,  were  apparently 
improved,  but  in  from  one  to  three  years  after  the  operation  were 
in  the  same  condition  as  before  it,  while  ten  per  cent,  were  rather 
worse  than  before. 

His  deductions  with  regard  to  the  ultimate  results  of  removal  of 
the  tubes  and  ovaries  show  how  much  careless  and  superficial 
writing  there  has  been  on  this  subject.  Unlike  many  writers  who 
have  dealt  largely  in  generalities,  he  found  on  the  actual  testimony 
of  both  husband  and  wife  that  sexual  desire  was  extinguished  in 
one-third  of  the  cases  and  was  lessened  in  one-sixth.  Menstrua- 
tion did  not  persist  after  complete  removal  of  the  ovaries  (even  if 
the  tubes  were  not  entirely  removed),  although  irregular  haemor- 
rhages not  infrequently  occurred  for  several  months  after  the  oper- 
ation. 

Many  loose  statements  with  regard  to  the  development  of  psy- 
choses after  oophorectomy  have  been  made  by  neurologists,  which 
are  not  supported  by  a  sufficient  number  of  facts.  There  is  need 
of  a  series  of  extended  observations,  such  as  those  made  by  the  two 
gentlemen  quoted,  to  determine  whether  the  mental  disturbances 
following  the  operations  were  preexisting  or  developed  as  a  result 
of  the  operations  themselves.  Moreover,  it  is  important  that  the 
patient's  condition  should  be  noted  not  one  year,  but  five  years, 
after  the  performance  of  oophorectomy. 

Removal  of  the  appendages  for  the  cure  of  hystero-epilepsy  is 
regarded  with  disfavor,  yet  conservative  gynaecologists  believe  that 
it  has  a  future.  Mr.  Tait,  who  has  always  been  opposed  to  it,  is  of 
this  opinion.  In  general  it  may  be  said  the  profession  have  come 
to  take  a  sensible  view  of  the  subject  of  removal  of  the  adnexa, 
and  have  not  only  recognized  the  propriety  of  the  operation  in  suit- 
able cases,  but  the  necessity  of  teaching  patients  that  immediate 
results  are  not  to  be  expected,  that  pain,  metrostasis  and  the  various 
disturbances  attending  the  menopause  may  be  present  for  several 
months.  The  definite  information  which  we  now  possess  regard- 
ing the  ultimate  unfavorable  results  of  the  operation  in  a  consider- 
able proportion  of  the  cases  will  render  us  more  careful,  not  only 
in  the  selection  of  cases,  but  in  the  giving  of  prognoses  and  the 
premature  publication  of  statistics.  H.  C.  C. 
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Sketches  of  Eminent  Living  Gynecologists  and  Obstetricians 

of  America. 


T.  GAILLARD  THOMAS,  M.D.,  LL.D., 

Consulting  Surgeon  Woman's  Hospital:  Hon.  Fel.  Obstetrical  Society,  London:  Cor.  Mem. 
Obstetrical  Societies  Berlin,  Philadelphia  and  Louisville. 

The  subject  of  our  sketch  was  born  on  Edisto  Island,  in  the 
State  of  South  Carolina,  on  the  twenty-first  day  of  November,  1832. 
He  was  educated  at  the  College  of  Charleston,  and  obtained  his 
degree  at  the  Medical  School  of  that  city  in  1852.  Shortly  after 
this,  he  came  north,  and  became  Resident  Physician  in  the  Emi- 
grant Refuge  Hospital  on  Ward's  Island.  After  finishing  this 
course,  he  settled  in  New  York  City,  where,  with  Dr.  Donagee,  he 
established,  in  connection  with  the  University  of  New  York,  a  "quiz" 
class  in  obstetrics,  which  became  very  successful  and  attracted 
much  attention.  He  succeeded  Dr.  Bedford  as  lecturer  in  this 
institution.  Dr.  Thomas  was  equipped  with  what  was  considered 
at  that  time  a  very  perfect  and  remarkable  collection  of  diagrams 
and  plates  as  adjuncts  to  his  lectures.  It  is  an  interesting  and 
instructive,  as  well  as  encouraging,  fact  to  us  who  have,  in  later 
years,  admired  his  brilliant  oratory  and  remarkable  facility  as  a 
lecturer,  that  his  first  lecture  was  considered  a  complete  failure  by 
his  friends.  But  it  was  his  last  failure,  as  we  know,  for  since  then 
none  of  hi's  colleagues  has  addressed  more  delighted  audiences, 
among  which  old  visiting  practitioners  frequently  crowded  out,  in 
their  eagerness  to  hear  and  see  the  lecturer,  those  whose  matricu- 
lation fee  gave  them  the  better  right.  Early  in  his  career  he 
attracted  the  attention  of  Dr.  John  T.  Metcalfe,  who  at  this  time 
had  his  finger  upon  the  pulse  of  fashionable  New  York.  Dr. 
Thomas  became  his  assistant.  From  this  time,  his  course  was 
steadily  upward  and  assured.  His  general  practice  became  very 
large,  but  he  devoted  himself  especially  to  obstetrics,  and  made 
his  reputation  first  in  this  branch  of  medicine.  He  was  appointed 
Professor  of  Obstetrics  at  the  College  of  Physicians  and  Surgeons, 
and  held  that  chair  for  a  number  of  years.  He  was  appointed  on 
the  first  Board  of  Visiting  Physicians  to  Roosevelt  Hospital,  but 
soon  resigned.  He  has  acted  in  the  same  capacity  at  Bellevue, 
St.  Luke's,  and  Nursery  and  Child's  Hospital,  and  at  St.  Mary's 
Hospital,  in  Brooklyn.  When  the  Professorship  of  Diseases  of 
Women  was  established  at  the  College  of  Physicians  and  Surgeons, 
he  resigned  the  Chair  of  Obstetrics  and  accepted  this. 
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Not  long  afterwards,  he  wrote  and  published  his  work  on  "Dis- 
eases of  Women."  This  book  found  its  place  waiting  for  it,  and 
attained  an  immense  sale.  It  was  the  most  complete  work  on  this 
subject  then  in  existence,  and  made  for  its  author  an  immediate 
reputation  as  a  gynaecologist  of  the  first  rank. 

In  1863  he  was  appointed  Physician  to  the  Out- Patient  Depart- 
ment of  the  Woman's  Hospital,  and  four  years  later  he  became 
Consulting  Physician,  and  finally,  in  1873.  he-  was  appointed  one 
of  the  attending  surgeons  to  the  same  institution.  This  post  he 
held  until  a  few  years  ago,  when  he  resigned  and  was  requested 
by  the  Board  of  Governors  to  name  his  successor.  As  an  obstetri- 
cian, his  name  is  especially  identified  with  the  operation  of  laparo- 
elytrotomy,  which  he  presented  to  the  profession  as  a  substitute 
for  the  then  very  dangerous  operation  of  Caesarian  section,  and 
still  more  dangerous  one  of  craniotomy.  He  performed  the 
operation  a  number  of  times,  with  good  results. 

As  a  gynaecologist,  he  has  devoted  himself  with  special  taste 
to  laparotomy.  In  this  branch  of  the  specialty  he  soon  acquired 
an  immense  experience  and  a  world-wide  reputation  as  a  quick 
and  skilful  diagnostician  and  operator.  His  quickness,  coolness, 
and  skill  in  using  the  knife  are  the  first  things  which  impress  the 
observer  at  his  operations. 

Untiring  energy,  quickness  of  perception,  and  great  decision, 
are,  to  the  impartial  observer,  the  leading  traits  in  his  character. 
We  append  to  this  sketch,  as  a  supplement  to  the  Journal,  a  very 
excellent  portrait  of  Dr.  Thomas,  for  the  benefit  of  those  who  have 
only  known  him  by  his  works. 

IN  MEMORIAM. 

FORDYCE  BARKER,  M.D.,  LL.D.1 

By  Henry  C.  Coe,  M.D. 

Glowing  eulogies  have  been,  and  will  be,  uttered  over  our  depart- 
ed friend  by  those  whose  position  and  long  association  with  him 
render  them  best  fitted  for  the  task.  An  attempt  to  imitate  these 
would  be  mere  presumption  on  my  part.  It  is  far  from  my  inten- 
tion to  pronounce  a  formal  eulogy;  I  would  offer  a  simple  personal 
tribute  to  the  memory  of  him  who  was  so  loved  and  honored. 

1  Read  at  a  meeting  of  The  New  York  Obstetrical  Society,  held  Tuesday, 
I  )<  tober  20th,  1891. 
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It  seems  peculiarly  appropriate  that  among  so  many  testimonials 
of  his  worth,  there  should  not  be  wanting  one  from  the  younger 
members  of  the  profession,  of  whom  he  was  ever  the  warm  friend. 
To  others  let  us  leave  the  review  of  his  public  career,  the  rehearsal 
of  his  many  honors,  the  criticism  of  his  literary  productions,  and 
recall  in  affectionate  remembrance  those  personal  qualities  which 
so  endeared  him  to  us  all,  deriving  from  an  analysis  of  his  character 
inspiration  for  our  own  life-work. 

It  has  been  said  that  Dr.  Barker  was  not  a  great  man.  A  dis- 
cussion of  this  question  would  be  unprofitable.  Greatness  in  the 
abstract  is  difficult  of  definition,  as  our  standards  are  so  variable. 
One  who  towers  above  his  fellows  in  the  community  to  which  he 
belongs  may,  when  measured  by  his  relation  to  the  world  at  large, 
dwarf  into  insignificance.  The  great  man  of  one  century  may  be 
consigned  to  the  ranks  of  mediocrity  when  his  character  is  merci- 
lessly dissected  by  the  historian  of  a  later  age.  Greatness,  is  elu- 
sive. We  regard  a  prominent  personage  more  critically,  and  with 
less  reverence,  when  we  are  no  longer  under  the  direct  influence  of 
his  strong  personality.  The  grave  strips  the  most  brilliant  charac- 
ter of  its  illusions.  Affection  may  almost  deify  the  loved  and  lost, 
but  posterity  is  colder,  though  more  just,  in  its  judgment.  The 
words  of  the  quaint  old  English  poet  re-echo  through  two  centuries 
with  all  their  original  force  : 

•'Only  the  actions  of  the  just 
Smell  sweet  and  blossom  in  the  dust." 

In  our  profession  we  naturally  regard  every  individual  in  his 
two-fold  character — that  of  the  physician  and  of  the  man.  Our  own 
estimate  of  our  fellows  is  necessarily  different  from  that  of  the  laity. 
One  we  respect  for  his  scientific  attainments,  another  on  account  of 
his  matured  experience  and  ripe  judgment:  in  another,  with  less 
natural  gifts,  we  feel  confidence  by  reason  of  his  perfect  candor  and 
sterling  integrity.  It  is  seldom  that  these  qualities  are  combined  in 
a  single  individual.  Popularity,  reputation  (or  its  counterfeit,  no- 
toriety) with  the  world  at  large  is  by  no  means  synonymous  with 
the  high  and  universal  respect  of  one's  professional  associates,  who 
are  really  the  most  competent  judges  of  the  genuineness  of  a  char- 
acter. And  yet  we  are  apt.  among  ourselves,  to  measure  men  by 
too  rigid  a  standard,  forgetting  that  mere  scientific  acquirements  are 
not  the  only  factors  which  constitute  true  eminence.  The. influence 
of  a  physician  upon  the  community  is  not  indicated  by  these  alone. 
He  may  be  a  profound  thinker,  yet  fail  to  stamp  the  impress  of  his 
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thoughts  upon  any  outside  of  the  limited  circle  to  whom  h&appeals. 
His  is  a  rare  mind  who  at  once  commands  the  respect  of  the  intel- 
lectual and  touches  the  heart  of  the  common  people.  Some  of  the 
most  prominent  medical  writers  are  to  us  mere  personifications  of 
wisdom,  not  warm,  living  entities.  Dr.  Barker  was  not  a  student 
in  the  narrow  sense  of  the  word — he  did  not  love  books  more  than 
men,  and  draw  from  them  his  only  inspiration.  Though  scholarly 
in  his  tastes,  and  widely  read  in  general  as  well  as  in  professional 
subjects,  his  interests  lay  outside  of  the  study.  He  was  essen- 
tially social  in  his  nature,  fond  of  contact  with  his  fellows — illus- 
trating in  himself  Goethe's  keen  definition  : 

"Es  bildet  ein  Talent  sich  in  der  Stille, 
Doch  ein  Charakter  in  dem  Strom  der  Welt." 

Professionally,  his  success  was  attained  rather  through  his 
sound  judgment  and  vast  experience,  and  knowledge  of  human 
nature,  than  by  wide  reading.  It  was  this  that  made  him  esteemed 
as  a  consultant.  Brilliant  as  was  his  success,  it  was  not  alone  by 
the  exercise  of  his  great  natural  gifts  that  he  at  once  achieved  emi- 
nence. His  mental  grasp  was  deep  as  well  as  broad.  He  was  an 
admirable  generalize^  quickly  assimilating  knowledge  and  storing 
it  away  for  future  use.  The  results  of  past  experience  he  could  at 
once  bring  to  bear  in  a  doubtful  case.  Though  essentially  conserva- 
tive in  regard  to  the  treatment  of  diseases  of  women,  he  took  a  keen 
interest  in  the  rapid  progress  of  gynaecological  surgery.  It  is  a 
mistake  to  think  that  he  did  not,  in  his  later  years,  keep  abreast  of 
recent  medical  thought.  I  was  surprised  to  see  how  alive  he  was 
to  every  new  issue,  even  to  the  end  of  his  life.  His  forte  was  ac- 
tion, not  meditation.  He  was  essentially  a  practitioner.  Just 
where  some  of  the  best-equipped  fail,  he  was  conspicuously  suc- 
cessful. His  superb  presence,  wonderful  tact,  tender  sympa- 
thetic nature  were  irresistible.  He  was  a  physician  "of  the  old 
school"  (would  that  the  type  were  not  becoming  extinct!)  who  did 
not  sacrifice  sympathy  to  science.  As  he  grew  older,  he  grew  more 
tender.  The  gentle  courtesy  which  marked  his  bearing  toward 
his  patients  was  not  extended  to  the  rich  alone.  I  once  saw  him 
bend  over  and  kiss  upon  her  forehead  a  poor  woman  in  the  hospital 
who  had  just  undergone  a  severe  operation.  The  act  was  impulsive, 
spontaneous.  Many  would  have  smiled  at  it  as  an  evidence  of  sen- 
timentality or  the  weakness  of  age.  To  me  it  was  inexpressibly 
touching.  It  was  a  brief,  lightning-like  glimpse  into  the  recesses 
of  a  great  souL     A  Victor  Hugo  would  have  immortalized  it.  What 


Editorial. 


wonder  that  his  patients  idolized  such  a  man — that  their  respect  for 
the  eminent  physician  was  blended  with  their  love  for  the  sympa- 
thizing friend  !  Need  we  seek  further  for  a  clew  to  the  secret  of  his 
power  of  inspiring  confidence? 

As  a  consultant,  Dr.  Barker  was  dignified,  impressive,  but  never 
pedantic.  Punctilious  with  regard  to  the  unwritten,  as  well  as  the 
written,  code  of  medical  etiquette,  he  was  helpful  and  encouraging, 
never  overbearing,  with  his  younger  brethren.  They  gathered  sup- 
port, not  discouragement,  from  his  presence.  It  was  as  a  friend  and 
father,  rather  than  as  a  teacher,  that  he  met  us.  He  did  not  lightly 
regard  our  opinions.  He.  whose  heart  was  ever  young,  did  not 
under-estimate  the  energy  of  youth.  "The  spurns  that  patient 
merit  of  the  unworthy  takes,"  the  restless  struggles  of  the  ambitious 
soul,  beating  vainly  against  the  bars  of  its  narrow  cage,  our  hopes, 
our  fears,  our  disappointments — all  these  he  understood,  and  with 
all  he  sympathized. 

How  much  weight  his  opinion  carried  with  the  general  public 
is  well  known,  not  alone  because  of  the  eminent  patients  whom  he 
attended,  but  because  he  was  recognized  as  a  man  of  broad  general 
culture,  who  represented  the  highest  type  of  the  profession.  The 
publicity  given  to  his  opinions  carried  with  it  none  of  that  suspicion 
of  love  of  notoriety  from  which  every  right-minded,  sensitive  phy- 
sician shrinks. 

There  are  few  men  in  the  profession  who  were  so  besieged  with 
requests  for  light  upon  obscure  cases.  He  was  constantly  in  receipt 
of  letters  from  all  parts  of  the  country,  from  physicians  who  knew 
him  only  by  reputation,  asking  for  advice.  He  did  not,  as  most 
would  do,  throw  them  into  the  waste-basket,  but  always  read  them 
carefully  and  replied  promptly,  sometimes  at  considerable  length.  The 
writers  had  no  claim  upon  him,  but  could  always  be  sure  of  a  cour- 
teous answer.  From  his  broad  catholic  point  of  view  to  every  mem- 
ber of  the  profession,  however  obscure,  it  was  a  duty,  as  well  as  a 
privilege,  to  extend  a  helping  hand. 

Concerning  his  personal  traits,  one  could  write  a  volume  and 
not  exhaust  the  theme.  I  feel  how  little  I  can  do  justice  to 
it.  One  carried  away  from  a  single  interview  the  most  de- 
lightful impression  of  his  kindly  nature,  yet  only  those  who 
met  him  often  and  intimately  could  rightly  appreciate  his  beau- 
tiful character.  He  was  the  most  accessible  of  men,  always 
ready  to  assist  one  whom  he  believed  to  be  worthy,  yet  not  to  be 
imposed  upon.  He  was  quick  to  detect  the  ring  of  false  metal,  and 
was  not  to  be  moved  by  flattery,  through  which  the  strongest  minds 


n6 


Editorial. 


are  often  influenced.  A  recommendation  from  Barker  was  all-pow- 
erful. When  he  had  once  determined  to  assist  a  man,  he  was  never 
lukewarm.  How  many  of  us  in  New  York  owe  their  success  to 
his  earnest  advocacy !  It  seemed  an  actual  pleasure  to  him.  He 
counted  it  a  privilege,  not  a  burden,  to  endeavor  to  further  the  inter- 
ests of  others  ;  whether  he  would  ever  gain  anything  himself  was 
far  from  his  thoughts.  This  is  the  rarest  kind  of  assistance  ren- 
dered in  our  selfish  world,  that  leaves  no  heavy  sense  of  obligation 
to  be  repaid,  only  a  deep  and  abiding  gratitude  towards  the  helper. 
What  more  touching  than  the  affection  with  which  he  was  regarded 
by  his  professional  breth  ren  '  When  he  entered  a  society  meeting, 
every  eye  was  turned  towards  him  in  welcome,  every  ear  was 
strained  to  catch  his  words.  At  his  rare  appearances  at  a  social 
gathering  of  physicians,  he  became  at  once  the  centre  of  attraction. 
As  the  word  went  round  "Barker  has  come,"  all  crowded  to  do  him 
honor ;  none  held  aloof.  For  all  he  had  a  kindly  greeting  and  a 
warm  hand-clasp.    Alas  !  that  has  become  only  a  memory. 

Many  of  you  will  recall,  as  I  can  not,  what  he  was  in  his  prime. 
If  the  ruin  was  so  stately,  how  imposing  must  have  been  the  origi- 
nal structure !  He  presented  to  me  a  picture  of  an  enviable  old 
age — serene,  unembittered,  at  peace  with  all  mankind.  A  harsh, 
unkind  expression  I  never  heard  him  apply  to  any  one  of  his  pro- 
fessional brethren,  even  though  he  had  been  deeply  injured  by 
him.  Envy  and  jealousy,  carping  criticism,  hasty  judgment — above 
all  these  he  had  risen,  if  he  ever  lived  in  such  shadows,  into  the 
pure  atmosphere  of  universal  charity.  Sad,  indeed,  is  the  truth  that 
ktThey  whose  hearts  are  dry  as  summer's  dust 
Burn  to  the  socket." 

His  was  a  happier  fate.  Having  tasted  to  the  full  the  sweets  of 
success,  with  a  pure,  unsullied  name  and  a  consciousness  of  having 
added  to  the  sum  of  human  knowledge  and  ministered  to  thousands 
of  sufferers,  he  could  ill  have  borne  the  burden  of  increasing  infirmi- 
ties, had  he  not  been  cheered  by  the  thought  that  he  had  outgrown 
all  enmities  and  was  beloved  of  all  men.  The  years  mellowed  but 
did  not  blight  his  heart.  He  was  like  a  towering,  snow-capped 
mountain  peak,  its  base  fringed  with  green  and  pleasant  pastures. 

His  was  like  the  serene  old  age  of  Goethe,  sustained  not  by 
philosophy  alone,  but  by  "a  calm,  unfaltering  trust."  He  had 
quaffed  to  the  full  the  cup  of  prosperity,  not  unmixed  with  adver- 
sity, hut  found  no  dregs  at  the  bottom.  He  did  not  preach,  like 
the  wise  teacher,  that  "all  is  vanity,"  but  showed  that  life  was 
worth  living  up  to  the  very  end,  when  "crowned  with  honor,  love, 
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obedience,  troops  of  friends."  Better  like  him  to  spend  and  be 
spent  for  others  than  to  drag-  out  a  loveless  old  age,  wrapped  in 
the  mantle  of  one's  own  pride  and  selfishness. 

He  did  not  spare  himself — would  that  he  had !  He  might  even 
now  be  with  us,  hale  and  hearty  for  many  years  to  come.  His 
restless  activity,  his  love  of  social  joys,  taxed  to  the  utmost  his  fail- 
ing powers.  He  shrank  from  the  contemplation  of  his  infirmities, 
and  to  the  last  sought  to  continue  his  old  life.  He  could  not  be 
unemployed.  It  was  his  wish  to  "die  in  harness,"  and  it  was  ful- 
filled. Often  have  I  seen  him  on  his  daily  round  when  I  knew 
that  it  was  at  a  fearful  expenditure  of  his  scanty  stock  of  vitality. 
His  struggle  against  the  slow,  but  relentless,  approach  of  the  de- 
stroyer was  most  pathetic.  Men's  eyes  would  fill  as  they  would 
see  at  his  carriage  window  the  beloved  face  which  they  expected 
each  time  never  to  see  again.  He  was  mercifully  preserved  from 
the  fate  which  the  English  satirist  dreaded;  he  did  not  "die  at  the 
top. "  His  end  was  peaceful,  dignified  ;  with  faculties  unimpaired, 
he  died,  as  he  had  lived,  a  Christian  gentleman. 

It  is  not  for  one  of  the  younger  men  to  pass  judgment  upon  his 
literary  works  ;  his  compeers  are  better  fitted  for  that  task.  Yet  for 
us  of  the  present  generation,  reviewing  his  writings  in  the  light  of 
the  time  at  which  they  were  written,  it  is  easy  to  understand  how 
great  must  have  been  their  influence.  They  will  ever  remain  to 
us  as  models  of  elegant  literary  style,  combining  the  results  of  ripe 
experience  with  rare  judgment  and  fearless  expression  of  opinion. 
Few  American  medical  writers,  even  though  much  more  prolific, 
have  exercised  such  an  influence  abroad.  Barker  was,  like  Sims, 
cosmopolitan.  Even  more  than  the  latter  he  broke  down  the  bar- 
riers of  English  conservatism,  and  in  winning  honor  for  himself, 
won  it  also  for  his  countrymen.  He  was  to  American  medicine 
what  Lowell  was  to  literature — the  representative  of  its  best  intel- 
lectual culture.  Like  Lowell,  he  was  many-sided,  not  profound, 
but  one  who  entered  into  every  phase  of  human  nature.  Both- 
were  aristocratic  in  their  tastes  and  associations,  but  thoroughly 
democratic  and  American  at  the  core.  Both  had  stood  before 
kings,  yet  they  were  of  the  people.  The  last  affectionate  tribute 
of  Holmes  to  his  lost  friend  is  singularly  applicable  to  his  beloved 
medical  brother  : 

"Fit  for  the  loftiest  or  the  lowliest  lot, 

Self-poised,  imperial,  yet  of  simplest  ways; 
At  home  alike  in  castle  or  in  cot, 

True  to  his  aim,  let  others  blame  or  praise." 
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What  shall  we  answer  in  after  years  when  we  are  asked  the 
secret  of  Barker's  influence,  why  he  was  so  loved  and  honored? 
Can  we  by  any  cold  analysis  of  his  character  render  it  intelligible? 
We  may  describe  his  striking  personality,  his  intense  vitality,  his 
charming  social  qualities ;  we  may  tell  of  his  broad  culture,  his 
vigorous  intellect,  his  unequaled  knowledge  of  men — but,  with  all 
these,  he  would  still  not  have  been  one  the  fragrance  of  whose 
memory  will  linger  with  us  after  other  names  have  been  forgotten. 
It  was  his  great,  warm  heart  which  kept  in  touch  with  the  heart 
of  humanity. 

Of  my  personal  relations  with  Dr.  Barker  I  cannot  trust  myself 
to  speak,  nor  would  it  be  fitting  to  do  so  here.  It  was  only  because 
he  had  felt  the  charm  of  daily  intercourse  with  his  great  master 
that  Pha'do  could  say  of  the  strange  old  Attic  philosopher  :  "This 
was  a  man,  the  best  of  all  his  time  that  we  have  known  ;  and, 
moreover,  the  most  wise  and  just.  " 

One  evening  in  the  early  summer  I  sat  with  him  in  his  favorite 
nook  in  the  dining-room.  He  reclined  on  the  old  familiar  sofa,  and 
though  weak  and  suffering  in  body,  his  mind  was  as  keen  and 
active  as  ever.  He  asked  eagerly  for  the  latest  news  in  the  medi- 
cal world,  being  most  interested,  as  was  his  wont,  in  the  progress 
of  one  and  another  of  the  young  men.  Seeing  that  he  was  growr- 
ing  weary,  I  rose  to  take  my  leave,  when,  with  that  fine  old-school 
courtesy  which  became  him  so  gracefully,  he  insisted  on  accom- 
panying me  to  the  head  of  the  stairs,  refusing  (as  he  invariably 
did)  the  offer  of  my  arm  to  assist  his  steps.  As  I  descended 
the  stairs,  I  turned  and  looked  at  him  standing  there,  the  declining 
light  resting  upon  that  kingly  head  and  softly  touching  the  kindly 
face.  Ah  !  how  often  his  halls  had  echoed  to  the  departing  foot- 
steps of  a  throng  of  guests  who  had  enjoyed  his  charming  hospi- 
tality. Was  it  a  premonition,  the  sadness  that  came  over  me  as  I 
uttered  what  was  to  be  my  last  farewell?  A  few  days  later  I  sat 
before  the  empty  chair  in  his  office,  by  the  well-worn  desk.  There 
were  his  pen  as  he  had  laid  it  down,  his  unopened  letters — elo- 
quent of  his  presence — but,  alas!  these  only  deepened  the  unutter- 
able feeling  of  loneliness  which  crept  over  me  as  I  tried  to  realize 
that  he  would  return  no  more;  for  "he  whose  heart  was  as  that 
of  a  little  child'"  had  entered  the  Kingdom  of  Heaven. 
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ANNOUNCEMENTS  TO  SUBSCRIBERS. 

In  our  next  number  will  appear  an  electrotype  of  Dr.  John 
Byrne,  in  the  series  of  "Eminent  Living  Gynaecologists  and  Ob- 
stetricians of  America/'  with  a  short  sketch  of  his  life  and  works. 
This  series  we  inaugurate  with  the  present  number,  in  which  we 
offer  our  readers  an  excellent  and  speaking  portrait  of  Dr.  T.  Gail- 
'lard  Thomas. 

In  the  January  number,  we  will  also  offer  original  papers  by 
Dr.  Thbmas,  Dr.  Polk,  Dr.  Robb,  Dr.  Locke,  Dr.  Cole,  Dr.  McGin- 
nis  and  others. 


RECENT  PUBLICATIONS  UPON  GYNAECOLOGY  AND 
OBSTETRICS. 

Guide  pratique  d'accouchement.  Bureau  le  Dr.,.  Conduite  a  tenir  pendant  la  grossesse,  l'accouche- 
ment  et  les  suites  de  couches.    In-12.    Societie  d  'editions  scienti/iqites. 

Differences  in  the  Nervous  Organization  of  Man  and  Woman,  Physiological  and  Pathological.  Camp- 
bell, H.    8vo.    H.  A".  Lewis. 

A  Short  Manual  for  Monthly  Nurses.  Collingworth,  C.  J.  3d  edition,  revised  by  M.  A.  Atkinson. 
i2mo  .  pp.  96.  Churchill. 

On  Painful  Menstruation  :  The  Harveian  Lectures.  1890.    Champneys,  F.  H.    Roy.  8vo.  Lewis. 

Destruction  Totale  de  l'uretre  chez  la  Femme  :  Causes  et  Traitement.  Froeliche  (le  Dr.  Rene'. 
In-8.    Mass  on. 

Die  Behandlung  der  Hysterie,  der  Neurasthenie  u.  ahnlicher  Allgemeiner  Functioneller  Neurosen. 

Hoist,  V.    3.  Aufl.    Stuttgart,  F.  Enke. 
Compendium  der  Frauenheilkunde  f.  Studirende.    Hirschfeld,  L.    Leipzig,  G.  Thieme. 
Practical  Manual  of  Diseases  of  Women  and  Uterine  Therapeutics.  Jones,  H.  M.    5th  edition.  Cr. 

8vo.t  pp.  702.  Balliere. 

A  Practical  Text-Book  of  the  Diseases  of  Women.  Lewers,  A.  H.  N.  3d  edition.  With  146  illus- 
trations.   Cr.  8vo.,  pp.  476.    //.  K.  Lezvis. 

Ub.  P^eudo-interligamentose  Eierstocksgeschwiilste.  Pawlik,  K.  Ein  Beitrage  zur  Lehre  v.  den 
Entziindgn.  d.  Beckenbauchfelles.    Weill,  J.  Sa/ar. 

The  Proclivity  of  Women  to  Cancerous  Diseases  and  to  certain  Benign  Tumors.  Snow,  H.  Being 
the  Substance  of  a  Lecture  Delivered  at  the  Cancer  Hospital  on  February  6,  1891.  With  Ap- 
pendix on  Heredity  as  a  Cause  of  Cancer.    8vo..  pp.  58.  Churchill. 

Beitrage  zur  Casuistik,  Prognose  u.  Therapie  der  Extrauterm-Schwangerschaft.  Schauta.  Prag, 
7-  G.  Calve. 

Gynakologische  Diagnostik.    Veit.J.    2.  Aufl.    Stuttgart,  F.  Enke. 
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TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRI- 
CAL SOCIETY. 

Stated  Meeting,  October  20,  1 891. 

The  President,  Joseph  E.  Janvrin,  M.  D.,  in  the  Chair. 

Permanganate  of  Potash  and  Oxalic  Acid  as  an  Antiseptic. 

Dr.  Malcolm  McLean  referred  to  the  fact  that  at  Johns-Hopkins 
Hospital,  Baltimore,  Dr.  Welch  and  the  surgical  staff  had  found 
permanganate  of  potash,  in  combination  with  oxalic  acid,  superior 
to  bichloride  of  mercury  and  other  agents  as  an  antiseptic.  The 
scrapings  from  the  nails,  etc.,  taken  after  washing  the  hands  in  any 
one  of  the  various  antiseptic  solutions,  developed  under  the  culture 
process  numerous  germs,  except  in  the  case  where  a  solution  of 
permanganate  of  potash  and  oxalic  acid  had  been  employed,  prov- 
ing this  agent  to  be  superior  to  all  other  germicides.  But  a  serious 
objection  to  the  permanganate  solution  was  that  it  stained  the  hands 
a  yellowish  brown,  which  it  was  difficult  to  remove.  By  experiment 
he  had  lately  demonstrated  that  this  staining  was  overcome  by 
using  three  solutions,  composed  of  twenty  parts  of  permanganate 
of  potash  to  one  hundred,  one  part  of  hyposulphite  of  soda  to  sixteen, 
and  one  part  of  oxalic  acid  to  thirty-two. 

The  hands  thoroughly  cleaned  to  be  immersed  for  two  minutes 
in  Solution  No.  1  : 

Permanganate  of  Potash,       -  5  parts. 

Water,       -  100  " 

M. 

After  rinsing  the  hands  in  clear  water,  immersing  them  for  a 
minute  in  Solution  No.  2: 

Hyposulphite  of  Soda.  1  ounce. 

Water,  _____  1  pint. 

M. 

While  immersing  the  hands  in  No.  2  Solution,  add  to  it  Solution 
No.  3: 

Oxalic  Acid,  \  ounce. 

Water,  _____  1  pint. 

M. 

This  causes  a  double  chemical  combination,  whereby  a  sodium 
oxalate  and  a  sulphur  dioxide  are  produced  which  have  powerful 
bleaching  and  antiseptic  properties. 
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The  stain  of  the  permanganate  solution  is  instantly  removed 
from  the  skin  and  finger  nails,  and  after  rinsing  the  hands  in  steril- 
ized water  they  are  ready  to  go  into  the  peritonaeum. 

Permanganate  of  Potassa  has  been  used  somewhat  similarly  for 
the  bleaching  of  sponges ;  but  the  above  is  a  reliable  antiseptic 
preparation  for  the  hands. 

Encysted  Dropsy  of  the  Peritonaeum  with  Papilloma.     Dr.  McLean 
presented  the  specimen  and  read  the  history  of  the  case. 

Mrs.  J.  S..  thirty-seven:  M. :  nullipara.  Has  history  of  syphilitic 
infection  by  her  husband  years  ago.  About  eighteen  months  ago 
she  noticed  a  ••swelling''  in  the  left  side  of  the  abdomen,  low  down, 
accompanied  by  very  little  pains.  On  consulting  physicians,  she 
was  advised  to  have  an  operation  done  for  its  removal,  but  refused. 

I  first  saw  her  in  July  last.  She  was  enormously  enlarged, 
being  much  more  distended  than  a  woman  at  full  term  with  twins. 
The  feet  and  legs  were  Oedematous  and  the  respiration  embarrassed. 
Urine  normal.  Her  general  condition  was  bad.  Percussion  over  the 
abdomen  gave  dulness,  with  fluctuation  everywhere,  without  any 
resonant  zone.  Vaginal  examination  showed  the  uterine  cervix 
very  high  up  and  fixed,  the  whole  roof  of  the  pelvis  being  stiff  and 
thick.  On  the  left  side  it  felt  as  if  there  might  be  a  solid  tumor,  but 
it  was  not  distinct.  Circumstances  made  it  necessary  to  defer 
operation.,  so  I  tapped  midway  between  the  umbilicus  and  pelvis. 
An  enormous  amount  of  clear,  coffee-colored  fluid  was  removed, 
and  when  the  abdomen  was  collapsed  a  distinct  semi-solid  globular 
mass  could  be  distinguished  in  the  left  ovarian  region — being  about 
as  large  as  a  cocoanut. 

The  patient  rapidly  improved  in  health  and  had  no  unpleasant 
symptoms,  except  re-accumulation  of  fluid  in  the  abdomen.  This 
went  on  until  Saturday.  October  17th.  when  I  made  the  usual  ab- 
dominal section.  Coming  down  upon  a  thick  peritonaeum,  this  was 
readily  opened  and  I  was  surprised  to  find  a  tense  sac-wall,  having 
most  of  the  characteristics  of  an  ovarian  cyst,  presenting,  though 
firmly  adherent  on  all  sides. 

After  vain  attempts  to  define  the  attachments  and  to  separate 
the  adhesions.  I  concluded  I  had  encysted  peritoneal  dropsy  and 
opened  the  sac.  This  gave  exit  to  fifty-two  pounds  of  straw-col- 
ored fluid.  Exploring  the  cavity  I  found  apparently  a  second  cyst 
protruding  into  it.  This  I  incised  and  emptied  through  the  first 
cavity.  On  exploring  the  deeper  ••cyst,"  I  found  I  was  down  upon 
the  pelvic  viscera  which  were  included  within  its  walls.    The  uterus 
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with  its  Fallopian  tubes  and  the  bladder  were  pushed  up  above  the 
pelvis.  Posterior  to  the  uterus,  and  as  though  sessile  from  the  peri- 
toneal surface  of  Douglas'  cid-de-sac,  was  a  large  mass  of  papil- 
lomatous growth  tilling  the  rest  of  the  pelvis.  The  ovaries  could 
not  be  distinguished. 

I  gouged  off  as  much  of  the  mass  as  I  could  and  carefully 
washed  out  all  debris.  I  left  a  mass  as  large  as  an  apple  immov- 
ably adherent  in  the  posterior  pelvic  space.  Putting  in  a  good 
sized  glass  drainage  tube,  I  trimmed  up  the  injured  edges  of  peri- 
tonaeum and  closed  the  rest  of  the  wound  with  silk  sutures. 

The  patient  suffered  no  shock  and  has  progressed  comfortably 
up  to  the  time  of  this  report. 

Wooden  Rod  Removed  from  the  Vagina  and  Peritoneal  Cavity.  Dr. 
George  M.  Edebohls  presented  the  specimen,  which  was  ac- 
companied by  a  written  history. 

Widow,  a?t.  sixty-three.  The  rod  was  circular,  one  and  one- 
quarter  centimetres  in  diameter,  twenty-eight  and  one-half  centi- 
metres long,  with  one  end  nicely  rounded  and  the  other  pointed 
and  jagged  as  the  result  of  fracture.  Into  the  rod,  at  various  parts 
along  its  length,  four  little  iron  staples  were  nailed,  each  projecting 
five-eighths  of  a  centimetre.  Two  of  these  staples  had  each  another 
like  staple  hanging  free  within  it. 

The  rod,  as  above  described,  gained  entrance  into  the  vagina  and 
peritoneal  cavity  in  the  following  manner:  Mrs.  C.  B. ,  on  October 
7th,  1 89 1,  attempted  to  reach  her  rooms  by  climbing  through  a 
window.  In  so  doing,  she  slipped  and  fell  into  the  basement  area, 
a  depth  of  about  ten  feet.  In  her  descent  she  struck  the  basement 
blind,  which  was  half-way  open,  demolishing  it  and  wrenching  it 
from  its  fastenings.  The  upper  end  of  the  rod  which  moves  the 
slats  of  the  blind  penetrated  the  vagina  and  then  broke  off  a  little 
outside  of  the  vulva. 

The  woman  arose,  and  with  the  rod  in  situ,  walked  through  the 
area  of  the  adjoining  house  and  thus  reached  her  rooms,  where  she 
was  seen  a  half  hour  afterward  by  Dr.  P.  T.  Leyendecker.  Dr.  Ley- 
endecker  attempted  to  remove  the  stick  by  moderate  traction  upon 
the  end  projecting  from  the  vulva,  but  failing  in  this  asked  for  help 
and  Dr.  Edebohls  was  summoned. 

On  examination  of  the  fragments  of  the  blind  it  was  ascertained 
that  a  piece  twenty-eight  and  one-half  centimetres  long  of  the  rod 
w  as  missing.  After  careful  disinfection  of  the  vagina  it  was  found 
that  the  rod  had  passed  through  the  vagina  without  injuring  its 
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walls,  had  pierced  the  anterior  vault  immediately  in  front  of  the 
cervix  and  had  traversed  the  peritoneal  cavity  to  the  vicinity  of  the 
umbilicus,  where  its  end  could  be  plainly  felt.  Seventeen  centi- 
metres of  the  rod  were  in  the  peritoneal  cavity,  eleven  centimetres 
in  the  vagina  and  projecting  from  the  vulva.  Before  removing  the 
rod.  a  catheter  was  passed  into  the  bladder  and  a  small  quantity  of 
clear  urine,  without  any  trace  of  blood,  was  withdrawn. 

Careful  search  with  the  catheter  failed  to  rind  any  opening 
through  which  the  stick  could  be  touched.  In  withdrawing  the 
stick  some  difficulty  was  experienced  on  account  of  the  projecting 
staples  catching  upon  the  lips  of  the  peritoneal  wound.  After  with- 
drawal of  the  rod  the  index  finger,  carefully  disinfected,  was  passed 
through  the  opening  in  the  vaginal  vault  into  the  peritoneal  cavity, 
plainly  distinguishing  the  intestines.  With  the  ringer  in  the  wound 
a  second  examination  of  the  bladder  was  made  by  passing  the  ca- 
theter. The  finger  and  catheter  could  not  be  made  to  touch  each 
other  after  thorough  and  prolonged  trial  and  perforation  of  the  vesi- 
cal walls  was  thus  excluded.  The  rod  had  pushed  its  way  upward 
between  uterus  and  bladder,  separating  them  without  wounding  the 
latter,  as  the  further  progress  of  the  case  demonstrated.  As  the 
blunt  end  of  the  rod  had  entered,  passing  closely  along  the  posterior 
face  of  the  anterior  abdominal  wall,  it  was  considered  probable 
that  the  intestines  had  managed  to  elude  injury.  Moreover,  neither 
the  withdrawn  rod  nor  the  linger  introduced  and  kept  for  some  min- 
utes in  the  peritoneal  cavity  suggested  to  either  eye  or  nose  contact 
with  intestinal  contents. 

The  question  of  laparotomy  came  up  and  was  duly  considered. 
The  age  of  the  patient,  the  unfavorable  surroundings,  the  absence 
of  indications  of  internal  haemorrhage,  the  positive  exclusion  of 
injury  to  the  bladder,  and  the  very  great  probability  that  the  intes- 
tines had  escaped  damage  led  us  to  decide  against  operation. 

A  strip  of  iodoform  gauze  was  carried  into  the  wound  in  the 
vaginal  vault  and  the  vagina  itself  was  loosely  packed  with  the 
same  material.  A  retention  catheter  was  kept  in  the  bladder  for 
twenty-four  hours.  Acute  peritonitis — contact  infection  from  the 
rod — developed  twelve  hours  later  and  the  patient  died  sixty  hours 
after  receipt  of  the  injur}'.  A  post-mortem  exploration  was  not  per- 
mitted. 

One  fact  in  the  case  particularly  arrested  my  attention.  We  all 
know  what  care  is  required,  and  how  difficult  it  sometimes  is.  in 
performing  vaginal  hysterectomy,  to  open  the  peritonaeum  from 
the  anterior  vaginal  fornix  without  wounding  the  bladder.    Vet  this 
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blunt  rod  of  wood  had  forced  its  way  from  the  vagina  to  the  peri- 
toneal cavity,  passing  between  and  separating  uterus  and  bladder 
without  tearing  the  latter  viscus. 

Two  Xew  Intra- Uterine  Electrodes. 

Dr.  E.  L.  H.  McGinnis  presented  these  two  new  instruments 
which  are  intended  to  be  used  in  place  of  the  intra-uterine  electrodes 
of  platinum,  which  have  increased  so  enormously  in  price  recently 
that  few  care  to  buy  them  unless  they  do  a  great  deal  of  electro- 
therapeutical  work.  The  first  consists  of  the  usual  insulated  stem 
while  the  tip  is  made  of  pure  block  tin,  which  is  flexible,  clean,  and 
may  be  used  safely,  with  currents  of  moderate  strength.  I  have 
used  this  one  with  a  current  of  eighty-five  milliamperes  perfectly 
satisfactorily,  and  I  am  told  by  the  Waite  k  Bartlett  Company,  who 
make  them,  they  will  guarantee  them  up  to  150  milliamperes.  The 
insulated  stem  may  also  be  bent  to  any  curve  by  warming  it  either 
over  a  flame  or  in  hot  water.  The  other  instrument  differs  from 
the  first  only  in  the  tip,  which  is  of  another  shape  and  may  be  un- 
screwed, and  one  of  a  larger  or  smaller  calibre  substituted,  thereby 
taking  the  place  of  the  carbon-tipped  electrode  of  Apostoli.  It> 
advantages  are  : — that  one  stem  may  be  used  by  many  sizes  of  tips, 
thereby  saving  expense;  that  it  may  be  bent  to  enter  almost  any 
canal:  that  it  is  not  brittle,  especially  if  warmed;  and  that,  although 
a  cheap  instrument,  it  has,  so  far,  answered  its  purpose  satisfactor- 
ily, with  mild  and  moderate  currents. 

Dr.  H.  T.  Hanks  said  he  had  used  the  smaller  electrode  with  the 
long  tip,  and  owing  to  its  flexibility  had  found  it  very  convenient. 
He  had  found  this  objection  to  it,  however,  that  it  broke  off  readily 
at  the  thread  joining  it  to  the  insulated  portion.  If  the  whole  elec- 
trode were  made  of  the  same  material,  insulated  up  to  the  point 
desired,  instead  of  being  composed  of  two  pieces,  he  thought  it 
would  be  better. 

Dr.  McGinnis  said  he  was  having  an  electrode  made  in  the  man- 
ner just  suggested  by  Dr.  Hanks. 

Dr.  A.  H.  Goelet  thought  there  might  be  danger  of  the  short 
electrode  coming  off  the  handle  while  in  the  uterine  cavity,  and 
to  avoid  this  possible  accident  he  suggested  soldering  it  to  the  han- 
dle, instead  of  using  one  universal  handle  for  all  tips. 

Tubal  Preg?ian<y — Intra-Peritoneal  Rupture — Laparotomy — Recov- 
ery. Thirteenth  case.  Dr.  G.  M.  Tuttle  presented  the  speci- 
men, accompanied  by  written  history. 
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Annie  M. ;  brought  to  Roosevelt  Hospital  at  4  a.m.,  October  19th, 
1S91:  aet.  twenty-eight  years:  married  nine  years:  three  children; 
first,  still-born:  second,  a  cross-birth:  last  labor,  three  years  ago. 
Two  years  ago  had  uterine  haemorrhage  for  six  weeks  and  trachel- 
orrhaphy was  done.  Since  that  time  menstruation  has  been 
regular. 

Last  regular  and  normal  flow  was  two  months  ago.  Skipped 
one  period  and  two  weeks  later  saw  a  single  "spot"  of  blood:  no 
further  flow  until  six  days  ago,  when  there  was  again  a  slight  stain. 
Last  Friday  and  Saturday  there  was  a  free  metrostasis.  One  month 
ago  noticed  that  breasts  were  enlarged  and  tender.  At  same  time 
began  to  suffer  with  a  dull  pain  in  the  left  iliac  region,  at  first  inter- 
mittent and  later  almost  constant  and  of  increasing  severity. 

Yesterday,  Sunday,  morning,  while  riding  in  a  street  car.  had  a 
sudden  agonizing,  tearing  pain  in  left  iliac  region,  and  fainted  for 
the  first  time  in  her  life.  Began  vomiting  as  soon  as  consciousness 
returned  and  has  vomited  almost  constantly  ever  since.  Pain  has 
become  almost  intolerable  and  is  general  over  abdomen. 

On  admission,  pulse  145,  very  soft  and  compressible:  temp.  970  F. 
in  mouth.  Tongue  pale  and  very  dry.  Face  blanched;  lips  pale  blue. 
Expression  anxious,  though  eyes  are  dull  and  pupils  are  contracted. 
The  patient  is  a  very  stout  woman,  weighing  some  180  lbs.  Breasts 
large,  but  no  fluid  can  be  expressed.  Abdomen  very  protuberent,  and 
the  percussion  note  is  tympanitic  above  and  dull,  almost  flat,  at  the 
flanks  and  in  iliac  and  hypogastric  regions.  Excessive  sensitiveness 
to  slightest  touch.  Per  vaginam :  the  cervix  is  found  enlarged,  soft 
and  patulous,  and  there  is  a  moderate  dark,  bloody  discharge.  Uterus 
cannot  be  mapped  out  by  bimanual  examination  on  account  of  the 
tympanitic  distention  and  great  sensitiveness  of  the  abdomen. 
Whole  vaginal  vault,  especially  posteriorly,  feels  boggy  and  resist- 
ant, but  no  mass  can  be  defined.     Examination  gives  great  pain. 

Diagnosis:    Ruptured  tubal  pregnancy. 

Date  of  Rupture :    About  eighth  week. 

Direction  of  Rupture :  Intra-peritoneal. 

Indication  for  Operation :    Continuing  internal  haemorrhage. 

Operation. — October  19th,  at  6  a.m.  Peritonaeum  dark  blue,  and 
pouching  into  abdominal  incision.  On  nicking  the  peritonaeum,  an 
enormous  quantity  of  dark  fluid  blood  and  several  pounds  of  soft, 
dark  clots  gushed  out.  The  left  tube  was  sought,  found  to  be  en- 
larged, and  on  being  brought  into  view  is  seen  to  be  the  site  of  rup- 
ture. Removed  with  its  ovary.  Right  tube  and  ovary  not  re- 
moved, as  they  were  normal.     Free  flushing  of  peritoneal  cavitv 
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and  glass  drain.  Patient  reacted  fairly  well  and  one  hour  later  pulse 
was  1 20  and  of  fair  force. 

October  20th,  5  p.m.  Patient  is  comfortable.  Pulse  and  tem- 
perature falling.  Tube  was  dry  and  was  removed  this  morning. 
No  vomiting  and  is  taking  milk.  No  tympanitis  and  very  little 
pain.    Voids  urine  and  has  passed  some  flatus. 

Specimen  removed. — The  left  tube  met  ovary.  Tube  is  enlarged 
and  still  retains  the  product  of  conception,  which  partly  protrudes 
through  a  large  irregular  rent  on  its  posterior  aspect  and  towards 
its  outer  end.  This  is  the  thirteenth  case  of  ectopic  pregnancy 
upon  which  I  have  operated. 

Dr.  W.  Gill  Wylie  said  that,  while  Dr.  Tuttle  had  presented  the 
history  of  the  case  without  any  remarks,  yet  he  had  brought  out  in 
private  conversation  with  him,  the  remarkable  fact  that,  in  a  short 
time,  they  had  operated  on  nineteen  cases  for  extra-uterine  preg- 
nancy at  the  Roosevelt  Hospital,  five  of  the  cases  having  come  in 
since  June.  This  showed  how  very  frequently  this  condition  oc- 
curred, and  also  what  a  systematized  clinic,  with  men  looking  out 
for  these  cases,  could  have  done  in  the  past  and  could  do  yet.  The 
specimen  presented  made  the  fact  clear  that  many  cases  operated 
upon  for  hematosalpinx,  and  even  for  pyosalpinx,  started  in  ectopic 
gestation.  But  the  general  profession  did  not  recognize  the  condi- 
tion in  the  beginning,  and  many  women  were  lost  without  having 
had  that  chance  of  life  which  an  operation  evidently  would  have 
offered. 

Dr.  Pall  F.  Munde  presented  the  following  specimens  : 
First. — Thirty-four  Distinct  Fibroid  Tumors,  removed  from  one  patient 
by  Enucleation. 


Fig.  1. 


The  patient  was  a  nullipara,  twenty-nine  years  of  age,  and  was 
operated  on  at  Dr.  Munde's  private  hospital  on  September  29th. 
The  Largest  tumor  presented  at  the  external  os,  and  after  its  removal 
by  digital  enucleation  and  traction,  the  other  thirty-three  were 
gradually  removed  by  the  same  process,  the  whole  operation  last- 
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ing  about  one  and  one-half  hours.  The  patient  made  an  entirely 
uneventful  recovery,  returning  home  on  the  twelfth  day. 

Second. — Two  Pediculated  Fibroids  and  one  Apoplectic  Ovary  removed 
by  Laparotomy. 

Patient,  virgin,  twenty-eight  years  of  age,  presented  herself  for 
severe  pelvic  pain.  On  vaginal  examination  a  hard,  movable  tumor 
of  the  size  of  an  orange  was  found  wedged  into  the  pelvic  cavity 
between  uterus  and  rectum.  On  account  of  the  pain  and  rectal 
obstruction,  its  removal  was  advised  and  performed  on  October 
14th.  Another  pediculated  fibroid  of  smaller  size,  springing  from 
the  other  horn  of  the  uterus,  was  found  on  opening  the  abdominal 
cavity. 

The  two  fibroids  were  removed  by  transfixing  and  ligating  the 
pedicles,  and  then  uniting  the  peritoneal  covering  of  the  stumps  by 
silk  sutures.  The  right  ovary,  containing  a  haematoma,  was  also 
removed,  and  the  uterus  dropped.  Recovery  has  been  uneventful, 
the  patient  to-day  (the  sixth  day)  desiring  to  go  home. 


Fig.  2. — Diagramatic.    Both  fibroids  and  right  ovary  removed. 

Third. — Tubercular  Ovaries  and  Tubes. 

Patient  forty-two  years  of  age;  nullipara.  Abdomen  enlarging 
since  about  six  months.  Free  ascites  diagnosed.  Exploratory  in- 
cision revealed  peritonaeum  in  state  of  chronic  inflammation,  intes- 
tines studded  with  small  yellow  nodules  and  flaky  excrescences, 
ovaries  and  tubes  also  showing  numerous  tubercular  deposits.  The 
ovaries  and  tubes  were  removed,  because  possibly  the  tubercular 
infection  came  through  the  vagino-uterine  canal,  and  the  abdominal 
cavity  was  copiously  irrigated  with  Thiersch's  solution.  A  glass 
drainage  tube  was  inserted,  but  removed  next  day,  as  serous  secre- 
tion had  stopped.  Recovery  so  far  uneventful.  Dr.  Munde  stated 
that  this  was  the  fifth  case  of  tubercular  peritonitis  operated  on  by 
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him.  The  other  four  all  recovered  from  the  operation,  .but  died 
soon  after,  one  from  pulmonary  tuberculosis  not  present  at  the  time 
of  the  operation,  and  the  other  three  from  a  return  of  the  ascites  and 
exhaustion.  In  one  of  the  cases  he  reopened  the  abdomen  after  the 
patient  returned  home  from  his  private  hospital  and  found  the  intes- 
tines universally  adherent,  so  that  nothing  could  be  done. 

He  was  sorry  to  say  that  his  results,  therefore,  were  not  as  en- 
couraging, from  laparotomy  for  this  indication,  as  those  of  some 
other  operators. 


Fig.  3. — Side  view. 


Fourth. — Fibrous  Tumor  of  the  Urethra. 

A  young  nullipara  came  to  his  service  at  the  Polyclinic  for  a 
small  tumor  of  the  urethra.  The  small,  hard  round  mass  here  shown 
presented  itself  at  the  meatus  urinarius,  being  situated  in  the  anteri- 
or wall  of  the  urethra.  It  was  easily  enucleated  after  splitting  the 
capsule,  and  the  wound  healed  readily,  with  catgut  sutures. 

Fibroid  in  this  locality  are  rare,  Dr.  Munde  having  never  met 
with  a  similar  case  before. 

DISCISSION  ON   I)k.  MUNBES  SPECIMENS. 

First. — Multiple  Fibroids  of  the  Uterus. 

Dr.  Wylie  asked  Dr.  Munde  whether  he  had  understood  him  cor- 
rectly, that  in  one  of  the  cases  he  had  removed  two  fibroids  and  one 
ovary,  leaving  the  other  ovary. 

Dr.  Munde  replied  in  the  affirmative;  that  the  one  ovary  was 
removed  because  diseased,  and  the  other  one  was  left  because  it 
was  healthy. 
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Dr.  Wylie  said  that,  according  to  his  experience,  he  thought  it 
would  have  been  better  to  remove  the  other  ovary  also,  because 
when  a  woman  had  one  or  more  fibroids  removed,  she  was  likely 
to  have  more  form,  which,  if  the  ovary  remained,  would  grow  and 
give  trouble  in  the  future. 

Dr.  Munde  wished  to  say  that  he  would  not  have  removed  even 
the  one  ovary  had  it  not  been  diseased.  The  object  was  not  to 
bring  on  the  menopause  in  order  to  prevent  the  growth  of  fibroids 
in  the  future.  The  body  of  the  uterus  seemed  to  contain  no  fibroids, 
and  the  patient  was  a  young  girl. 

Dr.  Hanks  requested  Dr.  Munde  to  state  how  he  tied  the  pedicle. 

Dr.  Munde  replied  that  he  transfixed  the  pedicle  in  both  cases, 
just  as  one  would  do  in  a  case  of  ovarian  tumor.  In  order  not  to 
leave  a  large  raw  surface,  he  made  a  wedge-shaped  incision  and 
sewed  the  peritoneal  surfaces  together  by  silk  sutures,  which  passed 
underneath  the  ligature  on  the  pedicle.  The  result  showed  that  the 
procedure  was  a  safe  one. 

Dr.  George  M.  Edebohls  said  his  experience  corroborated  the 
statements  made  by  Dr.  Munde  regarding  his  case  of  tubercular 
tubes  and  ovaries.  His  experience  went  to  show  that  the  results 
of  operations  in  such  cases  were  not  so  brilliant  as  one  might  have 
been  led  to  expect  from  a  perusal  of  published  cases.  He  had 
operated  upon  eight  cases  of  tubercular  ovaries,  tubes  and  perito- 
naeum; in  three  the  tubes  were  the  seat  of  tubercular  pyo-salpinx, 
and  were  removed  along  with  the  ovaries;  in  the  other  five  he 
simply  made  an  incision  and  irrigated  the  abdominal  cavity.  Lat- 
terly he  had  employed  bichloride  solution,  1-5000.  Four  of  the  cases 
had  been  treated  within  the  past  year,  and  in  them  it  was,  of  course, 
too  early  to  speak  of  permanent  results.  Of  four  operated  upon 
more  than  a  year  ago,  three  had  since  died;  one  three  months,  one 
six  months,  and  the  other  seven  or  eight  months  after  the  opera- 
tion. Generally  the  patients  die  of  secondary  tuberculosis  of  the 
lungs,  although  no  pulmonary  changes  were  evident  at  the  time  of 
the  operation. 

The  one  case  in  which  there  had  been  a  very  gratifying  result 
was  operated  upon  fifteen  months  ago.  The  woman  was  so  weak, 
apparently  moribund,  at  the  time,  that  it  was  scarcely  considered 
justifiable  to  operate  upon  her.  He  found  general  miliary  tubercu- 
losis of  the  entire  peritonaeum  and  tubes.  The  cavity  was  washed 
out  with  a  solution  of  bichloride,  and  closed  without  drainage. 
The  patient  recovered  and  to-day  was  perfectly  well,  as  far  as  he 
could  determine,  and  was  doing  all  of  her  household  work.    At  the 
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time  of  the  operation  he  was  very  much  in  doubt  whether  he  ought 
to  remove  the  tubes;  they  were  thickly  studded  with  tubercles. 
He  concluded  that  they  were  merely  participants  in  the  gen- 
eral peritoneal  tubercular  process,  and  left  them.  The  subse- 
quent course  of  the  case  justified  this  treatment.  The  tubes  had 
diminished  in  size  and  now  felt  not  much  thicker  than  normal. 

For  want,  perhaps,  of  a  better  indication,  he  had  removed  the 
tubes  where  they  contained  much  fluid  and  were  studded  with 
tubercles,  and  had  left  them  where  the  tubercles  spread  over  them 
seemed  only  a  part  of  the  general  affection  in  the  peritonaeum,  the 
tubes  not  being  a  selected  centre. 

We  would  occasionally,  he  said  in  conclusion,  obtain  a  brilliant 
result;  in  some  cases  we  might  prolong  life,  but  he  did  not  think 
the  operation  could  be  set  down  as  curative  in  as  large  a  proportion 
of  cases  as  recent  publications  might  lead  us  to  suppose. 

Dr.  C.  C.  Lee  said  that  Dr.  Edebohls'  experience  had  been  dia- 
metrically opposed  to  his  own  in  some  respects.  He  had  operated 
in  a  considerable  number  of  cases,  and  when  the  condition  was  one 
in  which  the  tubal  disease  was  secondary  to  tuberculosis  of  the  peri- 
tonaeum, or  even  where  the  tubal  disease  was  advanced,  he  had  fol- 
lowed the  operation  by  drainage,  continued  perhaps  for  two  months, 
and  the  patients  had  done  well.  He  had  some  cases  in  which  the 
operation  was  performed  four  or  five  years  ago,  or  longer,  and  the 
patients  still  remained  well.  Where  the  disease  was  in  its  incipiency, 
where  the  intra-peritoneal  fluid  might  be  considerable,  yet  the  peri- 
tonaeum itself  not  extensively  studded  with  deposits,  he  thought  the 
prognosis  was  good.  But  where  the  condition  had  advanced  to  the 
formation  of  miliary  deposits  upon  the  peritonaeum,  and  the  general 
system  seemed  to  have  become  infected,  the  prognosis,  in  his  ex- 
perience, had  been  bad.  But  where  one  could  safely  remove  the 
tubercular  organs,  and  there  was  not  extensive  studding  of  the  peri- 
tonaeum with  miliary  tubercles,  the  prognosis  was  good,  no  matter 
how  great  the  depression  of  the  general  health,  and  if  drainage  were 
maintained  a  long  time,  no  matter  how  much  fluid  there  might  be  in 
the  cavity. 

Dr.  Muxde  said  he  applied  the  drainage  where  it  was  indicated, 
but  in  his  second  case  there  was  nothing  to  drain  away  after  twenty- 
four  hours.  To  have  left  the  tube  would  simply  have  caused  irri- 
tation. 

Dr.  W.  Gill  Wylie  had  found  that  in  Cases  in  which  the  tuber- 
cular trouble  in  the  abdominal  cavity  was  general,  but  unaccom- 
panied by  suppuration  and  active  peritonitis,  there  was  usually  plenty 
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of  fluid,  and  drainage  was  easy.  But  where  there  was  peritonitis 
and  adhesions,  the  cases  did  not  drain  well.  He  had,  however, 
obtained  fair  success,  even  in  these  cases,  by  a  drainage  tube  which 
he  had  specially  devised.  The  bulb  was  egg-shaped,  the  neck  was 
half  an  inch  to  two  inches  long,  according  to  the  thickness  of  the 
abdominal  walls  through  which  it  passed.  There  was  a  flange  at 
the  top.  This  was  inserted  after  the  long  tube  was  taken  out,  and 
might  be  worn  for  weeks,  and  the  patient  allowed  to  get  up  and  go 
about  with  the  tube  in.  If  patients  could  not  be  cured  by  laparot- 
omy, in  many  cases  relief  at  least  might  be  obtained  and  life  pro- 
longed He  had  operated  on  some  cases  where  life  was  almost  ex- 
tinct, the  abdominal  walls  very  greatly  distended,  and  after  the  opera- 
tion sent  the  patients  home  relatively  well;  some  of  them  had  lived 
for  years,  and  others  had  become  apparently  well. 

Synopsis  of  a  paper  on  1 1  Ultimate  Result  of  Removal  of  the  Uterine 
Appendages. "    By  Dr.  Charles  Carroll  Lee. 

In  presenting  the  paper  of  the  evening,  Dr.  Lee  dwelt  upon  the 
interest  with  which  he  had  followed  the  discussion  of  this  subject 
a  month  ago,  on  the  occasion  of  a  paper  read  by  Dr.  Lusk,  in  Wash- 
ington. This  occurred  in  the  September  meeting  of  the  "Associa- 
tion of  American  Physicians,"  composed  mainly  of  general  practi- 
tioners and  neurologists.  The  discussion  consisted  for  the  most 
part  of  carefully  prepared  reports,  of  which  Prof.  Lusk's  address  was 
the  introductory ;  and  the  speakers  who  represented  Boston,  Phila- 
delphia, Louisville,  Cincinnati,  Glasgow,  London  and  New  York, 
dealt  with  the  after  effects  of  removal  of  the  appendages  as  affecting 
the  patient's  nervous  system,  mind  and  general  health. 

Their  unanimity  of  opinion,  while  representing  beside  an  area  of 
medical  thought,  deeply  impressed  Dr.  Lee  who  felt  that  some  de- 
fect in  the  methods  or  instructions  of  gynaecologists  in  this  matter 
must  exist  to  render  possible  such  condemnation  on  the  part  of  in- 
telligent observers.  For  an  apparently  endless  succession  of  cases 
was  cited  of  recovery  without  castration,  where  that  operation  had 
been  considered  a  necessity ;  and  of  others  where  operation  had 
been  followed  by  increased  ill  health  or  complete  nervous  breakdown. 
To  a  conscientious  gynaecologist  the  record  was  certainly  a  morti- 
fying one. 

Is  there  no  guide  or  normally  certain  index  by  which  a  clearer 
appreciation  can  be  had  of  the  cases  that  actually  need  operation, 
while  those  unsuitable  for  it  are  eliminated  ?  Certainly  there  is  if  we 
but  care  to  bear  it  in  mind.    In  general  it  may  be  asserted  that  no 
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neurotic  cases  (with  exceptions  so  few  as  to  amount  to  nothing)  are 
fit  for  this  operation;  and  this  applies  not  only  to  the  "hystero- 
neuroses,"  but  to  epileptic  cases  as  well. 

On  a  priori  grounds  we  should  legitimately  expect  an  epilepsy 
occurring  only  (or  chiefly)  at  the  menstrual  epoch  to  be  cured  by 
forcing  the  menopause  ;  and  as  castration  does  this,  castration 
should  be  the  remedy.  This  is  logically  correct,  but  clinical  experi- 
ence shows  that  such  logical  sequence  has  no  place  in  surgery. 

Beyond  a  temporary  arrest  of  the  convulsion,  the  influence  of 
castration  in  these  cases  has  been  found  quite  negative. 

Per  contra  it  is  equally  certain  that  where  extensive  structural 
change  exists  in  the  appendages,  especially  when  this  is  of  pyogenic 
origin  nothing  but  removal  of  the  diseased  tissue  cures  the  patient ; 
for  impartial  clinical  researches  equally  show  that  such  disease  of 
structure  in  these  delicate  organs  may  alter,  but  does  not  get  well. 

These  questions  only,  then,  should  occupy  our  mind  when  con- 
templating laparotomy  for  this  purpose  : 

1.  Is  removal  of  the  appendages  really  necessary  in  this  case,  or 
will  any  medical  and  hygienic  treatment  compass  the  same  end. 

2.  Will  castration,  even  if  at  first  successful,  ultimately  effect  the 
patient's  recovery  of  health  or  contribute  to  it? 

Certainly,  if  we  restrict  our  laparotomies  within  these  limits,  we 
may  confidently  court  criticism  from  any  quarter. 

And  with  equal  certainty  it  has  become  necessary  to  insist  upon 
this  for  the  eclat  of  recent  abdominal  surgery  so  affects  the  minds 
of  young  operators  that  with  the  best  intentions  they  are  apt  to  err 
on  the  side  of  too  much  operating. 

But  not  only  is  greater  accuracy  in  diagnosis  necessary  to  pro- 
tect our  art  from  disrepute ;  we  should  also  follow  up  our  operation 
cases  with  greater  care  and  persistence,  for  only  by  this  means  can 
a  final  opinion  be  reached  of  the  real  utility  or  inutility  of  removal 
of  the  uterine  appendages. 

Convinced  of  this  ten  years  ago,  Dr.  Lee  desired  at  that  time  to 
follow  up  an  operative  case  as  rigidly  as  possible  by  sending  annu- 
ally a  tabular  list  of  questions  to  which  answers  were  urgently  re- 
quested.   From  these  replies  his  present  deductions  were  drawn. 

This,  of  course,  has  been  often  ineffectual,  the  patient  changing 
her  residence  or  being  annoyed  by  the  recurrence  of  the  inquiries. 
But  in  very  many  cases  replies  have  been  received  with  more  or  less 
regularity,  so  that,  not  counting  a  mass  of  less  accurate  information, 
out  of  more  than  one  hundred  and  ten  laparotomies  done  for  this 
purpose  alone,  positive  information  of  twenty-six  (26)  cases  has 
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been  annually  received  for  from  five  to  eight  years,  as  shown  in  an 
accompanying  table.  In  this  are  tabulated  no  other  cases  of  any 
kind ;  neither  ovariotomies  nor  cases  of  Hegar's  operation,  nor  mis- 
cellaneous laparotomies  of  any  description. 

In  each  case  the  appendages  were  removed  as  thoroughly  as 
was  possible  by  Mr.  Tait's  method.  No  recent  cases  are  included; 
the  earliest  operation  having  been  done  eight  years  ago,  the  latest 
five  years  ago ;  the  information  is  complete  up  to  six  months  ago. 
The  salient  points  shown  by  the  table,  are : 

I.  ^-That  relief  of  pelvic  pain  has  come  but  slowly,  usually  after 
the  first  year  had  elapsed,  yet  completely  in  all  the  cases  where  the 
appendages  were  structurally  diseased.  In  the  neurotic  cases  it  is  in 
some  instances  still  persistent. 

II.  — The  secondary  local  effects  of  operations  have  quite  often 
seriously  affected  the  patient's  after  health.  Thus  in  six  (of  the 
twenty-six)  cases  menstruation  continued  for  periods  varying  from 
two  months  to  two  years.  In  six  cases,  also,  more  or  less  peri- 
metritis occurred  and  much  retarded  recovery,  although  leaving  no 
permanent  disability.  In  two,  acute  cystitis  and  subsequent  vesical 
catarrh  occurred  and  have  since  relapsed. 

In  one,  secondary  haemorrhage  from  an  apparent  hemorrhagic 
diathesis  followed  operation,  and  the  patient  was  only  saved  by 
transfusion.  (Another  more  recent  case,  in  October,  1887,  has  also 
required  transfusion  ;  but  this,  being  less  than  five  years  old,  has 
not  been  included  in  the  table.) 

III.  — The  remote  effects  on  the  nervous  system  and  general 
health  have  been  almost  uniformly  good  where  the  section  was  done 
for  structural  disease  of  the  appendages.  The  most  satisfactory  re- 
sults come  but  slowly,  generally  after  the  first  year.  More  than  this 
Dr.  Lee  thinks  it  is  unsafe  to  promise  in  any  case,  however  favor- 
able it  may  appear.  But  in  no  single  case  has  the  patient  become 
completely  well  where  section  was  done  for  neurotic  conditions. 
Three  cases  of  epilepsy  are  specified,  and  of  these,  two  are  still  epi- 
leptic, and  the  third  is  somewhat  feeble-minded  and  hysterical.  These, 
although  the  only  such  examples  cited  in  the  table,  form  but  a  small 
part  of  the  cases  of  like  import  which  have  gradually  passed  out  of 
the  reader's  knowledge  and  to  which  he  looks  back  with  mortifica- 
tion and  regret. 

IV.  — Little  or  nothing  can  be  reported  of  the  effect  of  the  opera- 
tion on  the  sexual  appetite,  as  few  patients  seem  willing  to  reply 
on  this  head.  The  reader  thinks  it,  however,  of  little  importance 
from  any  point  of  view. 
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V. — Finally,  as  to  the  causation  of  mental  depression  or  derange- 
ment as  a  remote  effect  of  removal  of  the  appendages  the  reader's 
opinion  was  emphatic. 

In  no  single  case  has  he  found  patients  to  lament  what  was  done 
or  exhibit  mental  depression,  except  when  discouraged  by  compli- 
cations retarding  their  recovery.  This  is  not  chargeable  to  the 
specific  operation,  but  simply  an  evidence  of  continuing  invalidism. 
The  epileptic  cases  have  continued  as  before ;  the  neurotic  subjects 
irritable,  depressed,  unhappy  and  practically  unchanged;  but  the 
patients  whose  health  was  being  mined  by  acute  or  chronic  struct- 
ural disease  of  the  appendages  almost  uniformly  improve,  mentally 
as  well  as  physically. 

Dr.  H.  T.  Hanks  said  that,  having  been  associated  with  Dr.  Lee 
at  the  Woman's  Hospital  for  ten  years,  he  could  understand  how 
difficult  it  must  have  been  to  obtain  complete  reports  from  the  many 
cases  there  operated  upon.  It  was  impossible  for  many  operators 
to  obtain  the  continued  history  of  their  cases,  especially  after  five 
years.  The  patients  themselves  were  unwilling  to  reply  to  inquiries 
because  of  a  modesty  arising  from  the  fact  of  having  changed  phy- 
sicians, as  many  of  them,  of  course,  had.  And  some  of  the  patients 
were  dead  before  the  end  of  five  years.  He  thought  the  conclusions 
arrived  at  by  the  author  would  generally  be  concurred  in  by  those 
present.  We  were  not  now  willing  to  do  laparotomy  for  certain  dis- 
eases which  it  was  common  to  operate  for  five  or  six  years  ago. 
Only  the  past  week  he  saw  Dr.  Krug  leave  one  tube  and  ovary  which 
certainly  would  have  been  removed  some  years  ago.  Dr.  Polk  had 
also  shown  laudable  conservatism  in  this  direction.  We  had  come 
to  the  day  when  it  was  not  considered  proper  to  do  laparotomy  for 
catarrhal  salpingitis,  while  on  the  other  hand  it  was  considered 
proper  in  cases  of  pyo-salpinx.  He  thought  the  pendulum  was  swing- 
ing back  to  just  where  it  ought  to  be,  and  he  hoped  it  would  go  no 
farther.  But  the  saddest  of  all  sad  things  may  have  taken  place  in 
some  of  the  sixty  cases  from  which  Dr.  Lee  had  obtained  no  report. 
For  instance,  to-day  a  woman  had  returned  to  him  on  whom  he  had 
performed  hysterorrhaphy  a  few  years  ago.  The  first  few  months 
the  case  would  have  been  pronounced  a  most  delightful  success, 
but  to-day  there  was  a  hernia  bulging  out  of  the  cicatrix  at  the  site 
of  the  abdominal  wound,  the  tumor  being  at  least  as  large  as  the 
two  fists,  and  the  uterus  had  fallen.  Altogether,  the  last  days  of 
the  woman  were  worse  than  the  first.  It  was  the  unsuccessful  cases, 
unfortunately,  which  would  not,  as  a  rule,  return  a  reply  to  one's 
inquiries. 
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Dr.  Munde  said  he  had  held  the  views  which  Dr.  Lee's  paper 
had  confirmed  for  many  years — in  fact,  ever  since  he  had  begun  to 
operate  for  disease  of  the  tubes  and  ovaries.  This  conservative 
view  of  the  subject  would  account  for  his  having  operated  in  only 
fifty-two  cases,  instead  of  several  hundred,  as  he  might  have  done. 
He  had  endeavored  to  narrow  down  the  operative  indications  as 
closely  as  possible,  consistent  with  the  best  interests  of  the  patient, 
and  with  few  exceptions  he  had  avoided  operating  where  he  could 
not  find  distinct  disease  of  the  appendages.  In  only  three  cases 
had  he  allowed  himself  to  operate  without  first  being  able,  by  phy- 
sical examination,  to  make  out  disease  in  the  tubes  and  ovaries. 
The  patients  in  those  instances  insisted  on  the  operation,  and  on 
opening  the  abdomen  actual  disease  was  found. 

His  results  had  been  like  Dr.  Lee's,  with  slight  exception.  He 
wished  to  place  himself  on  record  as  agreeing  with  what  had  been 
said  in  the  paper  regarding  removal  of  the  appendages  for  neuro- 
ses. The  indication  was  a  very  dubious  one,  one  which  he  would 
never  feel  like  acting  upon.  Had  often  refused,  but  in  four  instances 
he  had  finally  been  persuaded  to  operate.  In  three  of  the  four  there 
were  epileptiform  or  cataleptiform  seizures  which  had  persisted  a 
number  of  years.  All  four  women  were  unmarried,  and  all  four 
were  cured.  One  was  operated  upon  eight  years  ago.  She  was 
bed-ridden,  there  was  no  appreciable  disease,  except  slight  cystic 
enlargement  in  one  ovary.  Dr.  Allan  McLane  Hamilton  had  pro- 
nounced her  disease  to  be  a  sclerosis  of  the  spinal  cord.  She  began 
to  walk  as  soon  as  she  was  able  to  leave  her  bed  after  the  opera- 
tion and  had  continued  to  walk  ever  since,  while  before  she  had 
not  walked  for  eight  years.  One  patient,  aged  twenty,  had  also 
been  seen  by  Dr.  Thomas,  who  recommended  an  operation  on 
account  of  epileptiform  disease.  She  remained  under  other  physi- 
cians and  was  treated  by  galvanism,  etc.,  for  a  year,  without  bene- 
fit. Then  she  was  operated  upon  by  Dr.  Munde,  who  found  the 
ovaries  cirrhotic,  but  so  little  diseased  that  the  change  could  not  be 
detected  without  the  aid  of  the  microscope.  The  attacks  ceased 
for  six  months,  then  returned  for  a  few  months,  and  finally  disap- 
peared altogether.  When  last  heard  from  she  was  studying  as  a 
trained  nurse.  One  of  the  other  patients,  a  girl  of  twenty-two,  was 
brought  to  him  from  Pennsylvania  by  her  physician;  she  was  subject 
to  cataleptiform  attacks.  He  refused  at  first  to  operate,  but  was 
urged  on  account  of  the  fact  that  the  disease  had  lasted  several  years, 
and  that  no  treatment  had  given  relief.  The  tubes  and  ovaries  were 
found  adherent  and  the  ovaries  cirrhotic.     He  saw  the  girl  two 
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years  afterward,  and  she  was  then  so  well  that  she  also*  had  en- 
tered a  training-  school  for  nurses.  The  fourth  case  was  one  of  epi- 
leptiform and  cataleptiform  convulsions.  Six  months  after  the 
operation  her  physician  wrote  that  she  was  perfectly  well,  but  he 
was  unable  to  say  whether  she  remained  so. 

The  speaker  said  he  could  only  wish  that  it  was  possible  to  tell 
in  advance  which  of  the  neurotic  cases  were  going  to  be  benefited 
by  the  operation.  As  it  was,  the  neurotic  condition  must  be  re- 
garded as  a  very  doubtful  indication. 

In  one  of  his  cases,  after  removal  of  diseased  and  adherent 
appendages,  the  woman  suffered  from  haemorrhages,  and  on  exam- 
ination he  detected  an  enlargement  of  the  uterus,  undoubtedly  due 
to  the  development  of  a  fibroid  tumor  in  the  anterior  wall.  In 
another  case  the  patient  returned  about  a  year  after  the  operation 
on  account  of  haemorrhage  and  pain,  which  were  found  to  be  due 
to  a  fibroid  the  size  of  a  fist  in  the  anterior  wall.  The  tumor  was 
not  there  when  the  appendages  were  removed.  He  afterward  per- 
formed abdominal  hysterectomy  with  recovery.  Another  patient 
in  whom  he  found  a  fibroid  in  the  uterine  wall,  brought  a  statement 
from  Professor  Hegar  to  the  effect  that  he  had  removed  the  diseased 
tubes  and  ovaries  two  years  before,  and  at  that  time  the  uterus  was 
normal. 

Of  the  fifty-two  cases  operated  upon  by  Dr.  Munde,  two  died. 
In  six  the  menses  returned  more  or  less  frequently  afterward.  In 
fully  a  fourth  of  the  cases  the  pains  persisted  a  year  or  more  after 
the  operation,  not  meaning  thereby  the  neuroses  incident  to  the 
induced  climacteric.  The  patient  ought  always  to  be  warned  be- 
forehand of  the  liability  of  pain  persisting  'for  some  time;  that  im- 
mediate complete  recovery,  if  it  occurs,  is  the  exception  rather  than 
the  rule,  when  the  ovaries  and  tubes  are  diseased  and  adherent. 

Dr.  W.  Gill  Wylie  remarked  that  the  subject  was  such  a  broad 
one  that  it  was  with  diffidence  he  rose  to  discuss  the  paper.  Like 
the  other  speakers,  he  found  little  in  the  paper  to  differ  from.  He 
did  not  desire  to  be  personal,  but  he  found  it  difficult  not  to  be 
somewhat  so  in  discussing  this  subject,  especially  as  he  was  one  of 
the  first  in  New  York  to  take  up  the  operative  treatment  in  this  class 
of  cases.  This  paper,  and  one  read  at  the  recent  Congress  at  Wash- 
ington, were  especially  valuable  in  that  they  gave  a  basis  of  com- 
parison between  this  form  of  treatment  and  others  in  cases  of  dis- 
eased appendages. 

When  he  first  began  to  operate  the  criticisms  were  so  severe 
that  he  was  a  little  in  doubt  at  times  whether  he  was  not  doing 
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wrong,  and  this  doubt  did  not  pass  off  until  he  had  had  a  sufficient 
number  of  cases  to  be  fully  convincing.  Some  may  have  thought 
that  these  criticisms  made  him  more  rash,  but  as  a  matter  of  fact 
they  made  him  very  careful.  After  an  experience  with  laparotomy 
in  about  450  cases  of  diseased  appendages,  he  could  say  that  he 
was  more  careful  in  the  selection  of  his  cases  at  the  beginning 
than  he  was  to-day.  It  was  true  that  he  could  now  make  the  diag- 
nosis more  easily,  but  formerly  he  spent  more  time  in  arriving  at  a 
decision  whether  to  operate.  Probably  in  his  first  fourteen  cases  he 
did  not  operate  on  any  one  of  the  patients  without  having  first  kept 
her  under  observation  a  good  many  weeks,  and  sometimes  two  or 
three  years.  But  even  now  he  could  count  on  his  finger  tips  the 
number  of  cases  which'  he  had  operated  upon  on  account  of  reflex 
nervous  trouble.  He  had  never  removed  the  appendages  simply 
for  dysmenorrhcea.  and,  as  just  said,  for  nervous  troubles  only  in 
extremely  rare  cases. 

Dr.  YVylie  related  one  case  as  showing  that  there  were  some  of 
which  we  knew  little.    A  youn£  woman  was  brought  to  him  from 

J  o  o 

Poughkeepsie,  having  had  a  miscarriage  a  month  before,  following 
which  she  had  some  dragging  pains  about  the  pelvis,  and  had  be- 
come so  nervous  that  she  was  regarded  as  insane.  Dr.  YVylie 
found  the  uterus  somewhat  enlarged,  very  movable,  was  unable 
to  distinctly  make  out  any  disease  of  the  tubes  or  ovaries.  He 
dilated  the  uterus,  curetted,  and  drained,  but  the  patient  became 
no  better;  was,  in  fact,  so  insane  as  to  require  an  attendant  con- 
stantly. Dr.  Spitzka  had  seen  the  patient,  and  as  there  was  no 
disease  of  the  brain  or  nervous  system,  he  said  the  trouble  must  be 
reflex,  and  as  there  was  uterine  disease,  it  must  be  from  that.  She 
went  to  the  country  and  returned  after  several  weeks,  worse  than 
before.  Dr.  Spitzka  still  believed  the  trouble  lay  in  the  generative 
organs.  Placing  her  under  ether,  Dr.  Wylie  thought  he  could  make 
out  slight  enlargement  of  the  tubes  and  ovaries;  opened  the  belly, 
and  found  the  tubes  diseased.  There  had  been  very  little  peritoni- 
tis, except  at  the  the  end  of  the  tubes  which  had  become  closed. 
The  patient  became  almost  at  once  better,  at  the  end  of  ten  days 
was  well,  and  had  remained  well  since,  the  operation  having  been 
performed  last  summer.  Undoubtedly,  this  woman  had  been  in- 
sane !  She  entertained  all  sorts  of  delusions,  believing  that  parts  of 
her  body  were  rotten,  etc. .  yet  removal  of  the  uterine  appendages 
had  effected  a  cure.  While  it  was  evident,  therefore,  that  severe 
nervous  symptoms  were  sometimes  cured  by  removal  of  appenda- 
ges which  might  be  very  little  diseased,  yet  the  operation  should 
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certainly  not  be  recommended  in  the  case  of  young  women- with  im- 
perfect development  who  were  suffering  from  nervous  symptoms 
which  were  apt  to  accompany  that  condition. 

Out  of  all  his  cases  there  were  very  few  in  which  he  was  unable 
to  make  out  disease  by  examination  under  ether.  In  about  sev- 
enty-five or  eighty  per  cent,  there  was  pyo-salpinx.  Excluding  the 
cases  in  which  he  removed  the  appendages  for  uterine  fibroids,  he 
thought  it  was  safe  to  say  that  in  not  less  than  ninety-eight  per 
cent,  of  the  cases,  the  fimbriated  extremity  of  the  tube  was  occlud- 
ed. This  condition  was  so  common,  indeed,  that  where  it  was 
absent  it  was  a  pretty  reliable  sign  that  the  changes  present  were 
not  sufficient  to  warrant  the  removal  of  the  appendages.  He  did 
not  feel  that  there  were  many  cases  in  which  he  did  wrong  in  op- 
erating, although  not  a  few  of  his  patients  had  been  refused  an 
operation  by  other  surgeons.  The  past  two  or  three  years  probably 
ten  or  fifteen  per  cent,  of  all  his  cases  had  been  in  patients  in  whom 
the  pelvic  abscess  had  resulted  in  a  rebellious  fistula,  .  perhaps 
with  an  opening  into  the  intestine,  the  condition  being  such  that 
other  surgeons  had  refused  an  operation.  After  considerable  ex- 
perience he  had  come  to  feel  that  these  cases  could  be  operated 
upon  with  a  death  rate  little  exceeding  that  in  cases  of  simple  pyo- 
salpinx.  This  was  saying  a  good  deal,  since  in  his  last  three  hun- 
dred cases  the  mortality  had  been  only  two  or  three  per  cent.,  and 
he  had  had  a  hundred  consecutive  cases,  with  only  a  single  death. 

What  were  the  effects  on  the  woman  of  removal  of  the  tubes  and 
ovaries?  Lately  he  had  come  to  the  conclusion  that  there  were 
serious  results,  especially  in  young  women,  and  while  they  may  have 
escaped  notice  in  the  past,  they  should  receive  earnest  consideration 
in  the  future.  Remove  the  appendages  in  a  young  woman  when 
the  tubes  were  occluded  and  contained  pus,  and  there  they  demand- 
ed removal;  it  might  result  in  a  hypera^sthetic  condition  of  the  geni- 
tal organs,  such  as  was  seen  not  uncommonly  at  the  menopause. 
The  uterus  became  small  and  atrophied  and  exceedingly  hyperses- 
thetic;  the  nervous  system  was  easily  disturbed;  if  the  woman  were 
married,  intercourse  became  painful,  the  vagina  atrophied,  even  the 
external  genitals  became  sensitive;  the  mucous  membrane  tore 
readily.  These  changes  did  not  take  place  in  all  cases,  but  were 
observed  in  so  many  that  now  he  stated  the  facts  to  the  patient  be- 
fore operating,  so  that  she  might  decide  whether  to  take  the  risk; 
and  where  it  was  practical,  he  left  a  part  of  an  ovary  in  order,  in 
young  women,  not  to  bring  on  the  menopause  or  completely  unsex 
them. 
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The  fact  had  been  to  a  great  extent  overlooked,  that  in  many 
cases  there  was  not  only  disease  of  the  appendages,  but  also  of  the 
uterus.  Writers  had  seemed  almost  to  ignore  disease  of  the  uterus, 
associated  with  disease  of  the  tubes  and  ovaries.  He  was  con- 
vinced that  much  of  the  trouble  which  had  been  present  in  cases 
reported  as  not  cured  was  due  to  disease  in  the  uterus  which  had 
been  allowed  to  go  on  untreated.  By  scraping  and  draining  that 
organ,  a  cure  could  be  effected  in  many  such  cases.  If  the  uterus 
were  retroflexed  or  retroverted,  or  in  any  way  badly  diseased,  it  would 
be  unsafe  in  removing  the  diseased  appendages  to  allow  any  portion 
of  the  ovary  to  remain  to  keep  up  menstruation.  But  where  the 
uterus  was  healthy,  he  would  advise,  in  operating  on  young  wo- 
men, to  leave  a  portion  of  the  ovary:  this  would  keep  up  menstrua- 
tion and  prevent  atrophy. 

Dr.  William  M.  Polk  thought  the  fact  that  Dr.  Lee  had  been 
able  to  trace  the  histories  of  thirty-six  cases  beyond  the  fifth  year 
was  a  remarkable  one.  and  should  be  an  encouragement  to  other 
operators  to  do  likewise.  While  he  had  not  had  equal  success  in 
following  up  his  cases,  yet  as  far  as  his  observations  had  gone  they 
were  similar  to  those  of  the  author.  The  whole  question  was,  even 
at  the  present  time,  in  a  somewhat  chaotic  state,  for  the  reason  that 
the  exact  indications  for  the  removal  of  the  uterine  appendages  had 
not  been  fully  agreed  upon  by  all  gynaecologists.  At  the  same 
time,  they  stood  on  the  ground  which  Dr.  Lee  had  marked  out, 
namely,  that  only  such  cases  should  be  urged  to  an  operation  in 
which  pathological  changes  were  unquestionable.  Still,  such 
changes  might  be  evident  to  the  eye  when  they  could  not  be  felt 
by  bimanual  palpation.  Hence  the  need  for  exploratory  incision. 
All  those  who  had  advocated  laparotomy  for  what  had  once  been 
spoken  of  commonly  as  pelvic  cellulitis,  had  been  compelled  to  bear 
the  brunt  of  a  certain  amount  of  abuse,  and  could  sympathize  with 
the  feelings  expressed  by  Dr.  Wylie.  At  the  same  time,  they  had 
proven  themselves  strong  enough  to  stand  it,  and  having  stood  it, 
could  now  rejoice,  as  time  showed  that  they  were  on  the  right 
track. 

When  this  question  thrust  itself  upon  them,  there  was  no  doubt 
but  what  they  were  in  great  confusion  as  between  the  operation 
undertaken  for  the  purpose  of  inducing  the  menopause  and  the 
operation  undertaken  to  relieve  the  patient  of  a  purulent  collection. 
This  confusion  was  so  great  that  for  a  long  while  the  true  indica- 
tions for  an  operation  were  not  well  marked.  His  own  observation 
had  taught  him  that  there  were  certain  patients  who,  when  brought 
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to  the  operation,  showed  a  remarkable  suceptibility  to  what  were 
called  reflexes.  They  were  neurotic  subjects,  more  sensitive  than 
other  patients;  and  in  their  case  the  results,  while  generally  good 
in  the  end,  were  a  long  time  coming.  In  the  other  class  of  cases 
he  had  found  the  immediate  results  good,  provided  the  operation 
•had  been  done  properly.  Of  course,  it  was  expected  that  where 
the  operation  was  clumsily  done  and  some  of  the  tissues  left  which 
should  have  been  removed,  the  results  would  be  bad.  But,  doubt- 
less, the  author  did  not  intend  that  the  discussion  should  refer  to 
such  cases;  that  it  should  be  limited  to  those  in  which  the  operation 
had  been  performed  in  the  proper  way. 

As  with  Dr.  Wylie,  the  question  of  age  had  presented  itself  to 
him  and  he  had  presented  it  here  more  than  once  in  the  past  two 
years.  He  was  free  to  say  that  he  had  never  been  able  to  rid  him- 
self of  the  thought  that  a  woman  should  not  be  deprived  of  the  pos- 
sibility of  pregnancy  if  it  was  possible  to  retain  them  without  the 
risk  of  life  or  of  invalidism.  The  question  of  the  effect  of  the  re- 
moval of  the  appendages  upon  young  women  was  an  extremely  inter- 
esting one.  What  Dr.  Wylie  had  said  was  entirely  in  accord  with  his 
own  observation.  Young  married  women,  as  a  rule,  did  not  do 
well.  They  were  apt  to  have  a  good  deal  of  local  irritation,  and  in 
time  were  apt  to  become  very  despondent  over  the  result  of  the 
procedure.  The  suggestions  made  by  Dr.  Wylie  with  regard  to 
subsequent  treatment  of  any  uterine  disease  also  met  with  his  ap- 
proval. In  many  such  cases  drainage  of  the  uterus  would  accom- 
plish a  great  deal  toward  relieving  the  symptoms.  He  had  referred 
to  the  same  subject  in  a  paper  a  few  years  ago. 

In  properly  selected  cases,  removal  of  the  tubes  and  ovaries  was 
an  entirely  justifiable  procedure.  It  might  sometimes  be  necessary 
to  make  an  exploratory  incision  before  one  could  determine  whether 
such  diseased  condition  were  present  as  would  justify  their  removal. 

Dr.  Henry  D.  Fry,  of  Washington,  an  invited  guest,  expressed 
his  interest  in  this  discussion  on  the  subject  of  the  ultimate  results 
of  removal  of  the  uterine  appendages. 

Dr.  A.  H.  Goelet  said  that  he  had  come  to  the  meeting  expressly 
to  hear  this  paper,  because  he  knew  the  question  would  be  fairly 
stated  by  Dr.  Lee.  If  other  operators  would  take  as  much  pains 
as  Dr.  Lee  had  done  to  look  up  the  results  of  their  operations,  stat- 
ing them  as  clearly  and  fairly,  he  thought  the  operation  would  be 
performed  less  frequently.  The  best  operators  were,  he  doubted 
not,  operating  less  frequently  to-day  than  they  had  done  a  few 
years  ago.     With  increased  experience,  they  saw  less  often  the  ne- 
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cessity  for  operating.  As  Dr.  Lee  had  said,  there  doubtless  were 
too  many  operators  in  the  field.  An  operation  of  this  character 
was  of  so  serious  a  nature  that  it  ought  to  be  undertaken  only  by 
an  expert.  But  judging  by  the  number  of  patients  w  ho,  subsequent 
to  the  operation,  had  come  to  him  for  relief,  he  should  say  the 
operation  was  performed  very,  very  much  too  frequently.  He 
found  that  many  patients  suffered  more  after  it  than  before.  Still, 
he  did  not  recall  having  been  consulted  by  one  of  those  patients  in 
whom  the  operation  had  been  performed  more  than  three  years 
previously,  and  it  was  possible,  therefore,  that  sufficient  time  had 
not  elapsed  to  give  them  all  of  its  advantages. 

He  thought  that  we  were  certainly  much  indebted  to  Dr.  Lee  for 
his  effort  to  narrow  the  indications  for  an  operation  down  to  a  proper 
limit. 

Dr.  Hanks  said  his  friend,  Dr.  Starr,  had  just  told  him  they  had 
had,  in  the  Hospital  for  the  Ruptured  and  Crippled,  fifty  cases  of 
ventral  hernia  in  patients  who  had  been  operated  upon  elsewhere 
for  laparotomy.  If  this  was  the  record  of  only  one  institution,  how 
great  must  be  the  a^re^ate  number  of  cases  in  which  this  accident 
had  followed  the  operation. 

Dr.  Lee,  in  closing  the  discussion,  thanked  the  gentlemen  sin- 
cerely for  the  kind  reception  which  they  had  given  his  paper.  In 
presenting  it,  his  object  had  been  to  report  incontestably  observed 
cases  extending  over  a  period  of  time  which  would  eliminate  ele- 
ments of  doubt.  He  could  have  swollen  the  number  very  consid- 
erably had  he  included  cases  with  which  he  had  had  some  corre- 
spondence, and  others  observed  for  a  less  time.  He  believed  with 
Dr.  Polk,  that  whenever  the  patient  s  symptoms  seemed  to  demand 
an  operation,  and  disease  of  the  appendages  could  not  be  clearly 
made  out  by  bimanual  palpation,  an  exploratory  incision  should  be 
made  to  clear  up  doubt.  The  case  which  Dr.  Wylie  had  narrated 
with  so  much  interest  was  really  one  of  exploratory  incision,  reveal- 
ing, as  it  turned  out,  structural  disease. 

What  he  deprecated  was  the  fact  that,  to  some  extent  through- 
out the  country,,  the  opinion  seemed  to  be  entertained  that  the  New 
York  Obstetrical  Society,  as  one  of  the  leading  exponents  of  gynae- 
cology in  America,  approved  of  ablation  of  the  uterine  appendages, 
without  definite  indication  and  positive  knowledge. 

Dr.  H.  C.  Coe  read  a  paper — In  Memoriam:    Fordyce  Barker. 
(See  page  112). 
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Stated  Meeting,  November  3d,  1891. 
The  President,  Clement  Cleveland,  M.  D. ,  in  the  Chair. 

Dr.  George  M.  Edebohls  presented  specimens  of  Abscess  of  Both 
Ovaries  and  chronic  interstitial  salpingitis,  the  tubes  being  enlarged 
on  both  sides  to  a  diameter  of  2-3  cm.  The  lumina  of  the  tubes  are 
dilated  in  proportion  and  contain  a  small  quantity  of  mucous  secre- 
tion, but  no  pus.  The  right  ovarian  abscess  measures  7  cm.,  the 
left  8  cm.  in  diameter.  The  interior  of  each  pus  sac  is  lined  by  a 
pyogenic  membrane  3  mm.  in  thickness. 

The  specimen  was  obtained  by  laparotomy  from  a  girl  of  twenty- 
throe,  who  had  been  ill  for  four  weeks  with  pains  in  back  and  pel- 
vis. On  examination  the  enlarged  tubes  and  ovaries  could  be  felt 
almost  completely  choking  the  pelvic  inlet  and  immobilizing  the 
uterus.  Pus  was  obtained  by  exploratory  puncture  on  the  right  side 
and  salpingo-oophorectomy  performed  on  October  28,  1 891.  Omen- 
tum, small  and  large  intestines,  and  the  appendix  vermiformis  were 
densely  adherent  to  the  diseased  appendages.  The  left  ovarian  ab- 
scess was  enucleated  and  removed  without  rupture;  the  abscess  of 
the  right  ovary  burst  during  manipulation  and  about  a  tablespoon- 
ful  of  pus  escaped  into  the  peritonaeum.  It  was  wiped  up  with 
sterilized  gauze,  the  abdominal  cavity  flushed,  dried  with  gauze, 
and  closed  without  drainage.     Recovery  uneventful. 

Abscess  of  both  ovaries  is  a  rather  rare  occurrence  judging  from 
a  perusal  of  current  medical  literature,  and  the  case  was  of  particu- 
lar interest  to  Dr.  Edebohls  as  being  the  first  in  which  he  has  en- 
countered the  condition,  and  because  of  the  absence  of  pus  in  either 
tube.  Not  including  cases  of  chronic  interstitial  salpingitis  in  which 
more  or  less  muco-purulent  secretion  was  found  in  the  tubes,  Dr. 
Edebohls  has  performed  salpingo-oophorectomy  twenty-nine  times 
for  larger  accumulations  of  pus,  true  abscesses,  in  tubes  or  ovaries 
or  both.    Classified  according  to  location  of  pus,  there  were  : 

Unilateral  pyosalpinx     -----  2  cases. 

Bilateral  pyosalpinx         -      -      -      -  12  " 

Bilateral  tubercular  pyosalpinx      -       -       -  3  " 

Pyosalpinx  and  ovarian  abscess  of  the  same  side  2  " 

Hi  lateral  pyosalpinx  with  abscess  of  one  ovary  -    6  " 

Abscess  of  one  ovary       -       -       -       -       -  3  *'  , 

Abscess  of  both  ovaries     -      -      -      -  -   1  14 

Closer  investigation  elicited  a  positive  history  of  gonorrhoeal  in- 
fection.    No  trace  of  epithelial  structure  could  be  found  on  micro- 
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scopical  examination  lining  the  sac  of  the  abscess,  thus  disposing 
of  the  possibility  that  we  were  dealing  with  suppurating  ovarian 
cystomata 

One  or  two  observers  have  reported  isolated  cases  in  which  the 
gonococcus  was  discovered  in  the  pus  of  an  ovarian  abscess.  A 
bacteriological  examination  of  the  pus  was  unfortunately  not  made 
in  this  case  :  from  the  history,  however,  and  the  associated  condi- 
tion of  the  tubes  the  gonorrhoeal  origin  of  the  ovarian  abscesses 
may  be  fairly  inferred. 

Dr.  Edebohls  presented  a  second  specimen  :  A  Gonofrhceal  Pyosal- 
pi?ix  Removed  Thirty-six  Days  after  the  infecting  Coitus. 

The  history  of  the  patient,  a  girl  of  nineteen,  was  as  follows  : 
April  16,  1 89 1. — Coitus. 

April  20th. — Urethritis,  followed  in  rapid  sequence  by  vaginitis 
and  endometritis. 

April  26th. — Bilateral  salpingitis. 

April  30th. — Acute  pleuritis  of  left  side.    Exudate  moderate  in 
amount  and  absorbed  in  three  weeks. 
May  15th. — Acute  pelvic  peritonitis. 

May  20th. — Exploratory  puncture  of  the  enlarged  left  tube  gives 
pus. 

May  2  ad.  — Salpingo-oophorectomy.  Acute  pelvic  peritonitis  with 
abundant  recent  fibrinous  exudate.  Easy  shelling  out  of  left  tube, 
enlarged  to  one  and  a  half  centimetres  in  diameter  and  containing 
nearly  two  teaspoonsful  of  pus,  without  rupture.  Abdominal  end 
of  tube  widely  distended,  but  glued  to  pelvic  walls.  Inflamed  right 
tube  also  removed.  Closure  of  abdomen  without  drainage.  Prompt 
recovery. 

The  history  of  the  case  is  of  interest  as  showing  what  ravages 
the  gonococcus  is  capable  of  accomplishing  in  a  short  time.  It 
also  demonstrates  the  possibility  and  advantages  of  making  an  early 
positive  diagnosis  of  pyosalpinx.  The  operation  proved  the  easiest 
ever  undertaken  by  Dr.  Edebohls  in  a  pus  case,  and  the  ease  was 
entirely  due  to  the  freshness  and  softness  of  the  adhesions,  render- 
ing salpingo-oophorectomy  scarcely  more  difficult  than  if  under- 
taken for  the  removal  of  normal  appendages. 

Dr.  Edebohls  also  exhibited  his  Combined  Laparotomy  and  Gynae- 
cological Operating  Table,  constructed  entirely  of  glass  and  galvanized 
metal,  containing  provisions  for  the  Trendelenburg  posture,  and  for 
the  use  of  irrigation  ad  libitum  without  wetting  the  clothing  of  patient 
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and  operator.  A  full  description  of  the  table  may  be  found  in  the 
Medical  Record  for  November  14,  1891. 

Briefly,  the  table  possesses  the  following  characteristics  : 
It  is  a  complete  laparotomy  and  general  gynaecological  operat- 
ing table,  as  well  as  a  useful  examining  table. 

It  meets  the  requirements  of  modern  antisepsis  in  material  and 
construction. 

As  a  laparotomy  table  it  permits  of  free  irrigation  of  the  abdo- 
men, without  and  within,  without  wetting  the  clothing  of  the  pa- 
tient or  operator. 

In  the  employment  of  elevation  of  the  pelvis — the  Trendelenburg 
posture — it  furnishes  facilities  for  almost  instantaneous  change,  as 
often  as  desired,  to  any  position  between  the  horizontal  and  an  in- 
clination of  450,  and  permits  of  easy  rotation  for  adjustment  to  the 
axis  of  light. 

As  a  general  gynaecological  operating  table,  it  enables  the  oper- 
ator to  raise  or  lower  the  field  of  operation  at  will,  and  to  dispense 
with  all  superfluous  accessories,  such  as  leg-crutches,  straps,  and 
perineal  cushions. 

The  facilities  for  rapid  interchange  between  the  laparotomy  and 
the  lithotomy  positions,  renders  the  table  especially  serviceable  in 
the  performance  of  combined  operations. 

Dr.  J.  H.  Gunning  said  he  had  witnessed  several  operations  by 
Dr.  Edebohls  on  the  table  exhibited,  and  it  seemed  to  him  one  of 
the  most  practical  tables  in  use.  It  was  substantial,  convenient  and 
cleanly. 

Dr.  Florian  Krug  presented  a  number  of  specimens  removed  by  lap- 
arotomy. 

I  have  the  honor  to  present  to-night  a  number  of  specimens, 
which  I  selected  from  a  series  of  nearly  thirty  laparotomies  done  by 
me  during  the  last  few  weeks,  hoping  that  they  will  be  of  sufficient 
interest  to  the  society. 

I.  — The  first  specimen  is  a  multiple  fibromyoma  of  the  uterus. 
The  patient,  a  sewing  girl,  thirty-six  years  of  age,  nullipara,  was 
suffering  from  an  advanced  stage  of  Potts'  disease.  The  tumor  has 
been  growing  rapidly  during  the  last  three  years  and  has  prevented 
her  from  earning  a  living,  owing  to  the  frequent  haemorrhages  and 
severe  pain.  She  had  consulted  several  gynaecologists  of  this  city  and 
had  been  told,  that  she  could  not  successfully  undergo  the  operation. 
When  she  was  admitted  to  the  (ierman  Hospital,  I  found  the  entire 
true  pelvis  filled  with  a  fibromyoma,  which  reached  up  to  the  urn- 
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bilicus.  Operation  was  performed  on  October  1 6th.  As  it  is  my 
custom,  no  stump  was  left  :  the  entire  uterus  including  cervix,  tubes 
and  ovaries  were  removed  with  the  patient  in  Trendelenburg's  pos- 
ture. Three  stout;  silk  ligatures  were  used  on  either  side,  which 
wTere  left  long  and  carried  outwards  through  the  vaginal  wound,  in 
order  to  secure  perfect  drainage.  Iodoform  gauze  packing  through 
the  vagina  ;  closure  of  abdominal  wound  ;  time  consumed  forty-five 
minutes,  loss  of  blood  minimal ;  first  change  of  vaginal  dressing 
eight  days  after  operation  ;  highest  temperature  reached  99. 8°  :  per- 
fect recovery. 

II.  — The  next  two  specimens  are  two  cancerous  uteri,  removed 
per  vaginam-o\\  September  19th,  and  October  1st,  respectively. 
They  being  my  sixteenth  and  seventeenth  cases  of  vaginal  hysterec- 
tomy and  having  lost  only  case  No.  4,  where  I  unfortunately  used 
forcipressure  instead  of  ligatures,  my  mortality  is  now  five  and  a 
fraction  per  cent.  As  I  have  fully  expressed  my  views  on  this  sub- 
ject in  a  paper  before  the  Academy  of  Medicine,  (see  Amer.  Jour,  of 
Obs/et.,  July,  1891,)  I  shall  refrain  from  going  into  details  to-night. 
However.  1  like  to  mention  one  point  of  interest:  Up  to  my  last 
case,  it  had  never  happened  to  me  that  I  injured  one  of  the  adjacent 
organs,  during  the  operation.  In  this  last  case,  the  patient,  a  lady, 
sixty-three  years  of  age,  had  a  marked  cystocele.  As  I  always  do, 
I  inserted  a  catheter  in  the  bladder  and  mapped  out  its  lines,  before 
making  an  incision  anteriorly.  Unfortunately  there  was  a  diverti- 
culum of  the  bladder,  in  which  the  catheter  did  not  enter.  In  draw- 
ing down  the  uterus  the  anterior  and  posterior  wall  of  the  diverticu- 
lum had  evidently  become  so  closely  approximated  as  to  prevent 
its  recognition,  until  by  a  bold  incision  I  had  cut  a  hole  in  the  blad- 
der, which  admitted  my  five  fingers.  In  ten  minutes  I  had  re- 
moved the  uterus  and  then  spent  half  an  hour  in  sewing  up  the 
bladder  with  two  rows  of  catgut  sutures.  The  vagina  Avas  packed 
with  iodoform  gauze,  and  a  soft  rubber  catheter  left  in  the  bladder 
for  ten  days.  First  change  of  dressing  a  week  after  the  operation, 
when  everything  was  found  healed  up  by  primary  union.  Vesical 
irritation  was  quickly  remedied  by  repeated  washing  of  the  bladder 
with  Thiersch's  solution.  The  patient  left  her  bed  in  three  weeks,  her 
house  four  weeks  after  the  operation ;  passes  urine  every  five  or  six 
hours  without  any  inconvenience  and  is  perfectly  unconscious  of 
the  fact  that  any  injury  has  ever  been  done  to  her  bladder. 

III.  — The  next  specimen  is  a  very  rare  one,  viz. :  a  carcinoma  of 
the  left  ovary  and  broad  ligament,  following  the  entire  left  half  of  the 
true  pelvis  and  pushing  the  uterus  over  to  the  right  side.    I  do  not 
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believe  that  this  tumor  could  have  been  successfully  removed,  with- 
out the  aid  of  Trendelenburg's  posture,  which  enabled  me  to  sepa- 
rate the  growth  from  the  left  uterus,  to  which  it  was  firmly  adherent. 
Operation  was  done  on  September  15th  :  the  patient  made  an  undis- 
turbed recovery. 

[V. — Multilocular  colloid  cysts  of  both  ovaries,  of  the  vermiform  ap- 
pendix, and  multiple  colloid  degeneration  of  the  omentum,  success- 
fully removed  by  laparotomy.  The  patient  was  thirty-five  years  of 
age.  and  complained  of  a  rapidly  growing  swelling  of  the  abdomen, 
causing  a  good  deal  of  distress.  Laparotomy  was  performed  in 
Trendelenburg's  posture  October  13th.  A  great  deal  of  colloid  was 
found  free  in  the  abdominal  cavity,  but  as  an  explorative  puncture 
had  been  made  by  the  physician,  in  whose  charge  she  had  been 
before,  I  considered  it  as  having  escaped  through  the  puncture. 
The  omentum  was  adherent  to  the  cyst  of  the  left  ovary  and  was 
studded  all  over  with  small  colloid  cysts  the  size  of  a  pea.  The 
most  unique  feature  of  the  case,  however,  was  the  vermiform  ap- 
pendix, which  was  found  degenerated  into  a  colloid  cyst  the  size  of 
a  heiVs 'egg  and  was  also  removed.     Good  recovery. 

V.  — 1  show  this  hydrosalpinx  only  because  it  may  be  of  some 
interest  from  an  etiological  point  of  view.  There  was  no  inflamma- 
tory trouble,  and  the  hydrosalpinx  seemed  to  be  caused  by  circula- 
tory disturbance  only.  The  patient  was  thirty-nine  years  of  age 
and  suffered  for  a  long  time  from  total  prolapse  of  the  uterus.  On 
October  6th  I  amputated  the  hypertrophied  cervix,  did  an  extensive 
anterior  colporrhaphy,  then  put  the  patient  in  Trendelenburg's  pos- 
ture, opened  the  abdomen,  removed  the  hydrosalpinx  and  ventro- 
fixated  the  uterus  with  three  silk-worm-gut  sutures.  On  the  30th  of 
October,  the  patient  having  fully  recovered  from  the  previous  oper- 
ations and  the  uterus  being  well  fixed  to  the  abdominal  wall,  I  com- 
pleted the  work  by  doing  a  colpo-perineorrhaphy  after  Hegar's 
method. 

VI.  — A  case  of  unusually  large  ovarian  abscess  and  double  pyosal- 
pinx,  due  to  gonorrhceic  infection.  The  patient  is  twenty-five  years 
of  age,  was  always  healthy  until  infected  by  her  husband,  after  her 
second  confinement.  Has  been  sick  ever  since.  Was  treated  by 
electricity  in  one  of  the  city  institutions  until  shortly  before  she  was 
operated  upon  by  me  on  October  20th.  The  operation  was  one  of 
the  most  difficult  I  ever  performed.  The  abscess  of  the  left  ovary 
contained  nearly  a  quart  of  stinking  pus.  I  packed  the  entire  true 
pelvis  with  iodoform  gauze  after  Mickulic/.'s  method:  the  gauze  was 
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gradually  withdrawn.  Bowels  moved  on  second  day.  Highest 
temperature  99. 50.    Perfect  recovery. 

VII.  — The  only  point  of  interest  in  these  two  cases  of  pyosalpinx 
removed  by  laparotomy  on  October  6th  and  30th  is,  that  they  were 
both  sent  to  me  with  the  diagnosis  of  retroflexion,  which  could  not 
be  relieved  by  pessaries  and  other  treatment.  Careful  examination 
showed  the  serious  disorder  of  tubes  and  ovaries  and  these  speci- 
mens will  vividly  illustrate,  why  the  so-called  conservative  treat- 
ment could  not  benefit  the  patients.  Both  never  had  an  untoward 
symptom  after  the  operation. 

VIII.  — The  last  two  specimens  I  intend  to  demonstrate  to-night, 
are  two  early  extra-uterine  pregnancies,  removed  by  primary  lapar- 
otomy on  September  29th  and  October  23d. 

The  first  one  was  sent  to  the  German  Hospital  with  the  diagno- 
sis of  incomplete  abortion.  She  had  missed  her  courses  for  a  short 
time,  then  had  violent  pains  and  irregular  haemorrhages.  Examin- 
ation under  ether  revealed  the  uterus  to  be  empty,  with  a  diffuse 
swelling  in  the  right  side.  A  -probable  diagnosis  of  extra-uterine 
gestation  was  made.  Explorative  laparotomy  proved  it  to  be  true, 
and  the  right  tube  and  ovary  were  removed.    Speedy  recovery. 

The  second  case  was  admitted  to  the  hospital  with  the  following 
history  :  Married  six  weeks  ago,  last  menstruation  five  weeks  ago. 
After  that  morning  sickness  and  other  subjective  symptoms  of  preg- 
nancy. Two  weeks  ago  sudden  violent  pain,  which  caused  her  to 
faint.  Since  that  almost  constant,  excruciating  pains  on  right  side 
and  irregular  haemorrhages.  An  examination  under  ether  showed 
the  uterus  empty,  and  an  indistinct  mass  on  the  right  side,  which 
was  diagnosticated  as  tubal  gestation.  Laparotomy.  Death  from 
embolism  of  the  lung,  the  first  one  occurring  in  a  long  series  of  un- 
selected  cases. 

Dr.  A.  H.  Goelet  said  regarding  the  first  case,  myofibroma  of 
the  uterus  for  which  hysterectomy  was  performed,  that  an  electric 
current  could  have  been  used  of  sufficient  strength  without  pene- 
trating the  walls  of  this  uterus  if  only  ordinary  care  was  observed; 
but  he  doubted  whether  electrical  treatment  could  have  accomplished 
much  in  this  case  beyond  tiding  the  patient  along  until  the  meno- 
pause, by  relieving  the  symptoms  caused  by  the  presence  of  the 
tumor,  and  reducing  it  somewhat  in  size. 

Dr.  Gunning  said  the  case  seemed  to  him  just  one  of  those  in 
which  electricity,  by  recto-vaginal  application,  would  have  proven 
useful.  Having  been  present  at  the  operation  and  felt  the  tumor,  it 
seemed  to  have  that  peculiar  feel  which  he  had  found  by  experience 
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to  belong-  to  tumors  which  readily  contracted  under  electricity.  He 
would  not,  however,  have  recommended  the  intra-uterine  applica- 
tion of  the  current  because  of  the  thinness  of  the  walls  on  one  side. 

Dr.  A.  H.  Buck  master  thought  that  if  the  mortality  of  removal 
of  fibroid  tumors  could  be  reduced  to  that  of  removal  of  ovarian 
tumors  it  would  be  a  justifiable  operation  and  one  of  election.  Re- 
cent statistics  were  pointing  this  way.  For  instance,  he  had  seen 
it  reported  that  Dr.  Joseph  Price,  had  not  lost  a  patient  in  a  series 
of  sixty-three  cases. 

Dr.  W.  T.  Lusk  asked,  referring  to  Dr.  Krug's  second  case, 
what  had  been  his  ultimate  results  from  hysterectomy  for  carci- 
noma. 

In  the  sixth  case,  one  of  ovarian  and  intra-peritoneal  abscess 
and  pyosalpinx,  Dr.  Hanks  inquired  with  regard  to  the  time  of  con- 
valescence when  using  so  large  a  quantity  of  iodoform  gauze  in  the 
cavity.  He  had  used  the  gauze  in  this  manner  in  three  cases,  with  a 
very  satisfactory  result,  but  in  one,  owing  to  the  depth  of  the  cavity 
it  was  a  long  time  before  the  cavity  had  completely  filled  up.  To 
have  an  abscess  discharging  for  weeks  and  months,  was  certainly  a 
very  unpleasant  condition  for  the  patient. 

Dr.  Krug,  in  replying  to  the  question  of  Dr.  Lusk  as  to  the  ulti- 
mate results  of  his  hysterectomies  for  cancer,  referred  to  the  paper 
read  by  him  before  the  Section  on  Obstetrics  and  Gynaecology  of 
The  New  York  Academy  of  Medicine  this  year.1  In  that  paper  he 
had  reported  fifteen  cases,  in  only  one  of  which  death  resulted  from 
the  immediate  effect  of  the  operation,  it  being  the  only  one  in  which 
he  used  pressure  clamps  instead  of  ligatures.  All  the  rest  recovered 
and  showed  no  recurrence  up  to  the  time  of  the  report,  excepting- 
one  patient  who  had  a  rapidly  growing  sarcoma  and  died  five 
months  after  the  operation  of  metastatic  processes.  Two  expert 
gynaecologists  had  examined  the  surviving  cases  at  the  time  the  re- 
port was  made,  and  confirmed  his  diagnosis  of  non-recurrence,  and 
he  had  himself  seen  the  patients  recently  and  they  still  remained 
well,  with  no  evidence  of  a  return  of  the  disease.  The  specimens 
had  been  examined  by  competent  pathologists,  and  all  were  stated 
to  be  the  seat  of  malignant  disease  excepting  two,  in  which  the 
operation  was  done  for  other  indications.  One  case  was  doubtful 
as  to  its  malignancy. 

Replying  to  Dr.  Hanks'  question  with  regard  to  the  use  of  iodo- 
form gauze  packing  or  Mikulicz's  method,  he  now  made  use  of  this 
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altogether  where  drainage  was  necessary.  The  method  of  washing 
out  the  abdominal  cavity  was  to  his  mind  absolutely  of  no  use. 
Anyone  injecting  into  the  cavity  a  few  drops  of  a  solution  of  one  of 
the  aniline  dyes  would  find  it  impossible  to  remove  the  same  by  ir- 
rigating the  cavity  with  twenty-five  or  thirty  gallons  of  water,  on 
which  reliance  was-  placed  for  removing  septic  material.  The  use 
of  a  large  amount  of  hot  water  in  the  abdominal  cavity  would  only 
do  harm  because  of  the  irritation  which  it  produced  in  the  perito- 
naeum. While  he  was  reluctant  to  resort  to  drainage  he  still  did  not 
hesitate  to  do  so  where  it  seemed  necessary.  He  had  even  made 
use  of  a  pound  of  iodoform  gauze  without  fear  of  causing  poisoning. 
It  was  left  in  thirty-six  to  forty-eight  hours,  sometimes  even  a  week, 
being  gradually  removed.  Then  it  was  replaced  by  a  little  fresh 
gauze,  and  if  after  three  weeks  a  fistula  remained  which  showed  no 
tendency  to  heal  he  put  the  patient  under  an  anaesthetic  and  curet- 
ted. He  had  never  had  a  case  run  for  months  and  months  without 
healing. 

Dr.  Gunning  said  he  had  had  the  pleasure  of  witnessing  the  oper- 
ations performed  by  Dr.  King  for  several  months,  and  he  could  tes- 
tify to  the  correctness  of  the  reports. 

Dr.  Goelet  asked  Dr.  Krug  whether  he  had  had  any  poisoning 
from  iodoform  gauze  packed  into  the  abdominal  cavity. 

Dr.  Krug  replied  that  he  had  never  had  any  such  accident.  He 
did  not  think  that  the  poisoning  was  likely  to  take  place  where  the 
peritonaeum  "had  not  been  injured  by  the  too  free  use  of  hot  water 
or  unnecessary  handling  necessitated  by  operating  in  a  horizontal 
position.  He  believed  that  in  many  of  the  cases  reported  as  cases 
in  which  iodoform  poisoning  had  taken  place  the  symptoms  were 
really  due  to  a  violent  form  of  sepsis. 

The  President  had  had  several  cases  in  which  packing  with  iodo- 
form gauze  had  saved  the  life  of  the  patient.  In  one  of  them  he 
operated  last  Saturday  for  multilocular  malignant  ovarian  cyst,  and 
several  small  colloid  cysts,  attached  to  the  colon,  over  a  consider- 
able space,  having  accidentally  punctured  one  of  the  cysts,  it  was 
too  late  to  retreat,  and  he  was  compelled  to  go  on  and  complete  the 
operation.  There  was  a  good  deal  of  oozing  from  a  large  surface 
and  he  felt  that  it  would  not  be  safe  to  close  the  wound  without 
drainage :  therefore  he  packed  the  cavity  thoroughly  with  iodoform 
gauze  in  such  a  way  that  the  raw  surface  was  exposed  to  the  air. 
The  gauze  was  left  in  until  the  eighth  day.  No  unpleasant  symp- 
toms developed.  The  opening  in  the  abdominal  wound  left  for 
drainage  was  two  inches  and  a  half  long.    The  amount  of  serum 
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which  escaped  was  enormous.  Of  course  he  had  fears  for  the  final 
results. 

Dr.  Hanks  had  never  seen  any  signs  of  iodoform  poisoning  and 
he  felt  that  he  was  perfectly  secure  in  packing  the  cavity  with  all  the 
gauze  which  was  needed. 

Dr.  A.  H.  Goelet  presented  the  following  specimen  and  report  of 
case. 

Dr.  A.  H.  Goelet  presented  a  specimen  of  bone  one  inch 
and  a  half  long  removed  from  the  rectum  of  a  patient  who  pre- 
sented herself  for  the  treatment  of  obscure  uterine  trouble.  She 
complained  of  severe  pelvic  and  sacral  pain  with  tenesmus  at  stool. 
The  onset  of  the  symptoms  was  rather  sudden,  dating  back  only  two 
days,  which  caused  a  suspicion  of  perineal  abscess.  Vaginal  ex- 
amination discovered  an  indurated  spot  through  the  recto-vaginal 
septum  just  above  the  internal  sphincter.  On  rectal  examination 
the  specimen  was  discovered  across  the  rectum.  It  was  dislodged 
and  removed  by  dressing  forceps  passed  along  the  finger  as  a  guide, 
and  proved  to  be  a  piece  of  chicken  bone  which  had  been  swallowed 
and  had  passed  through  the  alimentary  canal  without  causing  any 
inconvenience  until  it  reached  the  rectum. 

Also  the  following : 

Dr.  A.  H.  Goelet  reported  the  following  case  of  Retroversion  with 
Prolapse  of  both  Ovaries  and  Oophoritis  Cured  by  Electricity. 

Mrs.  McB. ,  set.  twenty-nine  years,  consulted  me  in  February, 
1890,  giving  the  following  history  :  She  had  been  married  five  years, 
had  no  children  and  no  miscarriages ;  puberty  at  thirteen  years. 
Menstruation  normal  in  every  respect.  Her  present  trouble  dates 
back  to  about  a  year  after  her  marriage,  when  she  thinks  she  sus- 
tained an  injury  in  the  form  of  a  strain.  Subsequent  to  that  time 
her  menstruation  was  associated  with  intense  suffering  which  grew 
worse  and  compelled  her  to  remain  in  bed.  A  few  months  later  she 
found  herself  unable  to  be  long  on  her  feet,  or  to  walk  any  distance, 
or  to  ride  in  a  street  car  during  her  intermenstrual  period.  Dyspar- 
ennia  was  very  intense.  In  September,  1886,  four  months  after 
the  injury,  she  placed  herself  under  the  care  of  one  of  the  asssistant 
surgeons  of  the  Woman's  Hospital  who  treated  her  with  some  bene- 
fit, but  she  was  never  able  to  discontinue  treatment  for  any  length 
of  time.  She  continued  under  his  care  and  under  office  treatment 
until  December,  1889,  when  he  advised  her  to  enter  his  service  of  the 
Woman's  Hospital  for  more  active  treatment.     The  diagnosis  of  her 


New  York  Obstetrical  Society. 


157 


condition  when  admitted  was  retroversion  with  prolapse  of  both 
ovaries.  She  was  treated  by  packing  the  vagina  with  tampons 
(Dr.  Taliaferro's  method)  and  in  this  way  she  was  enabled  to  be  on 
her  feet  with  a  moderate  degree  of  comfort  during  the  intermenstrual 
period,  but  was  compelled  to  remain  in  bed  during  menstruation. 
After  three  months  of  this  treatment,  being  only  slightly  improved, 
she  was  advised  to  submit  to  some  abdominal  operation  (she  says 
removal  of  the  ovaries)  as  the  only  chance  for  definite  and  perma- 
nent relief.  This  she  refused  and  left  the  hospital  in  February, 
1890. 

It  was  at  this  time  that  she  came  under  my  care.  I  found  the 
vagina  packed  with  wool  tampons  which  had  not  been  removed 
since  she  left  the  hospital.  In  the  lateral  posture  the  uterus  occu- 
pied a  fairly  normal  position  when  the  tampons  were  removed,  but 
when  the  patient  was  placed  upon  the  back  it  became  retroverted. 
Both  ovaries  were  prolapsed,  inflamed  and  exquisitely  sensitive,  and 
the  uterus  was  enlarged.  It  was  quite  impossible  for  her  to  as- 
sume the  erect  position  without  the  support  of  the  tampons  which 
she  had  become  accustomed  to.  They  were  therefore  replaced  after 
she  was  given  an  applicatton  of  bipolar  faradization  from  the  fine 
wire  coil  which  afforded  marked  relief.  Her  condition  at  this  time 
was  anything  but  favorable,  though  able  to  be  on  her  feet  when  the 
vagina  was  tamponed,  she  was  never  free  from  pain  and  could 
not  walk  the- distance  of  more  than  a  block,  and  even  that  caused 
her  intense  suffering.  Marital  relations  had  been  completely  sus- 
pended for  several  years. 

Unquestionably,  the  treatment  instituted  at  the  hospital  aided 
very  materially  in  the  result  which  followed,  by  establishing  a  con- 
dition which  allowed  the  subsequent  treatment  to  be  more  promptly 
beneficial.  This  consisted  of  bipolar  faradization  of  the  vagina 
from  the  fine  wire  coil  every  second  day,  and  at  first  the  tampons 
were  replaced.  Within  ten  days  she  was  able  to  dispense  with 
them  altogether,  and  at  the  next  menstrual  period,  though  con- 
fined to  her  room,  she  was  not  obliged  to  remain  in  bed.  Later, 
vaginal  galvanization  was  employed,  always  followed  by  bipolar 
faradization.  In  two  months,  during  which  time  she  continued  to 
improve  steadily,  she  was  able  to  walk  to  my  office  from  her  house, 
a  distance  of  twenty  blocks,  without  the  least  discomfort.  It  will 
be  useless  to  lengthen  this  report  by  detailing  the  subsequent  treat- 
ment in  full,  and  it  will  only  be  necessary  to  state  that,  as  soon  as 
the  local  condition  permitted  it,  intra-uterine  galvanization  with 
the  positive  pole  was  employed.    At  no  time  after  the  vaginal 
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packing  was  dispensed  with  (ten  days  after  beginning  treatment), 
was  any  artificial  support  used  for  either  the  uterus  or  ovaries. 

She  remained  under  more  or  less  active  treatment  for  a  period 
of  one  year,  though  for  the  last  six  months  of  the  year  her  attend- 
ance was  infrequent.  After  four  months  treatment  she  felt  well 
enough  to  resume  housekeeping  (previous  to  this  time  she  had  been 
boarding),  and  has  been  able  to  attend  to  her  household  duties 
since  without  interruption.  Marital  relations  were  resumed  with- 
out inconvenience,  within  three  months  after  beginning  treatment. 
For  the  past  six  or  eight  months  sjie  has  been  kept  under  observa- 
tion to  observe  the  result.  She  has  continued  to  improve  and  to- 
day  may  be  considered  practically  a  well  woman.  The  uterus  and 
ovaries  occupy  a  normal  position,  and  are  insensitive  to  an  ordi- 
nary physical  examination.  The  left  broad  ligament  appears  to 
be  somewhat  contracted,  which  prevents  perfect  mobility  of  the 
uterus,  which  is  sensitive  to  deep,  sudden  pressure  from  within  the 
vagina.  There  is  also  some  discomfort  produced  by  deep  pressure 
through  the  vagina  in  the  region  of  the  left  broad  ligament. 

Dr.  J.  D.  Emmet  said,  with  regard  to  Dr.  Goelet's  second  case, 
that  the  patient  referred  to  had  not  been  under  his  observation  for 
two  or  three  years.    When  she  first  came  to  him  he  had  treated 
her  steadily  for  about  a  year,  at  which  time  she  was  quite  cured  of 
her  pelvic  inflammation  and  the  uterus  was  in  its  normal  position. 
He  had  her  wear  a  retroversion  pessary  to  sustain  the  uterus  at  its 
normal  level  in  the  pelvis  until  the  heavy  uterus  had  regained  its^ 
proper  size,  and  the  ligaments  formerly  involved  in  the  inflamma- 
tion had  recovered  their  tone.    Some  months  later,  she  left  him, 
cured  of  all  the  symptoms  of  which  she  had  complained,  except 
those  due  to  her  general  health,  which,  though  improved,  was  not 
robust.    Nine  months  later,  she  returned  to  his  office  and  he  found 
some  fresh  inflammation  in  one  broad  ligament,  and  a  prolapsed 
and  enlarged  ovary.    As  she  was  unable  to  come  to  his  office  for 
treatment  regularly,  on  account  of  the  expense  and  other  causes, 
he  advised  her  to  go  to  the  Woman's  Hospital.    She  was  not  under 
his  care  there  when  oophorectomy  was  advised,  and  he  was,  there- 
fore, not  responsible  for  it.    On  the  contrary,  he  had  been  opposed 
to  an  operation  of  any  kind  while  she  was  under  his  care,  believing 
that  the  ovary  could  be  relieved  of  its  congestion  and  consequent 
prolapsus  by  proper  local  treatment.    If  the  patient  had  been  under 
his  care  at  any  time  during  the  past  year  or  two,  he  would  have 
treated  her  with  electricity,  just  as  Dr.  Goelet  had  done,  and  would 
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have  expected  the  same  good  effect.  He  congratulated  Dr.  Goelet 
upon  his  excellent  success  with  the  case. 

Dr.  William  T.  Lusk  read  a  paper  entitled  The  Diagnosis  and  Treat- 
ment of  Extra-Uterine  Pregnancy.     (See  page  78.) 

Dr.  H.  T.  Hanks  said  he  was  very  glad  to  hear  from  Dr.  Lusk 
the  best  means  of  treating  cases  of  ectopic  pregnancy ;  he  con- 
curred with  every  conclusion  which  he  had  made.  He  believed 
the  general  practitioner  was  justified  in  using  electricity  to  destroy 
the  ovum  ;  he  believed  the  abdominal  surgeon  was  justified  in 
doing  laparotomy  and  removing  the  tube  before  rupture.  He 
-could  say  nothing  more  than  what  he  had  said  heretofore  on  the 
same  subject.  With  reference  to  our  ability  of  making  a  diagnosis 
of  ectopic  pregnancy,  he  thought  we  had  arrived  at  a  time 
when  those  with  some  experience  in  obstetrics  could  reach 
a  diagnosis  with  considerable  certainty,  unless  it  were  in  cases  of 
very  stout  women.  The  trouble  is,  more  than  half  the  women 
suffering  from  ectopic  gestation  do  not  consult  a  doctor  until  after 
rupture.  He  was  sure  that  patients  would  get  well  if  the  ovum 
were  killed  by  electricity.  Even  where  intra-ligamentous  rupture 
had  taken  place,  he  thought  with  Dr.  Lusk  that  we  were  not  obliged 
to  do  laparotomy  to  remove  the  blood  and  the  escaped  ovum. 
Last  fall  we  were  called  to  see  such  a  case  in  which  recovery  took 
place  with  an  operation.  They  went  on  using  electricity.  To-day 
the  patient  is  comfortable.  It  was  one  of  those  cases  in  which  it 
was  very  difficult  to  decide  whether  to  do  laparotomy  or  trust  to 
electricity  to  cause  absorption  of  the  tumor.  He  was  glad  to  hear 
one  occupying  such  a  high  position  in  this  special  department  as 
did  Dr.  Lusk,  lend  his  weight  of  influence  in  quieting  the  fears  of 
those  who  opposed  the  use  of  electricity  before  the  third  month 
for  fear  of  killing  the  patient.  One  was  justified  in  using  this  agent 
in  any  case  before  the  third  month,  and  he  need  expect  no  bad 
results.  Even  the  abdominal  surgeon  was  justified  in  recommend- 
ing the  use  of  electricity  before  his  arrival,  if  he  cannot  reach  the 
patient  quickly.  Delay  often  means  death.  Electricity  at  once 
stops  the  growth  of  the  ovum  and  averts  immediate  danger. 

Dr.  William  M.  Polk  said  he  had  not  heard  the  entire  paper, 
but  he  inferred  from  the  remarks  of  Dr.  Hanks  that  the  condition 
under  discussion  was  one  for  which  we  had  an  abundance  of  rem- 
edies. We  had  been  informed  that  we  had  good  results  from  lapar- 
otomy and  also  from  electricity.  It  would  seem,  then,  that  ectopic 
gestation  should  no  longer  be  ranked  among  those  conditions 
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which  were  a  terror  in  the  mind  of  the  doctor.  To  look  at  the 
matter  more  seriously,  it  seemed  to  him  that  Dr.  Hanks  had  struck 
the  keynote  when  he  said  that  the  abdominal  surgeon  was  justified 
in  operating,  the  general  practitioner  in  using  electricity.  In  other 
words,  the  results  which  were  obtained  by  any  man  expert  in  ab- 
dominal work  would  justify  him  in  undertaking  the  removal  of  the 
mass  which  threatened  subsequent  danger.  When  a  man  was  not 
expert  in  that  kind  of  work,  he  should  wait  until  he  could  get  one 
who  was  expert  to  do  the  operation,  or  else  he  should  use  elec- 
tricity. Laparotomy  performed  by  the  inexperienced  would  prob- 
ably be  more  fatal  to  the  patient  than  electrical  treatment.  Of 
course,  we  know  that  the  electrical  treatment  succeeded  in  a  large 
number  of  cases,  yet  there  were  some  in  which  there  seemed  to 
be  doubt,  and  those  were  the  cases  in  which  delay  might  be  attend- 
ed by  fatal  results.  The  fact  that  one  or  two  patients  might  die 
while  waiting  for  electricity  was  no  reason  why  the  method  should 
be  condemned,  but  it  did  go  to  show  that  so  far  as  the  chances  of 
life  were  concerned,  there  was  something  to  be  said  on  both  sides. 

But  the  ultimate  results,  in  his  mind,  were  unquestionably  on 
the  side  of  laparotomy.  Here,  when  recovery  took  place,  it  was 
complete.  The  patient  was  saved  the  possibility  of  further  trouble. 
Not  so  when  electricity  was  used,  for  while  the  tumor  composed 
of  exudated  blood,  etc.,  might  become  entirely  absorbed,  the 
chances  were  that  it  would  not.  When  the  case  had  gone  beyond 
the  third  month,  the  rules  of  treatment  laid  down  by  Dr.  Lusk 
were  generally  accepted.  The  operation  should  be  done  at  a  time 
to  save  the  life  of  the  child,  and  the  dangers  to  be  avoided  were, 
haemorrhage  and  secondary  infection. 

Dr.  B.u  he  McE.  Emmet  said  that  some  of  the  diagnostic  points 
between  ectopic  pregnancy  and  other  pelvic  conditions,  mentioned 
in  the  paper,  had  not  been  present  in  any  of  his  cases.  He  was 
not  able,  for  instance,  to  distinguish  by  its  density  or  elasticity 
whether  the  tumor  were  one  of  ectopic  pregnancy  or  other  patho- 
logical condition  ;  and  in  neither  his  cases  nor  in  those  he  had  seen 
reported  in  the  journals  was  there  pain  which  could  be  called  char- 
acteristic. 

He  would  speak  more  emphatically  in  favor  of  electric  treat- 
ment as  opposed  to  the  too  ready  use  of  the  knife  than  some  of  the 
gentlemen  had  done.  A  large  number  of  cases  treated  by  elec- 
tricity had  been  reported,  some  fifty  of  which  had  been  collected 
by  Dr.  Brothers  one  year  ago.  The  entire  number  of  deaths  had 
been  only  four,  and  these  could  not  be  attributed  to  the  electric 
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treatment  as  it  was  advised  to-day.  He  knew  of  no  series  of 
laparotomies  to  meet  this  condition  which  had  been  so  faithfully 
reported  and  in  which  the  results  had  been  as  good.  Until  the 
abdomen  had  been  opened,  we  too  often  had  no  definite  knowledge 
of  the  exact  location  of  the  embryo  ;  whether  it  were  ruptured  into 
the  broad  ligament  or  were  free  in  the  abdominal  cavity.  If  it  had 
ruptured  into  the  broad  ligament  and  one  proceeded  to  operate  in 
order  to  avoid  possible  remote  results  rather  than  because  of  any 
present  emergency,  adhesions  would  probably  be  met  with  and  the 
case  would  have  to  be  treated  by  open  drainage,  with  its  attendant 
risk  and  dangers,  just  as  we  are  compelled  to  in  dealing  with  other 
retro-peritoneal  cysts.  Far  better  to  have  used  galvanism  on  first 
recognizing  the  anomalous  implantation. 

In  a  simple  case  of  ectopic  pregnancy,  the  patient  would  not 
stand  as  good  a  chance  from  an  operation,  even  at  the  hands  of  an 
expert  laparotomist,  as  from  electricity  when  resorted  to  early. 

Dr.  Charles  Jewett  remarked  that  while  no  deaths  had  been  re- 
corded, so  far  as  he  knew,  from  laparotomy  performed  before  rup- 
ture, a  certain  percentage  of  mortality  must  be  expected.  Elec- 
tricity, on  the  other  hand,  offers,  he  believes,  no  risk  to  life  in  the 
early  months.  The  treatment  by  injecting  morphine  into  the  am- 
niotic sac,  which  is  still  insisted  upon  by  Winckel,  should,  he 
thought,  be  condemned  in  this  as  in  all  discussions  of  the  subject, 
in  spite  of  so  good  authority.  Winckel's  position  is  not  sustained 
by  his  own  results. 

One  of  the  speakers,  he  believed,  was  responsible  for  the  state- 
ment that  the  diagnosis  ectopic  pregnancy  was  possible  in  more 
than  ninety  per  cent,  of  cases.  He  thought  that  a  very  high  esti- 
mate. He  referred  to  a  case  then  under  his  observation  which 
illustrated  the  difficulty  of  definite  diagnosis.  The  history  was 
typical  of  pregnancy,  and  of  ectopic  pregnancy.  He  had  never 
met  with  one  more  so.  The  uterus  was  four  inches  in  length,  the 
cervix  gaping,  and  a  membranous  cast  had  been  expelled,  which 
was  lost. 

The  tumor  extended  to  within  two  finger  breadths  of  the  ensi- 
form.  Pains  like  those  of  spurious  labor  had  occurred,  lasting  two 
or  three  days,  and  the  tumor  had  subsequently  shrunken.  He 
believed  the  case  to  be  one  of  extra-uterine  foetation,  yet  the  mis- 
placed pregnancy  could  not  be  demonstrated,  since  it  was  impossi- 
ble to  positively  identify  foetal  members  in  the  sac.  For  this  rea- 
son, his  opinion  was  not  wholly  susta,  led  by  two  of  his  associates 
who  had  examined  the  case. 
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Dr.  Malcolm  McLean  wished  to  again  record  himself  as  in 
favor  of  the  use  of  electricity,  at  least  as  a  preparatory  step  in  the 
treatment  of  ectopic  pregnancy,  for  the  reason  that  there  had  been 
no  authenticated  case  in  which,  properly  used,  it  had  done  an 
injury.  If  it  should  do  harm,  it  would  probably  be  in  the  hands 
of  one  who  was  not  only  a  poor  observer,  but  who  was  not  suffi- 
ciently liberal  in  his  views  to  appreciate  what  could  best  be  done 
in  a  given  case.  He  had  both  operated  and  used  electricity,  and 
felt  that  he  could  speak  without  partiality  on  the  subject.  He  was 
then  treating  his  fourth  case  by  electricity,  and  it  was  doing  well. 
Laparotomy  had  been  advised  by  two  of  the  ablest  members  of 
this  Society,  but  the  patient  falling  into  his  hands  by  accident,  he 
employed  electricity  and  it  promised  to  effect  a  cure.  If  it  should 
not,  he  would  report  the  case  later.  He  thought  Dr.  Lusk  had 
stated  the  position  correctly  when  he  said  that  circumstances 
should  determine  whether  electricity  or  laparotomy  should  be 
chosen.  He  wished  to  be  understood  as  being  opposed  to  the 
sweeping  aside  of  all  other  methods  of  treatment  except  that  by 
opening  the  abdomen.  It  seemed  we  were  coming  to  the  point 
where  a  woman  could  have  no  form  of  tumefaction  or  enlargement 
in  the  abdomen  but  that  the  belly  should  be  opened. 

Regarding  the  treatment  of  cases  which  had  gone  to  term,  he 
learned  a  valuable  lesson  from  a  case  reported  by  a  Charleston 
physician  who  had  lost  his  patient  from  haemorrhage,  the  operation 
being  undertaken  the  second  week  after  the  completion  of  the 
ninth  month.  Ten  days  later,  Dr.  McLean  operated  upon  a  case 
with  a  similar  history,  except  that  the  patient  had  been  allowed  to 
go  to  the  twelfth  month.  During-  the  eleventh  month  there  had 
been  rapid  absorption  of  the  amnion,  and  he  acted  on  the  hint 
thrown  out  by  a  European  writer  that  this  was  evidence  that  the 
placenta  had  ceased  to  live  as  a  vascular  organ,  and  proceeded  to 
operate  at  once.  Coming  down  upon  the  placenta  he  cut  into  it, 
had  no  haemorrhage  whatever,  it  was  easily  removed  from  the  sac, 
and  the  case  made  altogether  a  satisfactory  recovery.  A  case, 
then,  having  reached  full  gestation,  with  a  certain  degree  of  ten- 
sion, then  distinct  evidence  of  subsidence  of  tumefaction  becoming 
manifest,  one  could  operate  with  security  against  that  dreadful 
haemorrhage  which  had  sometimes  been  encountered  on  opening 
the  abdomen  at  a  somewhat  earlier  date. 

Dr.  A.  H.  Goblet  thought  the  Society  was  indebted  to  Dr.  Lusk 
for  the  able  and  impartial  manner  in  which  he  had  summed  up  the 
treatment  of  extra-uterine  pregnancy.    He  had  nothing  to  add  to 
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the  discussion  further  than  to  express  the  opinion  that  more  experi- 
ence was  necessary  in  order  to  determine  the  relative  value  of  the 
two  currents  in  the  treatment  of  these  cases.  Thus  far  there  had 
been  a  somewhat  promiscuous  use  of  the  faradic  and  galvanic  cur- 
rents, and  it  was  not  definitely  known  which  was  best.  Martin, 
of  Chicago,  had  made  experiments  on  incubating  hen's  eggs, 
and  had  found  that  the  faradic  current  caused  death  of  none  of  the 
chicks,  while  the  galvanic  current  killed  without  fail.  Possibly 
the  faradic  current  would  kill  the  human  embryo  when  it  would 
not  kill  the  chick  in  the  hen's  egg,  but  this  is  a  point  that  should 
be  definitely  decided. 

With  regard  to  the  objection  to  the  use  of  electricity,  that  if  the 
foetus  is  killed  a  foreign  body  is  left,  and  we  know  not  what  be- 
comes of  it,  he  had  last  winter  reported  a  case  to  this  Society  bearing 
on  this  question.  It  was  one  of  uterine  fcetation,  the  foetus  dying 
at  the  third  month  from  haemorrhage.  For  four  months  after,  it 
lay  in  the  uterine  cavity  without  doing  any  harm  whatever,  and 
when  expelled,  it  had  shrivelled  to  almost  nothing,  was  otherwise 
in  a  perfect  state  of  preservation,  no  decomposition  having  taken 
place,  the  sac  being  unruptured.  If  this  process  of  maceration 
and  absorption  could  go  on  in  the  uterus,  he  could  not  conceive 
why  it  should  not  in  the  tube,  after  the  foetus  had  been  killed  by 
electricity. 

He  could  not  agree  with  Dr.  Hanks  and  Dr.  Polk,  that  the  ab- 
dominal surgeon  was  ever  justified  in  opening  the  abdomen,  unless 
it  was  actually  necessary.  While  laparotomy  was  positively  indi- 
cated in  some  cases,  and  would  then  be  justifiable,  he  did  not 
think  it  was  justifiable,  even  for  the  expert  laparotomist.  to  resort  to 
it  until  electricity  had  been  tried  and  had  failed,  unless  it  was 
urgently  demanded.  Electricity  should  be  preferred  in  all  cases 
where  nothing  special  called  for  surgical  interference. 

Dr.  Edebohls  said  his  experience  with  extra-uterine  pregnancy 
had  been  limited  to  four  cases,  in  none  of  which  had  gestation 
gone  beyond  two  months  and  a  half.  Xo  two  of  them  were  treat- 
ed exactly  alike  and  all  of  them  recovered.  In  the  first  case,  the 
diagnosis  was  made  at  about  the  second  month ;  the  faradic  cur- 
rent was  applied,  and  within  a  month  the  tumor  had  largely  disap- 
peared and  the  woman  had  no  further  trouble.  The  next  case  was 
one  of  tubal  enlargement  on  one  side,  with  other  signs  of  extra- 
uterine gestation.  In  that  case,  he  employed  exploratory  punc- 
ture, in  order  to  determine  the  nature  of  the  contents  of  the  tube. 
He  withdrew  about  two  drachms  of  slightly  bloody  serum,  and  the 
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tumor  gradually  disappeared.  He  believed  the  fluid  was  liquor 
amnii.  The  case  went  to  show  that  absorption  would  take  place 
after  death  of  the  foetus  by  whatever  cause.  Ln  the  third  case,  the 
galvanic  current  was  employed,  and  he  had  been  disposed  to  attri- 
bute the  complete  disappearance  of  the  tumor  to  this  treatment, 
but  afterward  became  satisfied  that  rupture  had  already  taken  place 
into  the  peritoneal  cavity  before  the  application  of  the  current,  that 
haemorrhage  had  ceased,  and  that  the  patient  would  have  recov- 
ered, even  if  electricity  had  not  been  employed.  He  saw  the  fourth 
case  at  the  end  of  the  ninth  week,  and  it  was  supposed  rupture 
had  occurred.  Here  he  was  able  to  demonstrate  the  presence  of 
free  blood  in  the  peritoneal  cavity  in  the  following  manner :  Hav- 
ing made  exploratory  puncture  of  the  enlarged  tube,  he  attempted 
to  withdraw  fluid,  but  could  get  none.  As  the  point  of  the  needle, 
when  being  withdrawn,  entered  the  free  peritoneal  cavity,  suddenly 
the  barrel  of  the  syringe  filled  with  blood,  which  proved  that  rup- 
ture had  taken  place  into  the  cavity.  Two  days  afterward  he  per- 
formed laparotomy,  not  particularly  because  he  thought  it  abso- 
lutely necessary,  active  haemorrhage  having  ceased  for  several 
days,  but  because  the  attending  physician  wished  to  have  it  done, 
in  order  to  be  relieved  of  further  anxiety  about  his  patient.  A  pint 
and  a  half  of  blood  was  found ;  the  foetus  had  escaped  into  the 
peritoneal  cavity  and  perished ;  the  tube  was  enlarged,  thickened, 
and  ruptured;  no  active  bleeding  anywhere.  The  patient  recov- 
ered, but  he  believed  she  would  have  recovered  just  as  well  with- 
out the  operation.  He  did  not  believe  that  laparotomy  was  often 
necessary  before  the  third  month,  although  it  might  be  called  for 
under  certain  conditions  ;  evacuation  of  the  liquor  amnii,  morphine 
injections  into  the  sac,  and  the  application  of  electricity,  would 
each  of  them,  properly  performed,  destroy  the  life  of  the  foetus  and 
check  the  growth  of  the  tumor.  As  to  the  diagnosis,  he  did  not 
regard  it  as  specially  difficult,  not  more  difficult  than  in  any  other 
intra-pelvic  condition. 

Dr.  A.  H.  Buckmaster  would  like  to  have  information  on  the 
question,  how  many  patients  with  extra-uterine  pregnancy  died 
without  any  treatment?  He  had  witnessed  five  laparotomies  in 
which  extra-uterine  pregnancy  had  been  found  where  it  had  not 
before  been  looked  for.  In  all  the  foetus  was  dead,  having  died 
spontaneously,  and  in  none  would  the  diagnosis  have  been  made 
had  not  the  abdomen  been  opened  for  some  other  reason.  He 
thought  a  great  many  of  the  cases  would  successfully  take  care  of 
themselves. 
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He  must  express  surprise  that  Dr.  Edebohls  had  plunged  the 
needle  through  the  peritonaeum  into  the  tube  for  diagnostic  pur- 
poses. He  thought  it  was  far  more  dangerous  than  laparotomy. 
If  any  cyst  were  present,  great  risk  must  be  run  of  its  becoming 
ruptured. 

Dr.  Hanks  understood  Dr.  Edebohls  to  say  that  recovery  would, 
in  his  opinion,  have  taken  place  in  all  his  cases  of  rupture,  before 
the  third  month,  even  though  electricity  or  laparotomy  had  not 
been  resorted  to,  and  that  an  operation  was  never  called  for  before 
the  third  month.  Contrary  to  this  opinion,  he  could  recall  a  case 
where  rupture  occurred  in  a  patient  who  had  missed  just  one 
period,  and  she  died  within  ten  minutes  after  he  reached  her 
room. 

Dr.  Edebohls  replied  that  it  was  not  his  intention  to  say  there 
was  no  danger  from  rupture  in  extra-uterine  pregnancy.  That 
would  be  uttering  nonsense.  What  he  had  meant  to  say  was,  that 
if  one  were  able  to  make  out  rupture  before  the  third  month,  and 
haemorrhage  had  ceased,  there  was  a  fair  prospect  of  its  not  recur- 
ring. If  the  tubal  abortion  were  complete,  the  membranes  and 
foetus  having  passed  out  into  the  peritoneal  cavity,  there  was  no 
more  reason  why  haemorrhage  should  then  continue  than  that  it 
should  after  expulsion  of  the  placenta  and  contraction  of  the  uterus 
in  normal  pregnancy.  For  this  reason,  he  believed  that,  in  a  great 
many  cases  of  tubal  pregnancy  which  terminated  by  rupture  dur- 
ing the  earlv  months,  the  haemorrhage  ceased  before  the  woman 
had  lost  sufficient  blood  to  endanger  life,  and  that  the  blood  which 
did  escape  became  absorbed,  either  directly  or  after  the  formation 
of  an  intra-peritoneal  haematocele. 

The  President  briefly  defined  his  own  position.  It  had  been 
demonstrated  beyond  the  possibility  of  contradiction  that  elec- 
tricity did  cause  death  of  the  foetus.  He  should  certainly  resort  to 
this  agent  before  proceeding  to  do  laparotomy. 

Dr.  Polk  said  that  his  position  had  not  been  interpreted  any  too 
emphatically  by  Dr.  Goelet.  The  discussion  was  one  which  really 
ought  not  to  be  based  on  belief,  but  on  experience,  and  while  his 
own  experience  had  not  been  a  very  wide  one,  yet,  as  far  as  it  had 
eone,  it  led  him  to  the  statement  that  he  would  invariablv  and 
strongly  advise  any  patient  of  his  own,  in  whom  an  active  extra- 
uterine pregnancy  was  recognized  before  the  third  month,  to  sub- 
mit to  laparotomy  in  preference  to  any  other  method  of  treatment, 
and  in  certain  cases,  rather  than  trust  to  absorption  of  the  tumor, 
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which  would  prolong  the  patients  recovery,  he  would  give  her  the 
chances  of  laparotomy. 

Dr.  Lusk  wished,  before  the  discussion  was  closed,  to  again  call 
attention  to  the  case  of  Schauta,  mentioned  in  his  paper,  and  his 
manner  of  operating.  Previously,  thirty-one  cases  had  been  col- 
lected in  which  an  operation  was  performed  while  the  foetus  lived, 
but  two  of  the  mothers  died.  Since  then,  ten  more  cases  had  been 
reported,  with  two  deaths.  He  remarked  on  the  difficulties  which 
operators  had  encountered  in  getting  at  the  vessels  in  the  intra- 
ligamentous forms  of  foetation.  and  upon  the  fact  that  there  was 
very  little  haemorrhage  when  the  sac  was  split  in  the  manner  de- 
scribed by  Schauta. 

Stated  Meeting,  November  17,  1S91. 

The  President,  Clement  Cleveland,  M.D.,  in  the  Chair. 

Dr.  George  M.  Edebohls  presented  the  following  specimens  : 

Unilateral  Tubercular  Pyo salpinx  with  Secondary  Acute  Miliary  Tu- 
berculosis of  the  Peritonceum. 

Removal  from  a  widow  of  twenty-three,  with  a  good  family 
history.  She  came  under  the  doctor's  care  May  15,  1891,  with  a 
history  of  pains  in  the  back  and  lower  abdomen  for  two  months 
past.  On  examination  a  mass  5-6  cm.  in  diameter  was  found  em- 
bracing the  left  cornu  of  the  uterus.  The  mass  was  partly  solid, 
partly  fluctuating.  Exploratory  puncture  of  the  soft  portion  yielded 
pus.  This  pus  was  examined  for  both  gonococci  and  tubercle  ba- 
cilli, but  neither  were  found.  Appendages  on  right  side  normal. 
No  induration  elsewhere  in  abdomen.  No  ascites.  Heart  and 
lungs  normal.  Diagnosis,  pyosalpinx  of  left  side  with  adhesions 
of  intestine  and  omentum. 

Laparotomy,  May  19th.  General  miliary  tuberculosis  of  peri- 
tonaeum. Left  tube  adherent  to  a  thickened  piece  of  omentum,  en- 
larged in  its  outer  two-thirds  to  diameter  of  2-2. 5  centimetres, 
greatly  lengthened,  tortuous  and  containing  about  thirty  grammes 
of  pus.  Left  ovary  normal.  Left  appendages  removed  with  ad- 
herent, thickened  portion  of  omentum  without  rupture  of  the  pyo- 
salpinx. Right  tube  and  ovary  normal,  except  that  the  peritoneal 
covering  of  both  is  studded  with  miliary  tubercles.  Peritoneal  irri- 
gation. Iodoform  gauze  packing  to  control  haemorrhage.  Recov- 
ery without  incident.  Patient  well  at  last  accounts,  five  and  a  half 
months  after  operation. 
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Of  one  hundred  and  seven  laparotomies  performed  by  Dr.  Ede- 
bohls  eight  were  for  peritoneal  and  tubal  tuberculosis  singly  or 
combined.  Of  these  eight  patients  this  was  the  only  one  having 
unilateral  tubal  tuberculosis.  A  more  detailed  history  of  the  case 
together  with  that  of  the  case  from  which  the  next  specimen  was 
obtained  may  be  found  in  a  paper  entitled  "Tubal  and  Peritoneal 
Tuberculosis,  with  Special  Reference  to  Diagnosis,"  published  m 
the  Transactions  of  the  American  Gynaecological  Society,  1 891. 

Double  Tubercular  Pyosalpinx.  Miliary  Tuberculosis  of  Peritonteum. 
Abdominal  Section  Twice.  Tubercular  Infiltration  and  Breaking 
down  of  .Cicatrix.    Fcecal  Fistula. 

K.  G.,  twenty,  single,  with  a  fair  family  history,  came  under 
the  care  of  Dr.  Edebohls  on  April  15,  1891.  She  had  suffered  for  six 
weeks  with  pains  in  abdomen  and  much  flatulence.  She  was 
anaemic  and  delicate  in  appearance ;  has  never  had  a  cough. 

On  examination  the  uterus  is  found  imbedded  and  immobilized 
by  a  mass  on  either  side  and  behind.  The  diameter  of  the  mass 
to  the  left  is  estimated  at  15  cm.;  of  that  to  the  right  at  10  cm.  In 
the  left  mass  and  in  Douglas'  sac,  the  contours  of  an  enlarged, 
greatly  thickened  tube  can  be  plainly  felt.  Exploratory  puncture 
of  this  tube  yields  four  grammes  of  pus.  Spleen  moderately  en- 
larged ;  abdomen  perfectly  flat ;  no  ascites.  Slight  pyrexia.  Ex- 
amination of  heart,  lungs  and  urine  negative. 

The  diagnosis  narrowed  down  to  either  tubercular  or  gonorrhceal 
pyosalpinx.  Patient  denies  ever  having  had  sexual  intercourse ; 
the  hymen  is  intact.  A  careful  examination  of  the  pus  was  made 
by  Dr.  Hodenpyl,  who  failed  to  find  either  gonococci  or  tubercle 
bacilii. 

First  laparotomy,  April  21st.  General  miliary  tuberculosis  of 
peritonaeum.  A  large  tubal  sac  bulges  high  up  on  the  left  side, 
reaching  the  anterior  abdominal  wall :  a  smaller  pus  tube  is  found 
behind  the  uterus.  Widespread  adhesions  of  abdominal  and  pelvic 
viscera,  which  bleed  furiously  on  attempted  separation.  The  fear 
of  losing  his  patient  on  the  table  from  haemorrhage  caused  the  oper- 
ator to  desist  from  attempts  to  enucleate  the  diseased  appendages. 
Sixty  grammes  of  pus  were  withdrawn  from  the  left  tube  by  the 
aspirator,  and  the  abdomen  closed  without  washing  and  without 
drainage. 

The  operation  produced  no  change  in  the  patient's  condition, 
except  that  the  pelvic  pains  were  less  complained  of.  The  mild 
pyrexia  continued  and  the  feebleness  and  emaciation  progressed  in 
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spite  of  a  greatly  improved  appetite.  Towards  the  fourth  week  a 
deposit  of  tubercle  formed  in  the  lower  part  of  the  scar  of  the  ab- 
dominal wound. 

Second  laparotomy,  May  21st.  Incision  through  old  cicatrix, 
the  tubercular  infiltration  of  which,  miliary  and  yellow,  was  ex- 
sected.  Appendages  on  both  sides  removed,  the  outer  half  of  left 
tube  and  the  left  ovary,  having  become  lost  in  a  tubercular  mass. 
Irrigation  with  1-5,000  sublimate.    Closure  without  drainage. 

Microscopical  examination  demonstrated  the  tubercular  charac- 
ter of  either  pyosalpinx.  Patient's  general  condition  improved 
after  the  operation  ;  the  pyrexia  and  extreme  weakness  gradually 
disappeared.  The  tubercular  infiltration  of  the  scar,  however,  re- 
turned, and  breaking  down,  led  to  the  establishment  of  a  faecal  fis- 
tula after  three  weeks. 

The  patient  is  at  present  under  the  care  of  Dr.  W.  Gill  YVylie  at 
Bellevue  Hospital,  the  faecal  fistula  still  persisting. 

Salpingo-odphoreclomy  for  Fibromata  Uteri.  Incipient  Tuberculosis 
of  Tubes  and  Ovaries.  Tubert  uiar  Entero-colitis  following  Oper- 
ation. Ulcerative  Perforation  of  Ascending  Colon.  Fcecal 
Fistula. 

L.  B.,  first  came  under  the  doctor's  care  as  a  girl  of  seventeen, 
in  April,  1880.  She  was  delicate,  anaemic,  of  a  strumous  disposi- 
tion, and  with  a  poor  family  history.  During  the  following  nine 
years,  she  suffered  much  from  pulmonary  and  pleural  affections, 
against  which  she  had  great  difficulty  in  holding  her  own.  In 
1882,  she  had  scrofulous  enlargement  of  glands  in  various  parts  of 
the  body,  one  of  which,  in  the  right  axilla,  suppurated  and  was  in- 
cised. She  was  married  at  the  age  of  twenty-one,  gave  birth  to 
one  child  and  had  several  miscarriages.  Her  periods  from  the  be- 
ginning of  menstruation  at  fourteen  had  always  been  profuse,  last- 
ing eight  days.  After  marriage  she  began  to  lose  more  and  more 
blood  at  each  period,  and  for  the  last  two  years  of  her  life  flowed 
almost  constantly,  and  this  in  spite  of  the  most  energetic  general 
and  local  treatment,  including  intra-uterine  applications  of  many 
kinds,  as  many  as  four  curettings  at  different  times,  and  amputation 
of  the  cervix.  The  ovaries,  though  slightly  large,  were  normal  in 
other  respects  ;  the  tubes  absolutely  normal.  The  uterus  itself  was 
large  and  continued  to  grow  in  size,  even  after  amputation  of  the 
cervix.  It  varied  in  consistence  at  different  parts,  although  no  well 
defined  tumor  was  discoverable.  The  patient's  life  was  fast  ebb- 
ing away,  and  as  a 'last  resort  against  the  metrorrhagia,  the  doctor, 
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after  consultation  with  Dr.  H.  J.  Boldt,  proposed  salpingo-oopho- 
rectomy,  which  was  accepted  by  the  sufferer  and  carried  out  at 
her  home  on  May  31,  1889. 

Chloroform.  Simple  and  speedy  operation,  no  adhesions. 
Ovaries  a  little  large,  tubes  quite  normal  in  size.  A  few  miliary 
tubercles  scattered  here  and  there  on  the  peritoneal  covering  of  the 
appendages.     Peritonaeum  elsewhere  apparently  normal. 

On  the  day  following  operation  patient  had  a  normal  movement 
of  the  bowels  without  a  cathartic.  On  the  third  day  violent  purga- 
tion came  on  spontaneously  with  colicky  abdominal  pains,  slight 
rise  of  temperature  and  increase  of  the  pulse  rate.  The  diarrhoea 
persisted  in  spite  of  all  treatment  directed  against  it  until  the  death 
of  the  patient  a  month  later.  During  this  period  she  had  from 
three  to  thirty  soft  movements  daily.  On  the  twentieth  day  after 
operation  a  faecal  fistula  formed  five  centimetres  to  the  right  of  the 
upper  end  of  the  well-healed  abdominal  wound,  and  kept  discharg- 
ing until  death,  wThich  resulted  from  exhaustion  thirty  days  after 
operation. 

Autopsy  limited  by  the  family  to  abdominal  cavity.  Peritoneal 
cavity  free  from  adhesions  except  at  site  of  faecal  fistula,  where  the 
ascending  colon  was  firmly  attached  to  the  abdominal  walls.  A 
few  miliary  tubercles  found  scattered  over  the  surface  of  caput  coli, 
ascending  colon  and  termination  of  ileum,  denoting  the  sites  of 
ulcerations  within.  Xo  fluid  of  any  kind  in  peritonaeum ;  no  peri- 
tonitis. Mucous  membrane  of  entire  colon,  of  caput  coli,  and  of 
adjoining  four  feet  of  ileum  intensely  congested  and  injected. 
Three  ulcerations,  the  largest  1  cm.  in  diameter,  in  ileum ;  one 
Peyer's  patch  near  ileo-ccecal  valve  swollen  and  elevated.  Eight 
or  ten  ulcerations  found  in  ascending  colon,  one  of  which,  1-1/2 
cm.  in  diameter,  had  perforated  and  established  the  faecal  fistula, 
5  cm.  to  right  of  upper  end  of  abdominal  incision.  Mesenteric 
glands  enlarged,  a  number  of  them  containing  cheesy  pus  in  their 
interior.  Pedicles  in  good  condition  ;  catgut  ligatures  completely 
absorbed.  Uterus  contained  a  number  of  incipient  fibromata,  sub- 
mucous and  interstitial,  the  largest  about  1  cm.  in  diameter. 

The  intestinal  tuberculosis  was  evidently  the  primary  and  more 
important  lesion,  leading  to  the  death  of  the  patient,  the  peritoneal 
tuberculosis  being  secondary  and  in  its  incipiency.  For  this  reason, 
and  because  the  operation  was  undertaken  for  the  relief  of  the 
metrorrhagia  dependent  upon  the  fibromata,  I  have  not  included 
this  case  in  the  list  of  my  sections  for  peritoneal  and  tubal  tubercu- 
losis. 
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The  case  is  believed  to  be  unique  in  this  respect,  that  intestinal 
tuberculosis  has  thus  far  not  been  found  responsible  for  a  death 
following-  laparotomy. 

Salpingo-oophorectomy  for  Double  Pyosalpinx.  Pressure  Perfora- 
tion of  Sigmoid  Fle\ure  by  Glass  Drainage  Tube.  Intestinal  Fis- 
tula. Cure  of  Fistula  by  Ab  domino-vaginal  Through  Drainage. 
Intestinal  Obstruction  by  Inflammatory  Band.  Inguinal  Colol- 
omy.  Death. 

Mrs.  E.  S.,  aged  twenty-nine,  married,  ill  for  several  years  with 
pelvic  symptoms. 

April  23,  1 89 1.  Removal  of  two  huge  pus  tubes.  During  ma- 
nipulation one  of  the  tubes  ruptured  and  discharged  about  sixty 
grammes  of  pus  into  peritoneal  cavity.  Irrigation.  Packing  of 
pelvis  with  iodoform  gauze. 

April  24th.   Gauze  removed  and  glass  drainage  tube  substituted. 

April  28th.  End  of  glass  drainage  tube  can  be  felt  by  rectal 
examination  in  lower  part  of  sigmoid  flexure,  the  walls  of  which  it 
has  perforated.    Faecal  fistula.    Tube  removed. 

May  2 1  st.  The  faecal  fistula  has  thus  far  shown  no  tendency 
to  heal.  Douglas'  sac  opened  from  the  vagina  and  a  rubber  tube 
drawn  through  pelvis  from  vagina  to  opening  in  abdominal  wall. 

May  31st.    Fistula  closed.    Rubber  drain  withdrawn. 

June  7th.    Abdominal  wound  definitely  closed. 

June  18th.  Slight  symptoms  of  intestinal  obstruction,  gradu- 
ally increasing.  Last  movement  of  bowels  on  June  2 2d.  Obstruc- 
tion could  not  be  overcome  from  below. 

June  25th.  Left  inguinal  colotomy.  Acute  plastic  pelvi-peri- 
tonitis  found.  Upper  end  of  sigmoid  flexure  secured  to  abdominal 
wound  and  opened  two  days  later.  No  evacuation  of  the  bowel, 
however,  occurred,  although  the  colon  was  distended  with  faecal 
matter.  The  explanation  was  sought  in  the  bowel — paralyzing 
effect  of  the  peritonitis. 

June  27th.  Death  of  the  patient  sixty  five  days  after  the  pri- 
mary operation. 

Post-mortem  showed  the  lower  portion  of  sigmoid  flexure  firmly 
compressed  against  the  anterior  abdominal  wall  by  a  fibrous  band 
originating  from  the  track  of  the  drainage  tube.  The  mucous  sur- 
face of  the  constricted  gut  is  ulcerated  in  the  form  of  a  band  ex- 
tending completely  around  the  lumen  of  the  intestine.  The  gut  at 
this  place  has  undergone  cicatricial  constriction  from  within  as  -well 
as  from  without. 
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At  the  time  of  operative  interference  for  relief  of  the  intestinal 
obstruction  it  was  found  impossible,  owing  to  the  distended  condi- 
tion of  the  intestines  all  about,  to  get  at  the  constricted  gut  and 
safely  attempt  its  release.  The  patient's  condition  was  too  low  to 
entertain  the  idea  of  a  long  operation,  and  inguinal  colotomy  was 
adopted  as  probably  offering  her  the  best  chance. 

Two  lessons  may  be  derived  from  this  case :  First,  it  empha- 
sizes one  of  the  possible  dangers  of  rigid  drainage  tubes,  viz.,  ulcer- 
ative perforation  of  the  intestine.  I  am  confident  my  patient  would 
be  alive  to-day  had  I  resorted  to  some  other  device  for  drainage 
rather  than  to  the  glass  tube  which  remained  in  the  abdomen  four 
days. 

Second,  it  illustrates  once  more  the  danger  of  delay  and  tempo- 
rizing after  symptoms  of  intestinal  obstruction,  howsoever  mild, 
are  clearly  pronounced.  At  no  time  did  my  patient's  life  seem  in 
imminent  danger  up  to  within  a  few  hours  of  the  operation  of  in- 
guinal colotomy.  Then,  however,  the  symptoms  of  collapse  de- 
veloped with  overwhelming  suddenness  and  rapidity. 

Dr.  W.  Gill  Wylie  remarked,  concerning  the  last  case,  that  the 
patient  was  now  in  Bellevue  Hospital  waiting  an  operation.  He 
would  report  the  result  at  a  future  meeting.  He  was  especially 
interested  in  cases  of  faecal  fistula.  He  had  had  three  similar  cases 
in  his  own  practice,  all  occurring  in  Bellevue  Hospital,  where  he 
was  under  the  necessity  of  training  in  a  new  house  surgeon  every 
six  months.  In  one  case  the  result  had  been  fatal.  He  did  not 
think  these  fistulae  were  due  to  the  pressure  of  the  glass  drainage  tube. 
The  tube  did  not  usually  rest  in  one  place  long  enough  to  cause 
perforation.  Where  the  unfortunate  result  did  take  place  it  was  to 
be  attributed  to  faulty  management  rather  than  to  any  defect  in 
this  system  of  drainage.  He  did  not  think  a  better  material  could 
be  used  than  glass,  but  the  tube  should  be  perfectly  smooth  at  the 
end. 

Being  asked  by  the  President  how  long  he  left  the  tube  in,  he 
replied,  "Seldom  longer  than  twenty-four  hours."  His  rule  was  to 
have  the  drain  pulled  out  a  little  every  two  hours,  and  finally  to 
replace  it,  if  it  were  necessary  to  continue  the  drainage  longer,  by 
a  tube  of  smaller  size.  Usually,  the  tube  could  be  dispensed  with 
altogether  at  the  end  of  five  hours.  If  considerable  fluids  still 
drained  away,  or  there  was  mal-odor,  the  tube  might  be  left  in  as 
long  as  ten  days,  although  he  found  that  in  actual  practice  this 
was  not  necessary  in  more  than  one  out  of  twenty  or  thirty  cases. 
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Dr.  Joseph  Janvrin  presented  the  following  specimens : 

Carcinomatous  Uterus  Removed  by  Vaginal  Hysterectomy  on  June  i, 
1891. 

The  patient,  Miss  H.  W  ,  sixty-two  years  of  age,  some  twenty- 
two  years  ago  had  what  was  diagnosed,  by  the  late  Dr.  Peaslee, 
as  a  large  monocystic  ovarian  tumor.  I  assisted  him  in  its  remov- 
al, and  it  proved  to  be  a  large  mono-nbro-cystic  tumor  developing 
by  a  pedicle  from  the  fundus  uteri.  The  pedicle  was  transfixed 
and  ligated,  the  tumor  removed  and  the  uterus  dropped  back  into 
the  pelvic  cavity.    She  made  an  excellent  recovery. 

About  eighteen  months  ago  she  began  to  have  metrorrhagia 
with  occasional  menorrhagia.  This  continuing  for  a  year  she  con- 
sulted me  at  my  office  in  May  last.  The  history  and  conditions 
present  all  pointed  to  a  carcinomatous  condition  of  the  body  of  the 
uterus. 

The  microscopical  examination  of  deep  curettings,  obtained  a 
few  days  after  my  first  examination,  confirmed  the  diagnosis  and 
on  the  1st  day  of  June,  I  removed  the  organ,  at  my  private  hospi- 
tal by  vaginal  hysterectomy.  The  vagina  was  very  small  and  the 
uterus  considerably  enlarged,  so  much  so,  that  I  was  obliged  to  en- 
large the  vulval  opening  by  deep  cuts  through  each  vulva. 

The  broad  ligaments  were  tied  and  the  stumps  brought  down  on 
either  side  of  the  iodoform  packing  (as  is  my  custom  in  all  these 
cases)  so  as  to  fully  protect  the  intestines  from  agglutination  to  the 
stumps,  and  she  made  an  excellent  recovery,  and  at  the  present 
date  is  in  perfect  health.  This  is  my  twelfth  case  of  vaginal  hyster- 
ectomy for  cancerous  disease  of  the  uterus,  cervix  (or  both  com- 
bined,) and  of  the  twelve  operated  upon,  ten  have  recovered.  The 
specimen  is  of  interest,  not  only  from  its  malignant  aspect,  but  also 
from  its  early  history  and  its  development  of  a  large,  pediculated 
fibro-cyst  from  its  fundus  years  ago.  The  cicatrix  left  by  the  liga- 
tures applied  to  the  fundus  twenty-two  years  ago  is  quite  apparent 
to-day. 

The  second  specimens  are  the  tubes  and  ovaries,  I  believe,  re- 
moved from  Mrs.  C. ,  a  patient  at  the  Skin  and  Cancer  Hospital,  on 
November  3,  1891  ;  patient  about  thirty-seven  years  old,  and  the 
mother  of  several  children.  She  entered  the  hospital  early  in  Oc- 
tober, with  the  history  of  severe  pain  in  the  region  of  both  ovaries 
and  tubes  for  the  past  year  or  more.  She  had  been  a  patient  in  an- 
other hospital  for  a  few  weeks,  and  in  August,  (of  this  year,)  an  ex- 
ploratory abdominal  section  had  been  made.    The  operation  had 


New  York  Obstetrical  Society. 


173 


been  abandoned  as  soon  as  the  opening  had  been  made,  for  the 
reason  that  uterus,  tubes,  ovaries  and  broad  ligaments  were  so  mat- 
ted together  and  so  "fixed"  that  apparently  nothing  could  be  done, 
and  it  was  supposed  that  'this  condition  was  principally  sarcoma- 
tous in  character.  At  least  she  came  to  the  Skin  and  Cancer  Hospi- 
tal with  that  diagnosis.  On  examination  of  the  case,  and  after 
watching  her  for  a  couple  of  weeks,  I  came  to  the  conclusion  that 
the  disease  was  not  sarcomatous,  but  probably  only  an  inflamma- 
tory result,  and  decided  to  remove  the  masses  at  either  side  of  the 
uterus  if  possible. 

The  operation  was  performed  November  3d.  It  was  extremely 
difficult  on  account  of  the  strong  adhesions.  The  ovaries,  I  think, 
form  a  portion  of  each  mass,  but  are  so  atrophied  or  compressed  by 
the  enlarged  tubes  and  the  inflammatory  products,  and  the  new 
neoplastic  developments  (whatever  they  may  prove  to  be  when  ex- 
amined microscopically)  that  to  the  eye  alone  they  are  not  dis- 
tinguishable. I  would  like  to  refer  the  specimens  to  the  patholo- 
gist of  the  society  for  examination,  especially  as  during  the  past 
three  years  I  have  had  three  cases  of  malignant  disease,  (two  sar- 
comatous and  one  carcinomatous)  developing  primarily  within  the 
folds  of  the  broad  ligaments.  These  cases  I  reported  in  a  paper 
read  before  the  American  Gynaecological  Association  in  September 
of  this  year  at  Washington.  Some  twelve  hours  subsequent  to  the 
operation  symptoms  of  broncho-pneumonia  developed  and  the  pa- 
tient died  at -  the  end  of  the  third  day  from  the  pneumonia.  All 
other  conditions  had  been  perfectly  favorable.  I  attribute  the  pneu- 
monia to  the  prolonged  etherization,  the  patient  having  a  slight  ca- 
tarrhal bronchitis  at  the  time  of  operation. 

The  third  specimens  are  simply  a  pair  of  cystic  ovaries  together 
with  the  tubes  removed  at  my  private  hospital  on  November  5th. 
The  history  and  examination  seemed  to  point  to  a  diseased  ovary 
of  the  right  side  and  an  enlarged  tube  of  the  left.  The  operation  de- 
veloped the  cystic  enlargement  of  both  ovaries  and  slight  catarrhal 
enlargement  of  both  tubes.  The  left  ovary  is  the  largest.  There 
were  but  slight  adhesions  and  the  operation  was,  of  course,  simple 
and  the  patient,  a  married  lady,  ( married  nine  years)  who  had 
never  been  pregnant,  has  made  a  perfectly  satisfactory  recovery. 

Dr.  Janvrin  added  with  regard  to  the  first  case  that  he  had  just 
noticed  a  small  fibroid  in  the  posterior  wall,  thus  showing  it  to  be 
another  of  those  cases  of  carcinomatous  disease  developing  in  a 
uterus  containing  a  fibroid  tumor.  In  the  case  of  the  second  speci- 
men, he  accidentally  tore  the  sigmoid  flexure  a  distance  of  about 
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an  inch  and  a  half  while  separating-  it  from  the  adhesions.  The 
opening  was  closed  by  a  catgut  suture. 

A  Portable  Gynaecological  Table. 

Dr.  W.  R.  Pryor  presented  a  portable  gynaecological  table  de- 
vised by  Dr.  Foerster,  of  New  York.  It  was  especially  useful  for 
operating  in  Trendelenburg's  posture.  It  was  made  of  galvanized 
iron  and  steel,  weighed  forty-eight  pounds,  could  be  folded  like  a 
cot,  and  cost  $30. 

Dr.  W.  Gill  Wylie  said  that  the  objection  to  a  table  adapted  to 
Trendelenburg's  posture  was  that  it  was  not  high  enough  for  ordi- 
nary laparotomy  cases.  He  preferred  a  table  thirty-five  inches 
high  to  one  of  but  twenty-nine  inches.  He  also  stated  that  he 
could  operate  better  by  touch  than  by  sight,  and  would  therefore 
seldom  find  it  necessary  to  resort  to  Trendelenburg's  posture. 

Dr.  J.  Lee  Morrill  read  a  paper  entitled  A  Case  of  Extra-  Uterine 
Pregnancy  Terminating  by  Ulceration  through  the  Intestine.  (See 
page  122.) 

It  was  discussed  in  connection  with  the  following  subject :  The 
Prevention  and  Treatment  of  Intestinal  Fistulee  as  a  Complication  in 
Laparotomy. 

Dr.  W11.  M.  Polk,  being  requested  to  open  the  discussion,  said 
that  since  he  had  not  heard  all  the  paper,  his  remarks  would  be 
directed  toward  the  general  subject.  In  the  case  reported,  where 
the  operation  was  only  an  exploratory  one,  it  might,  of  course, 
have  become  necessary  ultimately  to  reopen  the  abdomen.  An 
operation  under  such  conditions,  particularly  if  it  were  a  case  of 
intra-ligamentous  extra-uterine  pregnancy,  would  be  accompanied 
by  great  risk  because  of  the  extent  and  density  of  the  adhesions  to 
be  overcome.  He  could  not  imagine  but  that  one  would  have  to 
make  an  extensive  dissection  in  order  to  reach  the  perforation  after 
it  had  taken  place.  Of  course,  the  case  would  have  to  be  dealt 
with  according  to  the  location  of  the  opening  in  the  gut.  If  it  were 
high,  it  would  be  a  matter  of  comparative  ease  to  close  it.  If  it 
were  low,  it  might  involve  great  difficulty. 

As  a  rule,  where  the  fistula?  and  opening  were  too  low  down  to 
be  reached  even  by  the  Trendelenburg  posture,  one  should  provide 
drainage.  By  use  of  iodoform  gauze  packing  around  a  glass  tube 
it  would  insure  such  encapsulation  as  to  prevent  infection  of  the 
general  peritoneal  cavity.  Then,  on  withdrawing  the  gauze  and 
tube  an  ordinary  fistula  would  exist  which  might  close  at  any 
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time.  But  if  the  fistulae  could  be  reached  (and  he  could  see  no  rea- 
son why,  in  the  majority  of  cases,  they  could  not  be  reached  in  the 
Trendelenburg  posture),  there  was  no  reason,  he  thought,  why 
they  should  not  be  treated  in  the  ordinary  way  by  suture. 

Fistulae  situated  in  the  coils  of  the  small  intestine  or  sigmoid 
flexure  presented  few  difficulties  in  the  way  of  treatment.  The 
difficulty  which  might  be  presented  would  depend  upon  the  extent 
of  the  injury.  If  it  were  a  rent  of  considerable  size,  one  would 
have  to  take  into  consideration  the  question  of  performing  a  section 
■or  anastomosis.  He  confessed  to  some  doubt  as  to  the  propriety  of 
resorting  to  anastomosis  until  more  evidence  had  been  adduced  as 
to  the  length  of  time  the  artificial  opening  would  remain  patent. 
If  the  patient  should  have  a  stricture  at  this  opening  within  the 
next  few  months,  or  even  year  or  two,  one  would  prefer  to  take  the 
chances,  in  the  first  place,  of  doing  the  old  operation  of  resection. 
One  great  objection  to  the  resection  was  the  length  of  time  required 
to  perform  it.  But  as  he  felt  about  the  question  at  the  present  time, 
hie  would  prefer,  if  his  patient  was  in  fair  condition,  to  resort  to  this 
procedure,  especially  if  the  opening  were  in  the  small  intestine.  Of 
course,  he  referred  now  to  cases  of  extensive  injury. 

Regarding  the  production  of  rents  in  the  intestine  during  lapar- 
otomy, he  thought  that  it  had  been  due  in  this  city  largely  to  the 
use  of  one  or  two  fingers  through  a  small  opening,  in  cases  where 
a  larger  opening  would  have  enabled  the  operator  to  judge  more 
correctly  of  the  dangers  in  the  particular  case.  Unfortunately,  not 
all  operators  had  the  fine  sense  of  touch  of  the  one  whose  example 
they  imitated,  and  might  be  unable,  on  entering  the  cavity  of  the 
pelvis,  to  readily  distinguish  between  diseased  tubes,  ovaries,  and 
coil  of  intestine.  Unquestionably,  if  a  large  majority  of  the  opera- 
tors were  to  attempt  to  follow  out  this  plan  of  using  only  one  or 
two  fingers  through  a  small  opening,  they  would  frequently  cause 
injury  to  the  intestine  which  would  lead,  directly  or  remotely,  to  a 
fistulous  tract.  Such  an  accident  would  especially  be  likely  to  oc- 
cur where  there  was  a  recent  inflammation  around  an  old  one,  the 
tissues  being  softened  thereby.  We  were  happy  to  say  that  by  the 
introduction  of  the  Trendelenburg  posture  we  were  now  able  to  expose 
the  tissues  to  sight  as  well  as  touch,  thus  enabling  the  operator  with 
only  a  moderate  amount  of  skill  to  enucleate  the  mass,  especially 
when  attached  to  the  rectum,  without  running  the  risk  of  producing 
.fistulous  tracts. 

Dr.  H.  T.  Hanks  wished  to  emphasize  a  point  which,  doubtless, 
•was  already  fully  appreciated  by  the  members,  namely,  the  necessity 
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for  making  a  more  careful  examination  than  was  possible  in  a  tene- 
ment with  darkened  rooms,  or  in  the  parlor  of  a  fashionable  mansion 
with  the  usual  inconveniences.  He  believed  that  only  a  very  small 
per  cent,  of  all  the  cases  of  ectopic  pregnancy  were  recognized,  or 
came  to  abdominal  section  or  other  mode  of  treatment.  So  many 
women  were  in  the  habit  of  suffering  pain  that  the  amount  caused 
in  some  cases  of  ectopic  pregnancy  would  hardly  lead  them  to 
consult  a  physician.  As  long  as  it  was  at  all  bearable  they  re- 
mained away. 

Regarding  the  topic,  fecal  fistula?,  he  believed  that  we  would 
not  have  so  many  in  the  future  as  in  the  past.  We  had  learned  not 
to  be  content  with  a  small  incision  where  a  large  one  should  be 
made.  Even  'Sir.  Tait,  whose  example  some  seemed  to  think  they 
followed  in  always  making  a  small  incision,  did  not  limit  himself 
to  the  use  of  one  or  two  ringers  in  all  cases,  but  made  an  opening 
of  considerable  size  where  a  tumor  was  to  be  removed,  or  the  case 
in  any  way  called  for  it.  He  believed  that  many  times  where  fis- 
tulse  formed,  the  cause  was  an  injury  to  the  intestine  during  the  op- 
eration, and  in  some  instances  it  might  have  been  avoided  had  a 
freer  opening  been  made  and,  consequently,  a  more  careful  separa- 
tion of  adhesions,  etc.  He  also  believed  that  in  some  the  cause 
was  failure  on  our  own  part,  or  that  of  the  house  surgeon  or  assist- 
ant, to  properly  care  for  the  drainage  tube.  In  our  hospitals  the 
fault  was  due  largely  to  the  necessity  for  breaking  in  a  new  house- 
surgeon  every  six  months.  The  glass  drainage  tube  was  an  excel- 
lent instrument,  but  if  it  were  allowed  to  remain  down  in  Douglas' 
pouch  over  twelve  hours,  fixed  by  numerous  dressings,  trouble 
would  be  likely  to  result.  In  the  past  it  had  been  allowed  to  remain 
in  forty-eight  hours  or  more  without  change.  The  speaker  thought 
the  drainage  tube  ought  never  to  be  allowed  to  remain  in  the  cav- 
ity, unless  positively  needed,  for  a  longer  period  than  twenty  hours. 
If  it  were  needed  longer,  it  should  be  raised  a  little  frequently  so 
that  pressure  and  sloughing  might  be  avoided.  Under  no  circum- 
stances must  it  be  allowed  to  remain,  without  raising  slightly,  for 
more  than  six  hours. 

Regarding  the  treatment,  he  remembered  at  least  two  cases  of 
fistuke  following  laparotomy  at  the  Woman's  Hospital,  in  one  the 
small  intestine  being  involved,  in  the  other  the  large  one.  He  be- 
lieved the  primary  cause  in  both  cases  was  pressure  of  the  drainage 
tube.  One  was  cured  by  Dr.  Bird  s  perseverance  with  irrigation  by 
warm  water.  In  the  other  they  were  compelled  to  abandon  the 
operation  on  account  of  the  dense  adhesions,  and  seven  days  later, 
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a  fecal  tistula  formed  and  for  full  six  weeks  all  thought  the  patient 
would  die.  Under  constant  irrigation  of  the  fistulous  tract  she  im- 
proved, finally  left  the  hospital  and,  much  to  his  surprise,  visited 
him  this  summer  with  the  fistula  closed,  without  further  symptoms 
of  dysmenorrhcea,  etc.,  and  weighing  many  pounds  more  than 
when  she  left.  It  was  interesting  to  know  that  menstruation  can 
occur  without  pain — when  both  tubes  and  both  ovaries  and  the  fun- 
dus uteri  were  firmly  bound  together  in  the  true  pelvis  by  a  mass 
of  exudation  which  had  been  seen  and  felt  one  year  before. 

Dr.  H.  Marion  Sims  said  it  had  been  his  misfortune  to  encounter 
three  cases  of  faecal  fistula?  the  last  ten  years,  all  having  occurred 
previous  to  seven  years  ago.  In  the  first  case,  he  was  able  to  trace 
the  cause  pretty  positively  to  the  drainage  tube.  The  glass  drain- 
age tube,  with  perforations  on  the  side,  was  used.  The  patient 
was  an  unmarried  woman,  operated  upon  for  large  multilocular 
ovarian  cyst.  There  were  adhesions  to  the  intestines,  bladder,  and 
abdominal  parietes,  making  the  operation  a  most  difficult  one. 
Finally,  the  sac  was  removed  in  to  to,  and  owing  to  there  having 
been  profuse  bleeding,  a  drainage  tube  was  placed  at  the  lowest 
point  in  the  posterior  cul-de-sac.  and  left  in  three  or  four  days.  The 
dressings  had  to  be  removed  every  three  or  four  hours  to  wash  the 
tube  out,  because  of  such  profuse  oozing.  The  temperature  would 
rise  quickly  if  the  washing  were  neglected.  He  remained  with  the 
patient  day  and  night  for  ten  days.  The  tube  was  removed  on  the 
fourth  day  and  the  patient  was  thought  to  be  doing  quite  well,  when 
their  attention  was  attracted  to  faecal  matter  escaping  through  the 
tract  left  by  the  tube.  He  kept  the  tract  packed  with  gauze  continu- 
ously for  seventeen  days,  washing  it  out  regularly  every  two  or 
three  hours.  The  faecal  discharge  became  less  and  less  and  finally 
closed.  He  saw  this  patient  a  few  weeks  ago,  and  she  was  in  per- 
fect health. 

The  second  case  occurred  in  almost  the  same  manner  and  shortly 
afterward.  There  was  a  large  multilocular  cyst,  the  adhesions  were 
almost  universal.  The  patient  got  an  acute  attack  of  peritonitis 
on  the  journey  to  the  city  and  required  an  immediate  operation. 
Owing  to  the  extensive  adhesions,  he  felt  it  was  necessary  to  use  a 
drainage  tube  and  chose  again  the  glass  one  with  side  perforations  : 
he  does  not  use  this  kind  now  ;  the  patient  made  a  good  recovery 
from  the  operation,  but  about  the  fifth  day  the  same  faecal  odor  was 
observed  as  in  the  former  case.  He  was  convinced  the  opening 
was  in  the  intestine,  at  a  point  where  they  had  much  difficulty  in 
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separating  the  adhesions.  This  patient  also  finally  got  enfirely 
well. 

The  third  case  was  in  the  wife  of  a  prominent  New  Yorker,  op- 
erated upon  for  an  enormous  dermoid  of  the  ovary  by  her  father 
about  a  week  prior  to  his  death.  The  adhesions  to  the  intestine 
were  such  that  the  tumor  could  not  be  removed  entire,  and  after 
the  contents  had  been  evacuated  its  walls  were  stitched  to  the  ab- 
dominal wound.  One  drainage  tube  was  put  within  the  sac,  one 
without.  The  wound  healed  kindly,  the  patient  did  very  well,  but 
on  the  second  day  a  faecal  fistula  formed  communicating  with  the 
sigmoid  flexure.  He  kept  the  sac  packed  with  gauze  as  in  the  other 
two  cases,  and  the  patient  was  doing  very  well  until  suddenly  ery- 
sipelas of  the  face  developed  and  she  died. 

Dr.  W.  Gill  Wylie  understood  Dr.  Morrill  to  say  that  in  his 
case  there  was  a  tumor  the  size  of  an  orange.  He  might  say,  that 
now,  whenever  a  patient  came  to  him  with  a  tumor  of  that  size  in 
the  pelvis,  and  he  felt  any  uncertainty  about  it,  he  advised  laparot- 
omy without  much  hesitation.  If  it  were  a  fibroid,  removal  of  the 
tubes  and  ovaries  would  cure  it ;  if  it  were  ovarian,  it  could  be  re- 
moved. He  would  not  wait  and  have  a  bad  result,  but  would  open 
the  abdomen  and  learn  the  exact  nature  of  the  tumor,  especially  if 
there  were  a  suspicion  of  its  being  an  extra-uterine  pregnancy. 
When  he  found  a  tumor  which  he  did  not  think  it  wise  to  remove 
at  once,  on  account  of  the  bad  condition  of  the  patient,  brought 
about  by  sepsis,  he  was  always  able  to  find  a  safe  place  to  make 
an  opening  into  the  vagina,  or  if  there  were  any  danger  of  punctur- 
ing directly  from  this  route,  he  first  opened  the  abdomen,  introduced 
his  finger,  and  then  could  find  the  safest  place  for  puncture. 

He  had  of  recent  years  met  with  a  good  many  cases  of  openings 
into  the  rectum  from  the  rupture  of  neglected  pelvic  abscesses  which 
would  empty  in  this  direction  and  refill  again,  and  continue  so  to 
do  perhaps  ten  or  fifteen  years.  Until  recently  surgeons  had  not 
considered  it  safe  to  operate  on  this  class  of  cases.  Personally, 
however,  he  now  regarded  them  as  entirely  amenable  to  surgical 
treatment.  He  put  the  patient  in  as  good  condition  as  might  be, 
fed  her  on  milk  a  few  days,  washed  out  the  lower  intestine  as 
Cleanly  as  was  possible,  then  opened  the  abdomen  and  enucleated 
the  abscess  just  as  one  would  enucleate  an  ovarian  tumor,  operat- 
ing almost  entirely  with  the  finger  nails,  which  he  kept  long  for 
that  purpose.  He  thought  he  could  operate  as  well  by  the  sense 
of  touch  as  by  sight,  possibly  better,  and  certainly  with  less  risk  to 
the  patient  in  the  form  of  sepsis  and  shock.    If  the  opening  were 
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lower  down  in  a  fixed  portion  of  the  gut,  and  where  it  could  be 
reached  only  with  difficulty,  he  did  not  hesitate  to  leave  it.  The 
cavity  was  washed  out,  a  drainage  tube  was  introduced  near  to 
but  not  on  the  opening  into  the  bowel :  if  there  had  been  much  pus 
a  small  piece  of  gauze  was  allowed  to  remain  a  few  hours  beside 
the  tube,  so  as  to  insure  upper  drainage  of  pus  or  fluids  that  might 
escape  from  the  intestine.  Another  important  point  was  to  intro- 
duce into  the  rectum  a  glass  or  rubber  tube  in  order  that  it  might 
be  kept  quite  empty  of  gas.  Besides,  any  fluid  in  the  rectum  would 
then  escape  in  this  direction  in  preference  to  entering  the  pelvis. 
He  had  operated  in  one  case  where  there  had  been  two  abscesses, 
one  opening  into  the  rectum  on  the  left,  the  other  on  the  right. 
The  patient's  condition  was  very  low.  He  waited  until  both  tu- 
mors were  somewhat  filled  with  pus,  then  opened  the  abdomen, 
enucleated  both  abscesses,  and  both  openings  being  low  he  put  in 
a  drainage  tube  without  attempting  to  close  them,  and  the  patient 
made  a  good  recovery.  If  the  opening  were  high,  in  a  floating  part 
of  the  gut,  it  could  be  reached  and  should  be  closed  with  two  lines 
of  sutures.  If,  at  the  same  time,  there  were  an  opening  low,  which 
could  not  be  readily  reached,  this  one  might  be  left  to  be  treated  as 
mentioned  before.  He  had  operated  in  as  many  as  fifteen  cases 
the  past  winter,  in  all  the  result  being  closure  of  the  opening. 

With  regard  to  "the  cause  of  the  openings  into  the  gut,  the  major- 
ity of  them  had  resulted  from  a  pyosalpinx,  or  an  extra-uterine  preg- 
nancy, or  suppuration  of  some  form.  He  was  not  quite  in  accord 
with  the  other  speakers,  he  thought,  as  to  the  cause  of  the  fecal  fis- 
tulae  following  laparotomy.  It  seemed  to  him  that  to  tear  the 
intestine  would  be  rather  an  awkward  thing  for  an  expert  to  do. 
It  was  probable  there  had  been  an  old  opening  at  the  seat  of  an 
inflammatory  process  which  had  closed  and  the  operator  reopened 
it  in  breaking  up  the  adhesions,  or  the  normal  muscular  wall  had 
disappeared  during  the  inflammatory  process,  making  perforation 
easy  during  or  subsequent  to  the  operation.  Where  such  fistula? 
formed  he  treated  them  just  as  in  the  class  of  cases  before  de- 
scribed. 

Dr.  Joseph  E.  Jaxvrix  reviewed  the  points  in  the  history  of  the 
case  related  by  Dr.  Morrill  as  bearing  on  the  question  of  diagnosis, 
and  expressed  the  opinion  that  at  the  time  Dr.  Sprague  first  saw  the 
woman  he  had  reason  to.  suspect  uterine  pregnancy,  and  no  reason 
to  suspect  ectopic  gestation,  provided  it  could  be  stated  positively 
that  no  tumor  was  then  present  at  the  side  of  the  uterus.    The  pro- 
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priety  of  operating  at  the  time  Dr.  Morrill  saw  her  was,  he  thought, 
beyond  doubt. 

The  case  brought  to  his  mind  one  which  he  saw  about  nineteen 
years  ago,  and  which  he  reported,  after  the  patient's  death,  in  the 
New  York  Journal  of  Obstetrics.  The  woman  had  not  menstruated 
for  several  months,  had  had  the  usual  symptoms  of  pregnancy,  and 
he  was  unable  to  make  out  anything  but  normal  pregnancy.  There 
was,  however,  extreme  pain  at  the  left  side  of  the  uterus,  and  doubt- 
less she  had  the  colicky  pains  which  would  now  be  recognized  as 
those  of  ectopic  gestation,  but  were  not  so  well  appreciated  at  that 
day.  The  patient  was  seen  in  consultation  with  him  by  Dr.  Thomas 
and  Dr.  Peaslee  several  times,  and  they  all  failed  to  recognize  extra- 
uterine pregnancy.  After  about  the  fourth  month  she  did  not  come 
under  his  observation  again  until  about  the  ninth  month,  when  he 
found  the  abdomen  very  much  enlarged,  much  more  tenderness 
over  the  left  side,  the  patient  in  a  'hectic  condition,  and  shortly 
afterward,  perhaps  a  week,  a  fistulous  opening  was  established  into 
the  rectum,  through  which  the  bones  of  a  foetus  of  about  the  sixth 
month  of  gestation  were  discharged. 

As  to  the  treatment  of  rents  into  the  intestine,  he  fully  agreed 
with  what  had  been  said  by  Dr.  Polk  and  Dr.  Wylie,  and  would 
further  speak  only  of  a  case  which  had  come  under  his  care  about 
four  years  ago.  He  removed  a  large  monocyst  of  the  right  ovary, 
and  making  further  examination  found  a  dermoid  of  the  left,  a  pro- 
longation of  which  extended  into  the  lumen  of  the  rectum.  On  lift- 
ing it  up  a  rent  took  place  into  the  gut,  three  inches  above  the  anus. 
He  closed  the  rent  with  fine  silk  and  the  patient  made  an  excellent 
recovery.  He  had  several  similar  cases  of  tears  into  the  rectum  or 
sigmoid  flexure  and  had  treated  them  all  similarly.  The  extreme 
difficulty  of  getting  at  a  rent  in  the  rectum  and  closing  it  perfectly 
is  perfectly  well  remembered  by  anyone  who  has  tried  it.  The  use 
of  a  mirror,  reflecting  the  light  deep  into  the  pelvis,  has  in  all  these 
cases  been  of  great  assistance,  exposing,  as  it  does,  the  deep  cavity 
to  a  pretty  good  light. 

Dr.  A.  P.  Dudley  said  he  could  only  partly  agree  with  what  had 
been  said  regarding  fistuloe  following  abdominal  section.  The  other 
class  of  cases,  where  an  opening  took  place  from  an  abscess  into 
the  rectum,  occurred  frequently  and  the  treatment  was  different. 

He  emphasized  what  Dr.  Hanks  had  said  regarding  one  cause 
of  ristulae  following  laparotomy,  namely,  working  through  too  small 
an  opening.  In  a  collection  of  seventy-eight  cases  which  he  had 
made,  it  was  perfectly  evident  that  breaking  up  adhesions  through 
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an  abdominal  opening  of  too  small  size  had  been  the  most  common 
cause  of  the  faecal  fistula.  The  next  most  common  cause  was  ex- 
tensive adhesions  to  the  intestine  and  carelessness  in  breaking  them 
up.  The  operator  might  make  so  small  an  incision  as  to  permit  of 
inserting  only  two  fingers,  proceed  to  break  up  the  adhesions  in  the 
dark,  and  perhaps,  in  ignorance  of  the  fact,  roughly  handle  the 
intestine  at  a  point  of  attachment  where,  owing  to  suppurative  or 
inflammatory  process,  only  its  mucous  membrane  was  left  to  sep- 
arate it  from  the  walls  of  the  tumor.  As  the  next  cause,  he  would 
mention  the  glass  drainage  tube.  This  not  only  exerted  some  pres- 
sure by  weight,  but  also  by  the  intra-abdominal  movements. 

Where  the  "opening  was  into  the  rectum  or  low  in  the  sigmoid 
flexure,  spontaneous  cure  usually  took  place  if  the  case  were  prop- 
erly managed.  If  it  were  into  the  small  intestine,  spontaneous  cure 
was  not  so  likely  to  take  place. 

Regarding  the  time  of  the  occurrence  of  these  fistulae  after  the 
operation,  forty-one  occurred  the  first  week,  eleven  during  the  sec- 
ond week,  six  the  third,  four  the  fourth,  two  the  fifth,  three  the 
sixth,  three  the  third  month,  two  the  fourth  month.  The  portion  of 
the  gut  involved,  sigmoid  flexure  or  rectum  in  thirty  out  of  seventy- 
four  cases,  small  intestine  in  seventeen,  in  thirteen  the  part  involved 
was  not  known.  It  had  often  est  followed  removal  of  the  append- 
ages, and  chronic  conditions  oftener  than  acute.  In  forty-nine  of 
the  cases  the  drainage  tube  was  known  to  have  been  used ;  in  only 
eleven  was  it  known  not  to  have  been  used.  Twenty-three  of  the 
operators  attributed  the  fistulae  to  the  drainage  tube  directly.  Ex- 
tensive adhesions  were  present  in  sixty  cases.  Success  in  closing 
the  fistulae  by  nature  in  thirty-nine,  no  success  in  thirty-five.  Sec- 
ondary laparotomy  was  performed  in  eight  cases;  it  was  successful 
in  three  and  a  failure  in  five.  The  question  of  treatment  depended 
largely  upon  the  location  of  the  fistulous  opening  into  the  bowel. 
The  trouble  being  largely  preventable,  the  possibility  of  its  occur- 
rence should  be  borne  clearly  in  mind  at  all  operations. 

Dr.  J.  R.  Goffe  related  a  case  of  intestinal  fistula  which  had  re- 
sulted recently  from  an  infected  ligature.  The  case  being  one  of 
abscess  of  the  ovary,  the  ligature  may  have  become  infected  when 
introduced,  or  possibly  before.  The  patient  had  returned  home, 
was  supposed  to  be  cured,  but  after  three  months  an  abscess  burst 
through  the  cicatrix  left  by  the  abdominal  wound.  The  attending 
physician  was  able  to  make  it  heal  by  stimulating  applications,  but 
it  would  break  out  again.  When  she  was  brought  to  Dr.  Goffe,  he 
introduced  a  sound  into  the  fistulous  tract  until  it  could  be  felt  in  the 
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vagina,  puncture  was  made  through  into  the  vagina  and  drainage 
established.  The  patient  made  cleansing  injections  through  the  fis- 
tulous tract  at  the  abdominal  opening,  the  water  passing  through 
the  vagina  until  about  the  tenth  day,  when,  to'  her  surprise  and  to 
his  own,  they  passed  out  through  the  rectum,  showing  that  a  rectal 
fistula  had  been  established.  The  irrigations  were  continued,  and 
in  the  course  of  a  few  weeks  the  ligature  passed  through  the  vagina, 
and  then  the  opening  in  the  rectum  healed.  The  fistulous  tract  has 
been  kept  patulous  and  through  and  through  drainage  maintained 
by  several  strands  of  sterilized  cotton  thread  passed  through  from 
the  vagina  like  a  seton.  These  have  been  frequently  removed  and 
fresh  ones  substituted. 

Dr.  Dudley  added  that  catgut  had  sometimes'  been  used  in  sew- 
ing up  openings  in  the  gut,  but  it  was  not  safe,  and  faecal  fistula? 
had  sometimes  followed. 

Dr.  G.  M.  Edebohls  had  had  four  cases  of  faecal  fistula?  following 
laparotomy.  In  the  first  case  a  tubercular  ulcer  of  the  mucous 
membrane  of  the  ascending  colon  was  found  on  post-mortem  to 
have  perforated  both  the  intestinal  and  abdominal  walls  and  to  have 
established  the  fistula.  In  the  second  case,  following  a  laparotomy 
for  tubercular  pyosalpinx  and  general  peritoneal  tuberculosis,  the 
abdominal  cicatrix  became  involved  in  the  tubercular  process,  and 
breaking  down,  led  to  the  formation  of  a  faecal  fistula.  In  the  third 
case,  the  fistula  was  due  to  perforation  of  the  sigmoid  flexure,  by 
the  inner  end  of  a  glass  drainage  tube.  The  specimens  from  each 
of  these  three  cases  were  presented  to  the  society  this  evening,  and 
to  the  histories  accompanying  them  the  speaker  would  refer  for 
fuller  details.  In  the  fourth  case,  the  fistula  was  due  to  secondary 
sloughing  of  a  portion  of  the  intestinal  wall  following  a  difficult 
enucleation  of  a  large  pyosalpinx  and  ovarian  abscess  of  puerperal 
origin.  The  fistula  formed  on  the  seventh  day  after  operation,  per- 
sisted for  nine  or  ten  days,  and  then  closed  spontaneously  and  per- 
manently. 

He  fully  agreed  with  Dr.  Wylie  regarding  the  necessity  of  pre- 
cautions in  the  use  of  the  glass  drainage  tube.  Yet  it  was  the  very 
necessity  of  exercising  such  great  care  that  constituted  the  great 
danger  of  rigid  tubes,  and  for  this  very  reason  he  had  never  been 
able  to  grow  very  enthusiastic  over  their  use.  But  how,  he  asked, 
was  one  to  get  rid  of  the  stiff  drain  ?  Drainage  through  the  vagina, 
closing  the  abdominal  wound,  and  through  and  through  drainage 
from  abdominal  wound  to  vagina,  both  with  soft  rubber  tubes — as 
well  as  the  gauze  drain,  and  a  combination  of  the  latter  with  the 
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glass  drain,  had  been  offered  as  substitutes.  He  himself  had  come 
to  prefer  drainage,  by  iodoform  gauze  in  the  comparatively  few- 
cases  in  which  he  found  drainage  indicated.  The  gauze  is  firmly 
packed.  strip  by  strip,  against  the  raw  or  suspicious  surface  and  the 
ends  led  out  of  the  abdominal  wound.  Care  must  be  exercised  that 
the  emerging  gauze  be  not  constricted  by  the  abdominal  wound, 
otherwise  drainage  becomes  a  myth  and-  delusion.  This  sometimes 
necessitates  the  leaving  open  a  large  part  of  the  abdominal  wound, 
with  the  resultant  increased  danger  of  subsequent  hernia.  To  over- 
come this  drawback,  the  speaker  has  lately  resorted  to  a  device 
which  has  given  him  much  satisfaction.  A  glass  tube,  slightly 
flanged  at  either  end — a  glass  ligature  reel  with  narrow  flanges  has 
sometimes  answered — with  a  lumen  of  one  to  one  and  a  half  centi- 
metres, and  of  a  length  corresponding  to  the  thickness  of  the  ab- 
dominal wall,  has  been  inserted  between  the  lips  of  the  elsewhere 
tightly  closed  abdominal  wound.  Through  this  glass  portal  the 
gauze  ends  were  carried  out  of  the  abdomen  and  were  enabled  to 
perform  their  drainage  functions  unconstricted.  The  glass  spool 
was  removed  with  the  gauze  at  the  proper  time  and  the  abdomen 
closed  by  a  few  sutures  inserted  at  the  time  of  operation. 

Regarding  Dr.  Morrill's  case,  he  inquired  whether  some  informa- 
tion as  to  the  contents  of  the  tumor  could  not  have  been  obtained 
by  puncture  with  the  aspirator  needle  after  the  abdomen  had  been 
opened.  If  there  were  fluid,  its  nature  could  have  been  determined; 
if  bones,  as  was  the  case  in  the  fcetal  tumor  presented,  they  would 
have  been  recognized  by  their  resistance. 

Dr.  Wylie  remarked  that  one  might  feel  he  had  done  the  intes- 
tine a  great  injury,  when  in  fact  he  had  only  torn  off  the  muscular 
coat,  the  mucous  membrane  remaining  intact,  and  no  further  dam- 
age would  take  place  if  the  case  from  that  time  on  were  carefully 
managed.  As  to  treatment  by  thorough  drainage,  he  had  resorted 
to  this  in  a  number  of  cases  by  means  of  the  rubber  tube. 

Dr.  George  T.  Harrisox  said  he  had  had  but  one  case  of  faecal 
fistula.  It  occurred  in  a  patient  on  whom  he  performed  hysterec- 
tomy for  myoma.  A  stump  abscess  formed  at  the  lower  end  of  the 
abdominal  incision,  which  was  very  slow  in  healing,  but  it  finally 
closed  and  the  ligature  from  around  the  stump  came  away  through 
the  vagina. '  But  a  faecal  fistula  formed  and  irrigation  could  be  made 
through  the  rectum.  He  thought,  with  Dr.  YVylie,  that  one  thing 
seriously  interfering  with  the  healing  of  the  intestinal  wound,  was 
distension  with  gas.     He  taught  his  patient  how  to  make  irirgation 
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through  the  .fistulous  tract,  and  also  to  wash  out  the  rectum,  and 
thus  the  opening  was  caused  to  heal. 

Dr.  Ralph  Waldo  thought  the  drainage  tube  should  be  avoided 
wherever  possible.  He  had  met  with  one  case  of  hstula  to  which 
it  had  given  rise. 

Dr.  Polk  suggested  where  there  was  an  extensive  rent  in  the 
rectum,  which  could  not  be  closed  by  suture  and  which  would  not 
be  likely  to  heal  under  drainage,  that  an  artificial  anus  be  made 
into  the  sigmoid  flexure  above.  Of  course,  there  were  only  a  few 
cases  in  which  such  an  emergency  could  arise. 

Dr.  Di  dlky  referred  to  one  of  three  cases  which  had  occurred  in 
his  own  practice,  it  being  one  in  which  there  was  a  large  opening 
into  the  rectum,  with  a  fistulous  tract  over  an  inch  and  a  half  long 
leading  down  to  it  between  the  rectal  and  vaginal  walls.  It  being 
impossible  to  close  the  rectal  opening,  he  scraped  the  fistulous  tract 
and  freshened  the  opening,  then  sewed  the  sigmoid  flexure  above 
across  to  the  top  of  the  uterus  in  such  a  way  that  the  space  below 
was  shut  off  and  the  fistulous  tract  closed.  The  patient  made  a 
good  recover}'. 

Dr.  Morrill,  in  closing  the  discussion,  replied  to  Dr.  Wy lie's 
statement  that  in  such  a  case  we  would  operate  at  once,  that  he 
did  suggest  an  immediate  operation,  but  a  delay  of  five  days  was 
necessary  in  order  to  get  the  patient  in  proper  condition.  They 
found  no  fluctuation  above  or  below  where  they  considered  it  safe 
to  introduce  a  drainage  tube. 


NEW  YORK  ACADEMY  OF  MEDICINE.    SECTION  ON 
OBSTETRICS  AND  GYNAECOLOGY. 

Stated  Meeting,  October  22,  189 1.  • 

Egbert  H.  Grandix,  M.D. ,  Chairman. 

The  Treatment  0/  Old  Sinuses  in  the  Pelvis. 

Dr.  W.  Gill  Wylie  presented  a  specimen  and  said  that  an  emi- 
nent gynaecologist  had  asked  at  a  recent  meeting  of  a  medical  so- 
ciety for  information  as  to  the  best  method  of  treating  certain  cases 
in  which  there  was  a  sinus  as  a  sequel  of  old  pelvic  inflammation. 
I^ke  all  other  gynaecologists  he  would  not,  up  to  three  or  four  years 
ago.  persuade  such  patients  to  submit  to  an  operation  through  fear 
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it  might  not  prove  successful.  Now,  however,  he  felt  himself  able 
to  care  for  them  with  very  little  more  risk  than  attended  the  treat- 
ment of  a  case  of  ordinary  salpingitis.  The  specimen  presented 
was  from  a  young  woman  who  had  had  a  miscarriage  some  years 
before,  and  subsequently  had  several  attacks  which,  according  to 
the  description  given,  pointed  pretty  plainly  to  local  peritonitis. 
These  attacks  subsided  and  she  was  curetted  last  summer  by  some 
physician  for  haemorrhages.  Following  this  treatment  there  was 
a  chill,  high  temperature,  and  signs  of  local  peritonitis.  Dr.  Wylie 
saw  her  on  the  fourth  or  fifth  day,  and  found  on  the  left  side  of  the 
uterus  a  tumor  as  large  as  one's  fist,  tense  and  painful,  and  the 
uterus  fixed.  It  was  evidently  an  abscess  within  the  peritonaeum 
around  the  left  tube  and  ovary.  He  proposed  an  operation,  but 
was  in  doubt  whether  to  tap  by  the  vagina  or  to  open  the  abdomen. 
The  patient's  friends  opposed  laparotomy,  and  when  he  returned 
from  the  country  a  week  or  two  later  the  abscess  ruptured  into  the 
rectum.  There  was  almost  constantly  a  discharge  of  pus  from  the 
rectum  for  a  time,  the  temperature  fell,  general  relief  was  experi- 
enced, but  the  tumor  would  fill  again,  the  symptoms  would  return, 
and  remain  until  there  was  again  a  discharge.  It  was  his  custom 
in  these  cases,  to  seek  for  fluctuation  posterior  to  and  on  a  plane 
with  the  broad  ligament,  and  finding  it  he  did  not  hesitate  to  punc- 
ture with  a  special  trocar.  But  the  difficulty  was,  after  the  abscess 
had  emptied  into  the  rectum,  to  get  it  again  full  enough  to  make 
puncture  safe.  He  knew  of  two  cases  in  which  death  had  resulted 
from  a  puncture  which  entered  the  broad  ligament  or  anterior  to  it. 
If  after  waiting  a  sufficient  time  and  the  abscess  did  not  refill,  he 
opened  the  belly,  examined  the  abscess,  and  then  usually  punc- 
tured by  the  vagina,  being  able  with  the  abdomen  opened  to  avoid 
the  intestine.  Where  the  sac  had  refilled,  forming  a  tumor,  it  usu- 
ally pushed  the  broad  ligament  sufficiently  high  to  make  it  safe  to 
puncture  without  opening  the  abdomen,  and  drainage  thus  kept  up 
sometimes  effected  a  cure  without  further  interference. 

Ordinarily,  when  the  trocar  was  withdrawn  immediately,  there 
was  difficulty  and  danger  in  following  up  the  opening  into  the  sac. 
By  means  of  one  specially  constructed  a  part  of  it  was  not  with- 
drawn, but  remained  to  act  as  a  drainage  tube  until  a  fistulous 
tract  had  formed  and  remained  patent  on  withdrawal  of  the  instru- 
ment, when  a  larger  drainage  tube  could  be  inserted.  If  necessary, 
laparotomy  could  be  subsequently  performed  to  remove  the  re- 
mains of  the  tube  and  ovary  and  walls  of  the  sac  and  fistula.  In 
the  case  to  which  the  specimen  belonged  he  allowed  drainage  to 
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go  on  by  way  of  the  vagina  for  two  weeks,  and  the  patient  then 
wanting  a  radical  operation,  he  opened  the  abdomen,  enucleated 
the  remnants  of  the  diseased  tube  and  ovary  and  pus  sac,  making 
use  of  his  finger  nails  in  order  to  avoid  injuring  the  intestine. 
Great  care  was  required  on  reaching  the  junction  with  the  old  open- 
ing into  the  rectum,  lest  the  gut  be  injured.  At  one  time  he  would 
have  felt  it  his  duty  to  lift  up  the  structures,  search  for  the  rectal 
opening,  and  close  it,  and  it  was  easy  enough  where  this  opening 
came  readily  into  view  to  trim  the  edges  and  unite  them.  Where 
it  could  not  be  readily  reached,  it  was  safer  to  leave  it  alone.  The 
pus  sac  should  be  thoroughly  cleansed  before  any  enucleating  was 
undertaken.  In  this  case  some  pus  got  into  the  abdominal  cavity, 
and  formerly  it  would  have  been  considered  a  very  serious  matter, 
but  by  carrying  the  water  tube  down  into  the'  belly  the  matter 
floated  up,  no  septic  influence  remained,  and  the  patient  had  not  a 
bad  symptom. 

Kidney  under  right  broad  ligament ;  kidney  in  normal  position  on 
right  side  ;  none  on  the  left. 

Dr.  Wylie  presented  a  kidney,  of  somewhat  abnormal  shape, 
which  he  had  removed  from  beneath  the  broad  ligament  on  the 
right  side.  It  was  the  first  time  he  had  seen  the  kidney  fixed  so 
low,  and  in  addition  to  that  interesting  fact  there  was  no  organ  on 
the  left  side,  while  there  was  another  in  normal  position  on  the 
right.  Further,  the  patient  was  the  first  one  of  his  last  seventy 
laparotomy  cases  to  die.  The  chief  symptom  which  had  lead  her 
to  consult  him  was  haemorrhage,  which  was  found  to  be  due  to 
fibroids.  He  had  felt  the  tumor  beneath  the  broad  ligament  before 
operating.  The  appendages  were  normal  except  for  some  friability 
on  the  left  side.  They  were  removed.  The  patient  did  well,  but 
looked  pale  about  two  o'clock,  the  operation  having  been  done 
about  eleven.  Toward  midnight  the  nurse  noticed  sweating,  rest- 
lessness, and  rapid  pulse,  symptoms  which  she  had  been  taught 
indicated  ha-morrhage  and  the  necessity  for  calling  the  surgeon. 
Dr.  Wylie  reopened  the  abdomen,  found  serum  and  blood  clots, 
and  that  the  haemorrhage  had  taken  place  from  a  small  vein  which 
he  had  accidentally  punctured  with  the  needle  in  tying  off  the  left 
broad  ligament.  Being  at  a  lower  level,  it  had  not  bled  while  the 
stump  was  raised,  but  when  this  had  dropped  it  had  evidently  al- 
lowed blood  to  slowly  escape.  Had  he  not  neglected  to  wait  a 
little  and  see  if  oozing  was  taking  place,  or  had  he  reopened  the 
abdomen  at  two  o'clock  when  there  was  pallor,  or  had  a  drainage 
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tube  been  left  in  for  a  little  while,  the  fatal  ending-  of  the  case 
would  have  been  avoided.  As  it  was,  the  patient  was  too  far  gone, 
and  died  the  next  morning. 

Dr.  Wylie  believed  that  most  cases  of  death  after  laparotomy, 
reported  to  be  due  to  shock,  were  due  to  haemorrhage.  If  there 
was  not  sufficient  blood  lost  to  cause  death  immediately,  it  did 
form  a  favorable  nidus  for  the  development  of  any  septic  germs 
which  might  be  present  in  the  cavity. 

Discussing  the  first  case,  Dr.  R.  A.  Murray  said  he  thought  the 
point  made,  to  first  puncture  the  abscess  and  get  thorough  drain- 
age and  afterward  take  out  the  mass,  a  good  one.  He  also  ap- 
proved of  the  remarks  regarding  the  management  of  the  old  rectal 
opening,  and  of  dissecting  out  the  diseased  mass  with  the  finger 
nails.    The  case  of  kidney  in  the  broad  ligament  was  unique. 

Dr.  Locke  had  also  observed  that  in  most  cases  he  had  seen  in 
which  it  was  stated  that  death  was  due  to  shock  the  cause  was 
really  haemorrhage  ;  therefore,  before  closing  the  abdominal  wound 
he  made  it  a  rule  to  wait  a  little  while  and  see  whether  oozing  would 
take  place.  Where  death  was  really  due  to  shock,  it  was  in  cases 
which  were  about  moribund  before  the  operation  was  undertaken. 

The  Chairman  remarked  that  shock,  it  would  seem,  had  mili- 
tated most  against  the  success  of  abdominal  surgery  as  a  condition 
which  could  not  be  foreseen  or  well  met.  As  he  understood  the 
statement  of  Dr.  Wylie  it  became  evident  that  we  at  last  had  a 
remedy  for  this  condition.  That  is,  given  shock,  and  at  the  same 
time  the  classical  symptoms  of  internal  hemorrhage,  do  not  waste 
time  in  simply  stimulating  the  patient,  but  immediately  open  the 
abdomen  and  check  the  bleeding.  And  since,  however  Careful  the 
operator  might  be,  haemorrhage  might  still  take  place,  he  asked 
whether  leaving  a  drainage  tube  for  twenty-four  hours  would  not 
meet  this  indication. 

Dr.  Wylie  thought  he  could  best  answer  these  questions  by  re- 
lating another  case.  The  woman  came  to  him  in  a  very  feeble 
state,  having  a  large  tumor  filling  the  whole  pelvis,  a  history  of 
long  suffering ;  no  treatment.  On  opening  the  belly  he  found 
numerous  fibroids,  filling  the  pelvis  except  on  the  left  side,  where 
there  was  a  cystic  tumor  smaller  than  a  hen's  egg,  situated  close 
to  the  rectum.  Adhesions  were  extensive,  yet  he  had  never  failed, 
and  did  not  in  this  case,  to  find  the  tubes  and  ovaries,  no  matter 
what  might  be  the  adhesions.  The  case  proved  to  be,  aside  from 
the  fibroids,  the  remains  of  an  old  pelvic  abscess.  The  tubes  and 
ovaries  were  removed,  and  when  he  came  to  examine  the  tumor  he 
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found  an  opening,  and  was  satisfied  there  must  be  a  corresponding 
one  in  the  intestine,  but  it  could  not  be  found.  He  put  in  a  drain- 
age tube,  as  was  his  custom  in  cases  in  which  there  had  been  much 
oozing,  serum  or  ascites.  Much  precaution  should  always  be 
taken  with  regard  to  haemorrhage,  as  the  Chairman's  question  sug- 
gested, yet  he  did  not  always  put  in  a  drainage  tube.  It  was  his 
custom  to  sew  the  abdominal  wound  together  very  carefully,  ap- 
proximating tissue  of  like  nature  in  order  to  avoid  subsequent 
hernia,  and  this  requiring  a  little  time,  he  had  opportunity  usually 
to  detect  haemorrhage  before  leaving  the  patient,  if  any  were  taking 
place.  In  the  case  just  narrated,  the  drainage  tube  being  in,  the  as- 
sistant drew  through  it  so  much  blood  at  the  close  of  the  operation 
that  Dr.  Wylie  waited  a  moment  to  see  if  the  tube  would  again  re- 
fill, and  as  it  did  he  reopened  the  abdomen  and  found  that  some 
blood  was  escaping  from  a  vessel  which  had  been  punctured  by 
the  needle  while  tying  the  pedicle.  This  vessel  he  tied,  and  while 
the  abdomen  was  open  he  concluded  to  again  look  a  little  for  the 
possible  opening  in  the  intestine,  and  found  it  situated  pretty  high 
up,  as  large  as  his  finger,  it  was  closed,  and  the  patient  was  now 
sitting  up. 

He  believed  there  was  such  a  thing  as  shock,  but  it  occurred 
usually  on  the  operating  table,  in  weak  and  acute  cases,  and  could 
usually  be  recognized  at  the  time, 

A  Portable  Gynaecological  Operating  Table. 

Dr.  Francis  Foerster  demonstrated  a  new  operating  table,  of  his 
own  device,  the  advantages  of  which  consisted  in  its  solidity,  port- 
ability, lightness  and  cheapness.  It  was  made  mostly  of  galvanized 
iron,  and  was  adapted  to  Trendelenburg's  posture  as  well  as  to  the 
ordinary  positions. 

Puerperal  Plileg??iasia  Alba  Dolens. 

Dr.  J.  Henry  Fruitnight  read  a  paper  on  this  subject.  He  said 
that  uncertainty  and  change  had  been  characteristic  of  the  path- 
ology of  the  disease.  In  proof  of  this  statement  he  mentioned  the 
different  views  which  had  been  entertained  of  the  pathology  for 
many  years,  such  as  that  it  was  a  simple  inflammation,  a  meta- 
stasis of  the  milk,  an  inflammation  accompanied  by  an  effusion  of 
water,  some  disturbance  of  the  circulatory  system,  an  inflamma- 
tion of  the  femoral  and  iliac  veins,  inflammation  of  the  vein  fol- 
lowed by  obliteration  of  its  canal,  a  blood  poison,  an  affection  of 
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the  connective  tissue  associated  in  most  cases,  but  not  in  all,  with 
thrombosis  of  the  veins.  The  most  probable  explanation  of  the 
condition  was  an  occlusion  of  some  of  the  veins  of  the  lower  ex- 
tremity. Some  regarded  it  as  an  affection  of  the  lymphatic  system. 
The  author  thought  the  cause  might  be  looked  upon  as  a  thrombo- 
sis of  the  venous,  sometimes  of  the  lymphatic  system.  This  view 
would  explain  the  swelling,  pain,  oedema,  and  mode  of  resolution. 
The  disease  was  more  common  among  pluripara  than  among  primi- 
para.  In  speaking  of  its  rarity,  he  said  he  had  seen  only  four 
cases  during  seventeen  years.  Haemorrhage  during  or  after  labor 
seemed  to  favor  an  attack ;  it  occurred  also  relatively  more  fre- 
quently among  patients  who  had  had  placenta  praevia.  One  attack 
did  not  necessarily  predispose  to  another.  When  it  did  occur,  the 
last  Attack  was  usually  the  milder.  It  usually  appeared  one  to  four 
weeks  after  delivery.  During  the  course  of  the  disease  gangrene 
might  occur,  or  an  embolus  might  be  carried  to  a  distant  part  and 
perhaps  cause  death.  Thrombosis  might  begin  to  form  even  dur- 
ing pregnancy.  The  tumefaction  sometimes  became  chronic, 
might  simulate  elephantiasis,  and  might  continue  for  months  or 
vears.  Often  there  was  impaired  sensation  in  the  limb  for  some 
time  after  the  attack. 

Speaking  of  treatment,  he  recommended  elevation  of  the  limb 
and  immobilization,  and  to  facilitate  softening,  ointments  might  be 
applied ;  keep  the  part  warm  by  wrapping  up  in  cotton  or  flannel ; 
if  vesicles  formed,  puncture  ;  chloral  hydrate  and  other  agents  had 
been  lauded  to  relieve  pain.  As  soon  as  pain  had  disappeared,  ap- 
ply an  elastic  bandage,  and  subsequently  an  elastic  stocking  should 
be  worn  a  long  time.  The  patient  should  not  rise  too  soon,  as  it 
would  favor  embolus,  nor  stand  too  much  on  the  affected  leg. 

Dr.  W.  Gill  YVylie  had  seen  so-called  milk  leg  follow  a  gynae- 
cological operation  in  two  cases,  in  one  the  symptoms  being  almost 
typical  of  those  of  phlegmasia  alba  dolens.  In  that  one  he  had 
curetted  the  uterus  for  a  large  fibroid,  the  cavity  of  the  organ  meas- 
uring eight  or  ten  inches.  The  other  case  followed  laparotomy. 
A  case  which  had  interested  him  the  past  winter  was  one  in  which 
the  patient  about  a  week  after  delivery  had  some  trouble  which  was 
called  cellulitis.  Several  physicians  saw  her,  and  later,  when  the 
leg  had  become  greatly  swollen,  there  was  high  temperature  and 
chills.  Dr.  Wylie  was  also  called,  and  while  he  could  feel  nothing 
in  the  pelvis  but  some  thickening  in  the  line  of  Poupart's  ligament, 
he  thought  an  exploratory  laparotomy  advisable.  He  found  only 
some  grumous  material  deeply  situated  in  the  region  mentioned, 
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and  removed  it.  The  patient  ultimately  recovered,  but  whether 
because  of  the  operation  or  in  spite  of  it,  he  could  not  say.  Where 
there  were  indications,  he  believed  in  operating. 

Dr.  A.  H.  Buckmaster  had  seen  two  cases  of  phlegmasia  alba 
dolens  in  private  practice.  In  one  case  an  inflammatory  condition 
of  one  leg  followed  within  twenty-four  hours  after  an  injection  of 
creolin  into  the  uterus,  accidentally  made  by  a  nurse  who  had  been 
instructed  to  make  vaginal  injections  as  a  prophylactic  measure 
because  of  a  laceration  of  the  cervix.  He  could  not  say  whether  the 
inflammation  of  the  leg  was  due  to  the  intra-uterine  injection  of 
creolin  or  whether  the  occurrence  of  the  two  facts  in  this  relation 
was  a  mere  coincidence. 

Dr.  R.  A.  Murray  said  that  we  now  saw  very  few  cases  of  milk 
leg  compared  with  the  number  of  cases  seen  prior  to  the  days  of 
antisepsis.  In  times  past,  when  they  had  puerperal  fever  in  Belle- 
vue  Hospital,  they  would  have,  every  once  in  a  while,  a  case  of 
phlegmasia  alba  dolens.  At  the  autopsy  they  would  find  perhaps 
a  portion  of  retained  placenta,  or  learn  that  there  had  been  manipula- 
tion within  the  uterus  with  unclean  instruments,  or  an  inflammation 
in  the  tubes,  or  in  the  lymphatics.  Where  the  inflammation  ex- 
tended through  the  lymphatics  instead  of  through  the  veins  there 
was  generally  much  involvement  of  the  broad  ligament,  but  there 
was  not  likely  to  be  involvement  of  the  crural  lymphatics  except 
where  the  external  genitals  were  affected.  He  distinguished  two 
classes  of  cases  :  those  in  which  the  lymphatics  were  involved  and 
there  was  solid  oedema  accompanied  by  intense  septic  symptoms 
requiring  a  long  time  to  get  well,  and  cases  of  femoral  phlebitis, 
with  puffy  oedema  which  could  be  relieved  by  raising  the  limb,  the 
swelling  disappearing  altogether  unless  there  were  a  varicose  con- 
dition due  to  occlusion  of  the  vein.  It  was  noticeable  that  the  con- 
dition occurred  usually  when  the  patient  was  convalescing,  and 
almost  always  in  cases  in  which  there  was  sub-involution  of  the 
uterus.  There  had  been  no  cases  at  the  Maternity  Hospital  since 
aseptic  practice  had  become  the  rule.  In  fact,  he  believed  the  dis- 
ease was  absolutely  and  entirely  septic  in  its  origin,  and  to  prevent 
it  the  uterus  should  be  rendered  aseptic  whenever  it  had  been  ex- 
posed to  infection. 

Dr.  Schmidt  criticised  the  use  of  the  term  phlegmasia  alba  dolens, 
and  expressed  the  view  that  there  was  a  septic  and  a  benign  form; 
the  latter  was  due  to  a  weakened  heart  action  which  in  some  way 
favored  the  formation  of  thrombi. 
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Dr.  Ralph  Waldo  said  he  had  seen  a  case  of  inflammation  of 
the  veins  following  an  attack  of  pneumonia  in  which  there  was  no 
•doubt  that  a  weakened  state  of  the  heart  was  the  cause. 

Dr.  Wiley  expressed  belief  in  a  septic  origin. 

The  Chairman  thought  one  of  the  best  proofs  that  it  was  septic 
lay  in  the  fact  that  we  did  not  see  puerperal  cases  of  phlegmasia 
alba  dolens  to-day.  He  could  recall  only  one  case,  and  in  that  one 
there  was  sepsis.  Whether  the  phlegmasia  was  secondary  to  the 
effect  of  the  septic  poison  on  the  heart,  leading  to  slow  heart  beat, 
as  Dr.  Waldo  had  suggested,  or  whether  it  was  due  in  a  more  direct 
way  to  the  septic  influence  was  a  question  of  secondary  import- 
ance. 

Dr.  Spencer  Halsey  read  the  notes  of  a  case  of  intestinal  obstruc- 
tion following  operation  for  stenosis  of  the  cervix  uteri.  After  local 
treatment  for  dysmenorrhoea  the  cervix  of  the  patient  was  incised. 
This  was  followed  by  an  abscess  that  ruptured  into  the  vagina  and 
later  still  by  intestinal  obstruction  which  was  eventually  relieved. 


ABSTRACTS  FROM  AMERICAN  SOURCES. 

Infra-Uterine  Irrigation  after  Labor. 

L.  S.  McMutry,  American  Journal  of  Obstetrics,  October,  1891, 
speaks  of  the  difficulty  of  treating  post-parteni  sepsis  in  its  initial 
stage.  If  the  case  has  been  subject  to  extensive  laceration  of  the 
maternal  parts,  or  one  where  frequent  examinations  and  manipula- 
tions have  been  necessary  after  labor,  or  when  the  precautions  against 
sepsis  on  the  part  of  the  physician  or  nurse  have  not  been  perfect, 
then  an  accession  of  fever  on  the  third  or  fourth  day,  with  fetid  dis- 
charges, should  indicate  at  once  the  necessity  for  intra-uterine  irri- 
gation. When  the  absorption  of  septic  symptoms  is  marked  by 
a  rigor  or /pronounced  chill,  followed  by  high  fever  and  tenderness 
above  the  pubes,  systematic  flushings  of  the  uterine  cavity  by  the 
surgeon  should  be  practiced  every  two,  four  or  six  hours,  as  indi- 
cated by  the  character  of  the  discharge.  Antiseptic  agents  are  not 
essential,  but  the  decomposing  material  should  be  flushed  out.  Pa- 
tient should  be  gently  lifted  on  a  table  and  placed  in  Sims'  position, 
the  speculum  introduced  and  the  uterus  irrigated  with  warm  water 
that  has  been  previously  oiled.  The  extremities  of  the  patient 
should  be  protected  by  sufficient  covering.  In  cases  where  manual 
detachment  of  the  placenta  has  been  necessary  the  douche  may  be 
supplemented  with  the  application  of  the  dull  curette  or  Simin's 
.spoon. 
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Miscellaneous. 


Impregnation  from  Semen  Deposited  on  the  Vulva. 

R.  C.  Longfellow,  Cincinnati  Lancet  Clinic,  1891,  p.  633,  saw  pa- 
tient who  denied  ever  having  indulged  in  sexual  intercourse. 
Her  companion  afterwards  gave  Dr.  Longfellow  the  following  par- 
ticulars :  "Some  three  and  a  half  months  before,  he  had. attempted 
to  introduce  the  penis  in  the  vagina.  It  was  impossible  to  do  so  on 
account  of  the  pain  given  to  the  lady,  but  soon  an  emission  of  se- 
men occurred  on  the  vulva.  Soon  after  they,  left  his  office  without 
making  any  toilet,  the  semen  being  allowed  to  remain  on  the  vulva 
over  night.  This  only  occurred  once  between  them,  and  the  next 
menses  did  not  appear,  as  also  the  second  and  third,  which  was 
attributed  to  a  cold.  She  becoming  anxious,  asked  him  to  consult 
a  physician  and  get  a  recipe. " 

The  lady  was  asked  to  come  to  the  office,  and  was  persuaded 
to  have  an  examination  made,  to  confirm  my  diagnosis.  When 
examined,  the  vulva  presented  a  virgin  condition,  a  thin  hymen 
present,  and  the  vaginal  orifice  so  small  as  to  hardly  admit  the 
small  finger.  In  so  doing  the  hymen  was  ruptured.  As  there  was 
no  vaginismus  present,  the  disparity  of  the  sizes  of  penis  and  vaginal 
orifice  gave  conclusive  evidence  that  no  penetration  had  occurred. 
The  patient  was  afterward  delivered  of  an  eight  pound  child. 


Lying-in  Department  of  the  New  York  Post-Graduate  Medical 
School  at  543  E.  13th  Street. — Mrs.  C.  P.  Huntington  has  given  the 
Directors  of  the  Post-Graduate  Medical  School  $2,000,  a  sum  suffi- 
cient to  defray  the  expenses  of  the  Lying-in  Department  for  one 
year. 

Professor  von  Ramdohr  will  have  charge  of  this  department  at 
543  E.  13th  Street,  where  instruction  in  Obstetrics  will  be  given  to 
graduates  in  medicine  only. 


PERSONAL  ITEMS. 

We  received,  on  the  9th  instant,  the  December  number  of  the 
American  Journal  of  Obstetrics.  In  it  we  observe  an  editorial  in 
which  Dr.  Munde  announces  his  withdrawal  from  the  editorship  of 
that  journal.  To  Doctor  M  uncle's  most  untiring  zeal,  energy,  and 
enterprise,  the  American  Journal  of  Obstetrics  undoubtedly  owes  its 
present  success.  We  regret  exceedingly  the  loss  of  so  distinguished 
a  colleague  in  special  journalism. 

By  the  way,  we  also  noticed  the  unusually  early  date  of  publi- 
cation this  month  of  our  esteemed  contemporary.  We  appreciate 
the  compliment  and  admire  the  enterprise. 
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A  PLEA  FOR  EXPLORATIVE  INCISION  IN  ASCITES  IN 

WOMEN. 

By  T.  Gaillakd  Thomas,  M.D. 

An  exceptionally  large  experience  in  the  abdominal  surgery  of 
the  female  leads  me  to  the  conviction  that  many  women  go  to  their 
graves  from  ascites,  who  might  have  been  restored  to  health  by 
surgical  procedure.  In  these  cases  a  diagnosis  of  cirrhosis  of  the 
liver,  or  of  tubercular  or  chronic  peritonitis,  is  made  by  the  attend- 
ing physician  and  corroborated  by  a  consulting  physician  ;  and 
the  patient  and  her  friends,  fully  satisfied  that  all  that  modern  science 
can  do  for  her  has  been  done,  resign  themselves  to  the  inevitable 
and  accept  an  issue  which  they  suppose  cannot  be  avoided.  I  have 
in  my  own  experience  seen  so  many  women  snatched  from  certain 
death  by  this  simple  procedure  that  I  cannot  doubt  that  if  grave- 
yards had  tongues  and  could  tell  their  secrets,  the  number  of 
graves  found  to  be  rilled  with  ascitic  women,  who  might  have  been 
saved  by  laparotomy,  would  appal  us.  f 

Ascites  is  very  properly  regarded  both  by  the  medical  profession 
and  by  the  public  as  a  prognostic  sign  of  the  gravest  significance 
and  most  important  bearing.  This  is  true  of  the  condition  whether 
it  presents  itself  as  -an  independent,  isolated,  and  perhaps  entirely 
solitary  pathological  state,  or  as  one  secondary  to  dropsy  of  the  ex- 
tremities beginning  in  the  face  or  in  the  feet.  But  it  is  to  dropsy 
limited  to  the  peritoneal  cavity  that  my  remarks  in  this  connection 
will  have  reference. 

It  is  a  clinical  fact  which  teachers  might  well  impress  upon  the 
minds  of  students  as  an  elementary  axiom,  that  there  are  three  great 
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sources  of  dropsy  :  First,  there  is  dropsy  due  to  disease  of  the  heart, 
which  first  gives  evidence  of  its  existence  by  oedema  pedum  ;  sec- 
ond, dropsy  due  to  disease  of  the  kidneys,  which  first  marks  its 
access  by  oedema  in  the  areolar  tissue  beneath  the  eyes ;  and  third, 
dropsy  due  to  the  diseased  conditions  mentioned  in  this  paper,  which 
causes  accumulation  of  the  watery  elements  of  the  blood  within  the 
peritoneal  cavity.  To  all  general  rules  in  medicine,  as  elsewhere, 
there  are  exceptions,  but  there  are  few  to  this  one ;  or,  at  least,  I 
should  say  that  my  personal  experience  leads  me  to  believe  so. 

My  first  abdominal  section  occurred  just  twenty-eight  years  ago, 
and  was  performed  for  removal  of  a  large  ovarian  cyst.  (I  feel 
sure  that  my  readers  will  pardon  a  very  slight  digression  in  this 
connection.  At  that  time  an  abdominal  section,  now  a  matter  of 
such  common  occurrence,  was  a  great  and  rare  event,  and  at  that 
operation  there  were  present  Marion  Sims,  Peaslee,  Barker,  Budd, 
Geo.  T.  Elliott,  Jas.  L.  Brown,  Foster  Swift,  Hunter,  Kammerer,  T. 
A.  Emmet,  and  myself,  the  men  then  most  active  in  gynaecology  in 
this  city.  I  have  recorded  their  names  merely  to  mention  the  fact 
that  but  two  of  these  eleven  men  are  living  to-day.) 

During  the  twenty-eight  years  which  have  elapsed  since  that 
time  I  have  in  many  cases  had  the  great  satisfaction  of  checking 
the  unfortunate  series  of  events  just  alluded  to  ;  and  restoring  to 
health  many  women,  who  appeared  doomed  to  death  by  ascites.  It 
is  this  experience  which  I  propose  to  relate  in  this  paper. 

Every  one  must  admit  the  uncertainty  of  diagnosis  which  at- 
taches to  the  organic  diseases  which  result  in  ascites.  Basing  my 
proposition  upon  this  fact  and  the  additional  and  more  influential 
consideration  that  as  death  was  inevitable  in  any  case,  no  great 
harm  could  possibly  result  from  explorative  incision,  I  have  in 
doubtful  cases  urged  a  resort  to  laparotomy.  As  I  have  already 
stated,  and  as  I  shall  abundantly  prove  by  the  clinical  evidence 
which  I  shall  here  adduce,  this  course  on  my  part  has  often  been 
fully  justified  by  results. 

The  special  causes  of  ascites  may  thus  be  enumerated  as  to  fre- 
quency of  occurrence : 

ist.  Organic  diseases  of  the  liver. 

2d.  Chronic  peritonitis. 

3d.  Tubercular  peritonitis. 

4th.  Malarial  spaiuemia,  accompanying  great  splenic  enlarge- 
ment. 

5th.  The  existence  of  neoplasms  within  the  peritoneal  cavity. 
6th.  The  prolonged  existence  of  excessive  faecal  impaction. 
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All  these  conditions,  except  the  last,  will  so  readily  be  admitted 
as  common  factors  of  the  great  symptom  of  which  we  are  speaking 
that  no  special  allusion  to  them  will  be  necessary.  The  last  will 
not  be  admitted  by  those  who  have  had  no  personal  experience  of 
it.  I  will  merely  say  that  I  have  had  such  experience,  and  that  I 
am  as  perfectly  convinced  of  the  truth  of  my  sixth  proposition  as  to 
aetiology,  as  I  am  of  that  of  the  five  which  precede  it. 

Of  these  causes  of  ascites  but  three  concern  us  here  :  The  exist- 
ence of  neoplasms  within  the  peritoneal  cavity  :  chronic  peritonitis, 
and  that  diseased  condition  of  the  peritonaeum,  which  has  been 
styled  "tubercular  peritonitis.*'  I  allude  to  the  last  pathological 
condition  thus  doubtfully,  because  it  behaves  in  a  manner  so  unlike 
tubercular  disease  developing  in  other  parts  of  the  body  under  the 
influence  of  surgical  interference. 

These  three  causes  of  ascites  will,  as  to  authenticity,  be  disputed 
by  no  one.  All  practitioners  have  in  post-mortem  examinations 
met  with  instances  of  the  second  and  third  causes.  As  to  the  first, 
we  see  it  in  rare  cases  active  with  all  varieties  of  solid  tumor  of  the 
uterus,  and  of  fluid  ones  of  the  ovary.  This  is  so  well  recognized 
as  a  fact,  that  it  requires  no  further  consideration  at  my  hands,  so 
far  as  the  general  proposition  is  concerned.  The  special  proposi- 
tion which  I  would  make  in  reference  to  them  is  this  :  that  some 
cases  of  excessive  ascites,  which  by  repeated  tappings  prove  fatal, 
are  due  either  to  chronic  or  tubercular  peritonitis,  which  is  recov- 
ered from  by  opening  the  peritoneal  cavity  and  draining  it  thor- 
oughly, or  to  the  existence  of  insignificant  uterine  or  ovarian  tumors, 
which  are  too  small  for  recognition,  unless  specially  and  carefully 
sought  for,  and  the  removal  of  which  relieves  the  fluid  accumulation, 
which  by  its  exhausting  influence  destroys  life. 

Such  tumors  are  sometimes  no  larger  than  small  apples,  and 
cannot  be  recognized  except  by  the  careful  examination  of  an  ex- 
pert. In  stout  women,  or  even  in  those  that  are  thin,  after  accum- 
ulation of  ascitic  fluid,  they  cannot  always  be  discovered  even  by  a 
master  in  diagnosis.  And,  as  I  have  had  sufficient  evidence  in  my 
experience,  in  some  cases  even  when  a  tumor  in  the  pelvis  as  large 
as  a  cocoanut  coexists  with  ascites,  no  connection  between  the  two 
pathological  conditions  as  cause  and  effect  are  ordinarily  traced  by 
the  medical  attendant. 

Should  this  be  the  case,  should  the  existence  of  the  neoplasm 
not  be  detected,  or  should  its  malign  influence  not  be  appreciated 
even  when  its  presence  has  been  diagnosticated,  but  two  resources 
present  themselves  to  the  physician  :  First,  to  cause  absorption  of 
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the  effused  fluid  by  pressing  into  action  the  three  great  emunctories 
of  the  body,  the  skin,  the  kidneys,  and  the  alimentary  canal ;  sec- 
ond, to  remove  the  fluid  by  aspiration  or  by  tapping.  The  first  of 
these  usually  fails.  If  it  do  not  fail,  the  cause  of  the  symptom  re- 
maining after  the  symptom  itself  has  been  removed,  frequently  re- 
peated resort  has  to  be  had  to  the  plan,  which  in  time  impairs  nutri- 
tion and  exhausts  the  vital  forces.  If  tapping  or  aspiration  be  em- 
ployed, "the  beginning  of  the  end"  soon  shows  itself;  the  practi- 
tioner has  early  demonstrated  the  converse  of  the  old  Hippocratic 
maxim,  "causa  sublata  tollitur  effectus,''  and  it  becomes  merely  a 
question  of  time  how  long  the  system  of  the  patient  will  bear  the 
exhausting  drain  to  which  it  is  exposed. 

I  have  met  with  a  number  of  cases  in  which  I  have  succeeded 
in  completely  curing  aggravated  cases  of  ascites,  after  tapping  had 
been  repeatedly  resorted  to,  and  after  all  hope  of  recovery  had  been 
given  up. 

I  shall  not  weary  the  reader  by  a  report  of  all  these,  for  the 
proof  does  not  consist  so  much  in  a  long  array  of  cases  as  in  the 
portrayal  of  a  few  select  and  characteristic  instances  which  clearly 
point  out  the  pathological  conditions  which  have  been  assumed  as 
factors,  and  give  evidence  of  the  restoration  to  health  effected  by 
their  removal. 

Case  I. — Mrs.  C,  of  Durham,  Conn.,  came  to  me  suffering  from 
ascites,  for  which  she  had  been  repeatedly  tapped,  and  from  which 
she  was  rapidly  growing  weaker ;  so  that  death  at  an  early  period 
seemed  certain.  After  each  tapping  a  round  hard  tumor  about  as 
large  as  the  head  of  a  five  year  old  child,  could  be  readily  detected 
in  the  pelvis,  and  this  could  be  obscurely  felt  even  when  the  drop- 
sical effusion  existed. 

I  opened  the  abdomen  as  an  explorative  procedure,  and,  finding 
a  fibroid  attached  to  the  fundus  uteri,  removed  it.  The  patient  is 
perfectly  well  to-day,  the  dropsy  having  immediately  disappeared. 

Case  II. — Mrs.  B.,  of  Canada,  came  to  me  with  ascites,  which 
was  accompanied  by  the  presence  of  a  solid  tumor  over  one  ovary, 
as  large  as  a  cocoanut.  She  had  been  tapped  once  only.  I  re- 
moved a  solid  tumor  of  the  left  ovary  and  she  entirely  recovered, 
and  has  remained  free  from  dropsy  for  two  years. 

Casi  III. — Dr.  Hurlburth,  Jr.,  of  Stamford,  Conn.,  sent  me  a 
patient  suffering  from  ascites  in  whom  I  could  detect,  by  vaginal 
touch,  what  seemed  to  be  a  pelvic  neoplasm.  I  made  an  explora- 
tive incision,  found  a  tumor  in  Douglas'  pouch  no  larger  than  an 
apple,  which  I  removed,  and  the  patient  recovered  from  the  opera- 
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tion  and  from  the  abdominal  dropsy.  The  tumor,  examined  by 
Dr.  Coe,  pathologist  of  the  Woman's  Hospital,  was  pronounced  sar- 
coma. One  year  afterwards  I  received  the  following  report  of  the 
case  from  Dr.  Hurlburth  :  '  Since  the  operation  the  patient  has  been 
perfectly  comfortable,  but  now  a  hard  tumor  can  be  felt  occupying 
the  pelvic  cavity,  and  ascites  is  gradually  beginning  again  to  dem- 
onstrate its  existence. " 

This  patient  lived  in  great  comfort.  Dr.  Hurlburth  has  more  re- 
cently told  me,  for  six  years  and  then  died  of  pneumonia. 

Case  IV. — Was  a  counterpart  of  Case  III.,  except  that  the  post- 
uterine  tumor  was  a  benign  fibroid  attached  by  a  rather  slender 
pedicle  to  the  posterior  wall  of  the  uterus.  The  patient,  who  was 
an  inmate  of  the  Woman's  Hospital,  left  that  institution  at  the  end 
of  a  month  well :  but  since  that  time  I  have  lost  sight  of  her. 

It  is  very  difficult  indeed.  I  may  say  impossible,  to  tell  why  in 
a  certain  small  number  of  cases  these  tumors  create  ascites  while  in 
other  cases  they  may  occupy  the  peritoneal  cavity  for  years,  with- 
out causing  any  such  trouble :  but  that  such  is  the  fact  is  beyond 
question.    As  an  illustration  I  mention  the  following  case : 

Case  V. — I  saw  some  years  ago,  with  Dr.  Emil  Xoeggerath,  a 
lady  who  suffered  from  severe  enteralgia.  which  was  created  by  the 
presence  of  an  ovarian  cyst  as  large  as  an  adult's  head,  which  was 
so  migratory  in  its  nature  that  it  could  be  pushed  anywhere  in  the 
abdomen  from  the  pelvic  roof  to  the  diaphragm.  As  there  was  no 
urgency  in  the  case,  and  as  the  patient  and  her  friends  dreaded  sur-. 
gical  procedure  to  a  morbid  degree,  we  decided  to  avoid  interfer- 
ence. Fourteen  years  passed  and  I  was  again  called  in  council  by 
Dr.  Xoeggerath.  The  tumor  was  only  about  double  the  size  which 
it  had  been  fourteen  years  before,  but  its  nomadic  tendencies  had 
created  ascites,  which  was  greatly  distressing  the  patient,  who  now 
clamored  for  relief  by  surgery.  I  assisted  Dr.  Xoeggerath  in  the  re- 
moval of  a  monocyst  with  the  longest  pedicle  that  I  ever  saw  in  an 
ovarian  tumor.  The  patient  rapidly  recovered,  and  has  been  ever 
since  free  from  ascites. 

It  is  rare  to  find  even  a  monocystic  ovarian  tumor  running 
so  long  a  course:  but  I  have  removed  one  which  had  lasted  for 
twenty-four  years,  another  of  sixteen,  and  another  of  nine  years' 
duration. 

In  Dr.  Xoeggerath's  case  doubtless  the  extreme  mobility  of  the 
cyst  had  a  great  deal  to  do  with  the  resulting  irritation  of  the  perito- 
naeum, and  the  development  of  dropsy.  Such  a  complication  of 
ovarian  cysts  is  extremely  rare. 
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Case  VI. — Five  months  ago  a  primiparous  woman  came  to  me 
from  San  Francisco  with  a  very  large  fluid  accumulation  in  the  ab- 
domen. She  had  been  examined  by  three  of  the  most  eminent 
gynaecologists  of  that  city,  and  their  diagnoses  differed,  one  inclin- 
ing to  the  belief  in  the  existence  of  ovarian  cysto-carcinoma,  and 
one  to  that  of  simple  abdominal  dropsy  from  hepatic  disease. 

Before  I  saw  her  she  had  been  examined  by  an  eminent  general 
practitioner  of  this  city,  and  a  diagnosis  of  cirrhosis  made.  I  met 
in  her  case  Drs.  A.  Jacobi,  Peyser,  T.  A.  Emmet,  and  Munde,  and 
considerable  difference  of  opinion  as  to  diagnosis  existed  among 
us.  All,  however,  willingly  assented  to  explorative  laparotomy, 
which  was  urged  by  me.  This  being  performed,  a  benign  papil- 
loma of  each  ovary,  as  large  as  a  large  orange,  was  found  as  the 
cause  of  the  existing  ascites. 

I  operated  upon  this  case  in  June  last  in  the  presence  of  Drs. 
Munde,  Peyser,  McCosh.  Paton  and  others.  The  patient  rapidly  re- 
covered from  the  removal  of  the  tumors  and  subsequent  thorough 
drainage  of  the  peritoneal  cavity,  and  is  now.  at  the  end  of  five 
months,  in  perfect  bodily  health.  Her  mind  suffered  so  much  from 
the  shock,  incident  to  a  fatal  prognosis  in  the  early  periods  of  her 
case  that  it  has  not  fully  recovered,  and,  although  strong,  robust, 
and  free  from  ailment,  she  gives  evidence  of  a  certain  degree  of 
•  •  carcinophobia,"  a  variety  of  melancholia  which  all  practitioners 
must  have  met  with,  and  the  pertinacity  of  which  must  have  im- 
pressed every  one. 

Case  VII. — A  primiparous  woman,  of  intelligence  and  refine- 
ment, was  sent  to  me  a  month  ago  by  my  friend,  Dr.  David  Van- 
dell,  of  Louisville,  Ky.,  suffering  from  severe  ascites,  for  which  no 
satisfactory  cause  could  be  assigned.  Upon  arrival  here,  she  en- 
tered my  private  hospital  and  I  promptly  made  an  explorative  incis- 
ion. This  revealed  a  large  benign  papilloma  of  each  ovary,  as 
large  as  an  orange,  and  the  existence  of  numerous  buck-shot-like 
masses  throughout  the  pelvic  peritonaeum.  The  ovarian  tumors 
were  removed,  the  buck-shot  masses,  as  far  as  was  possible,  scraped 
away  by  the  ringer  nails,  and  thorough  and  lengthy  drainage  by  a 
large  glass  tube  accomplished. 

The  patient  has  made  a  most  satisfactory  recovery,  has  gained 
flesh,  strength,  color,  and  appetite,  and  seems  to  be  getting  entirely 
well,  It  is,  of  course,  too  early  to  predicate  very  much  upon  a  case 
of  such  recent  occurrence. 

The  pathological  specimens,  removed  from  Cases  VI.  and  VII. 
have  been  carefully  examined  and  exhaustively  reported  upon  by 
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Prof.  William  Welch  of  the  Johns-Hopkins  University.  I  do  not  go 
into  details  concerning  them,  as  an  article  upon  them  is  now  being 
prepared  by  my  friend,  Dr.  Stewart  Paton,  of  this  city,  which  will 
soon  appear  in  print. 

I  have  treated  quite  a  large  number  of  cases  of  ascites,  due  to 
chronic  and  tubercular  peritonitis  with  perfect  success  by  abdom- 
inal incision  and  drainage.  To  give  the  notes  of  more  than  one  of 
these  would  be  tedious  and  unprofitable,  for  they  resemble  each 
other  very  closely  indeed.  As  a  very  good  example  of  the  class  I 
will  give  a  short  sketch  of 

Case  VIII. — Miss  G. ,  a  young  lady  of  nineteen  years  of  age,  was 
brought  to  me  by  Dr.  Isaac  Adler  twenty  months  ago  with  a  fluid 
accumulation  in  the  abdomen,  which  had  existed  for  live  or  six 
months  and  had  been  accompanied  by  menstrual  disorder,  emacia- 
tion, a  low  grade  of  fever  towards  evening,  and  loss  of  appetite  and 
strength.  Regarding  the  case  as  one  of  ovarian  cystoma,  I  made 
an  explorative  incision,  in  the  presence  of  Dr.  Adler  and  others, 
which  revealed  ascites,  due  to  diffuse  deposit  of  miliary  tubercle 
scattered  over  the  whole  abdomen.  A  drainage  tube  was  kept  in 
situ  for  a  month  or  six  weeks,  and  the  patient  made  a  rapid  and 
complete  recovery.  Writing  to  Dr.  Adler  for  news  of  her  to  render 
this  history  complete,  he  replies  in  the  following  words  : 

New  York,  November  10,  1 891. 

Dear  Dr.  -Thomas. 

In  reply  to  your  lines  inquiring  after  the  health  of  Miss  G. ,  I  am 
glad  to  be  enabled  to  state  that  she  is  ostensibly  in  the  best  of 
health.  Since  the  operation,  which,  as  you  recollect,  took  place  in 
March,  1890,  she  has  steadily  gained  in  weight,  weighing  to-day 
about  twenty-five  pounds  more  than  at  the  time  of  operation  and 
asserts  that  she  is  now  in  better  health  than  ever  before. 

Yours  very  sincerely,  I.  Adler. 

The  word  "ostensibly"  in  Dr.  Adler's  letter  rather  weakens  this 
case,  but  Dr.  Adler  in  conversation  assures  me  that  the  patient  has 
had  no  return  of  the  dropsy,  is  in  perfect  health,  and  anticipates 
marrying  very  soon. 

Explorative  incision,  practiced  with  antiseptic  precautions  now 
at  our  disposal,  is  not  a  dangerous  procedure.  If  a  good  result  at- 
tend it,  a  saving  of  life  is  the  outcome  ;  if  it  reveal  an  incurable  or- 
ganic disease,  no  evil  will  usually  accrue ;  and  even  if  a  fatal  issue 
should  be  its  consequence,  we  will  be  forestalling  death  by  a  short 
time  only,  in  a  praiseworthy  effort  at  the  securing  of  life. 
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It  appears  to  me  that  with  the  evidence  which  is  before  us  we 
should  accept  the  following  as  a  rule  for  practice  :  In  every  case  of 
ascites  i?i  woman,  the  propriety  of  explorative  abdominal  incision 
should  ahoays  be  carefully  considered  ;  not  with  the  view  of  establish- 
ing- a  certain  diagnosis  alone,  but  with  the  reasonable  hope  of  effecting 
in  exceptional  cases  a  cure. 

In  this  paper  I  have  recorded  eight  cases  in  which  the  cure  of 
ascites  and  the  saving  of  life  has  been  effected  by  laparotomy.  Let 
it  be  remembered  that  these  eight  cases  have  been  presented  merely 
as  corroborating  my  position  as  to  the  feasibility  of  the  plan  in  gen- 
eral and  that  they  do  not  represent  my  whole  experience  with  it. 
I  feel  certain  that  were  I  to  examine  my  notes  for  the  past  quarter 
of  a  century  and  the  books  of  record  of  the  Woman's  Hospital  for 
the  twenty  years  of  my  connection  with  it  as  attending  surgeon,  I 
could  double  the  number  here  recorded. 

Even  if  I  succeeded  in  doing  so,  I  would  be  presenting  the  fruits 
of  the  experience  of  one  practitioner  only.  If  the  attention  of  others 
had  been  directed  to  this  subject,  and  they  had  carefully  tested  the 
material  passing  through  their  hands,  I  cannot  doubt  but  that  many 
voices  would  be  raised  in  support  of  the  proposition  which  this 
paper  sustains,  and  which  I  sincerely  hope  will  receive  general  re- 
cognition at  the  hands  of  the  profession. 
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By  E.  L.  H.  McGinxis.  M.D.. 

Electro-Therapeutist  to  the  Woman's  Hospital  in  the  State  of  New  York. 

Ok  the  many  ills  which  the  .^ymecologists  of  to-day  are  called 
upon  to  treat,  none,  perhaps,  has  caused  more  controversy,  nor  been 
attended  with  such  varying  results,  as  the  subject  of  this  paper. 
And  I  have  noticed,  as  time  goes  on.  that  the  question  of  treatment 
is  still  unsettled.  Nor  is  it  my  purpose  to  recommend  any  one  course 
of  procedure  to  the  exclusion  of  all  others,  each  case  being  a  well 
recognized  law  unto  itself.  But  so  satisfactory  have  been  my  ex- 
periences with  the  treatment  herein  described,  that  I  have  ventured 
to  hope  a  resume  of  my  plan  may  be  of  interest  to  you  ;  if  so,  the 
office  of  this  article  will  be  accomplished. 

i  Read  before  The  New  York  Obstetrical  Society,  December  i,  1891. 
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We  have  been  taught  that  dysmenorrhoea  is  a  symptom ;  but, 
oftentimes,  it  will  be  solely  for  the  relief  of  this  symptom  that  pa- 
tients come  to  us — as  they  suffer  in  no  other  way,  and  it  is  for  the 
cure  of  just  such  cases,  I  have  practiced  the  treatment  as  de- 
scribed. 

It  has  been  said  that  any  condition,  whether  of  a  general  or 
local  character,  which  interferes  with  the  escape  of  the  catamenial 
discharge,  gives  rise  to  pain  at  such  times,  of  greater  or  less  degree, 
and  it  is  for  the  relief  and  cure  of  this  pain  that  our  services  are 
sought. 

On  examination  we  find  one  of  these  conditions  exist : 
i st.  A  chlorotic  or  highly  nervous  temperature  (and  I  may  men- 
tion that  they  are  apt  to  be  closely  associated). 
2d.  An  unhealthy  uterus. 
3d.  Inflamed  ovaries. 

Which  of  these  exist,  is  our  first  business  to  determine.  The 
pain  attending  sudden  cessation  of  the  menstrual  flow  from  cold, 
wet  feet.  etc..  comes  under  the  head  of  amenorrhcea  rather  than 
dysmenorrhoea,  and  as  it  usually  disappears  on  the  reestablishment 
of  the  function,  I  shall  not  consider  it  here.  Generally,  too,  the 
location  of  the  seat  of  pain  will  give  us  a  clue  to  its  cause,  and  is  to 
be  sought  for. 

In  the  consideration  of  those  cases  due  to  the  firs/  variety,  they 
will  be  found  the  easiest  of  all  to  diagnose,  because  the  causes  are 
in  plain  sight  of  .every  observing  man.  But  the  successful  treatment 
of  them  is  often  most  difficult,  especially  among  the  higher  classes 
of  society  ;  for  the  demands  made  upon  our  women  of  to-day  by 
close  application  to  study  in  youth,  and  by  social  occupations  later, 
accompanied  as  they  are  by  improper  rest  and  light  dressing  be- 
fore, during  and  after  the  menstrual  period,  are  serious  obstacles  in 
the  pathway  of  good  results.  Should  these  be  carefully  attended 
to,  however,  and  general  treatment  faithfully  carried  out,  a  cure  of 
this  most  distressing  condition  is  almost  certain,  as  illustrated  in  the 
following  case  : 

Miss  M.,  aged  twenty-six,  single,  came  to  my  office  last  Novem- 
ber, suffering  from  severe  pain  in  pelvis  and  back,  headache  and 
general  malaise.  She  had  not  noticed  any  menstrual  flow  till  she 
was  seventeen  years  of  age,  but  having  studied  very  diligently 
while  in  school,  attributed  her  amenorrhcea  to  that  fact,  as  her  flow 
made  its  appearance  after  her  graduation  in  that  year;  since  then, 
she  has  been  regularly  ill  every  twenty-eight  days,  and  continued 
so  four  to  five  days.     Four  months  before  I  saw  her,  sudden  family 


[O 


E.  L.  If.  McGinnis,  M.D. 


affliction  had  come  upon  her  just  previous  to  her  catamenial  period, 
which  was  accompanied  by  vertigo,  "fainting  fits,"  as  she  described 
them,  and  agonizing  pain.  The  flow  was  nearly  normal  in  amount, 
but  the  suffering  was  so  severe  that  her  medical  attendant  had  been 
obliged  to  resort  to  hypodermics  of  morphia  for  her  relief.  Her 
trouble  had  preyed  upon  her  mind  to  such  an  extent  that  her  natur- 
ally nervous  and  chlorotic  condition  was  greatly  exaggerated,  and 
her  sleep  and  appetite  much  impaired.  Each  period  since  then  had 
been  accompanied  by  great  suffering,  growing  markedly  worse  each 
succeeding  month.  On  examination,  I  could  find  nothing  abnormal 
in  either  uterus  or  ovaries.  I  accordingly  advised  a  course  of  treat- 
ment consisting  of  calisaya,  iron,  and  syrup  of  hypophosphites.  One 
week  before  her  expected  period,  I  administered  daily  treatment 
with  the  faradic  current,  as  strong  as  she  could  bear  it ;  the  electrodes 
were  on  the  abdomen  and  under  the  lumbar  region,  and  each  seance 
lasted  eight  minutes  ;  the  flow  made  its  appearance  with  only  a 
moderate  amount  of  pain.  I  thought  then  that  had  I  administered 
electricity  as  described,  every  other  day  during  the  whole  month, 
my  results  would  have  been  better,  and  accordingly  did  so  the  next 
month,  being  rewarded  by  a  reestablishment  of  the  normal  flow 
and  without  more  than  a  sensation  of  uneasiness,  never  amounting 
to  actual  pain.  Since  then,  she  has  continued  regular,  her  appetite 
and  desire  for  sleep  have  returned,  and  she  suffers  little  inconven- 
ience from  her  periods,  although  the  condition  of  her  nerves  leaves 
much  yet  to  be  desired. 

In  considering  dysmenorrhea  due  to  an  unhealthy  uterus,  I  may 
define  it  as  being  caused  by  any  condition  of  that  organ  whereby 
the  passage  of  the  ovum  through  its  canal  is  rendered  abnormally 
difficult.  These  conditions  are  many,  chief  among  them  being 
stenosis  of  the  canal  (congenital,  or  accidental,  anterior,  posterior, 
and  lateral,  displacements ;  mural  and  sub-mucous  fibroids  ;  poly- 
poid growths  ;  metritis  and  endometritis.  In  my  experience,  none 
of  these  conditions  have  been  permanently  relieved  by  internal 
medication,  and,  at  best,  I  could  but  alleviate  my  patient's  suffer- 
ings by  anodynes —  a  practice  which  must  be  most  closely  guarded 
against,  lest  we  then  and  there  sow  the  seeds  of  a  habit  of  depend- 
ence upon  them  at  such  times,  and  which  is  more  than  likely  to 
riid  by  making  them  morphine  habitues.  Some  good  may  be  done 
by  local  application  of  remedies  in  cases  of  metritis  and  endometri- 
tis, although  so  satisfactory  have  been  my  results  when  I  have  re- 
sorted to  the  battery,  that  I  have  now  nearly  abandoned  any  other 
treatment,  until  I  am  assured  that  different  means  should  be  tried. 
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The  holding  in  place  of  flexed  or  verted  uteri  by  pessaries,  will  also 
accomplish  much  ;  and  for  stenosis  of  the  canal  or  os,  as  well  as  in 
cases  of  polypi,  operative  procedure  is  indicated.  But  with  patients 
suffering  from  either  mural  or  sub-mucous  fibroids,  as  well  as  those 
where  metritis  and  endometritis  are  the  causes  of  the  dysmenorrhcea, 
nothing  has  given  me  such  universally  good  results  as  the  use  of  the 
galvanic  current,  when  applied  according  to  the  directions  of  Apos- 
toli.  His  method  of  administration  of  electricity  for  fibroids,  is  too 
well  known  to  require  extended  notice  here  under  this  title ;  and  for 
the  treatment  of  inflammation  of  the  uterus  or  its  lining  membrane, 
his  procedure  is  as  follows  :  Having  thoroughly  douched  the  vagina 
with  an  antiseptic  solution,  and  inserted  the  forefinger  of  the  left 
hand  within  the  vagina  and  the  os  uteri  found,  the  intra-uterine 
electrode  should  be  carefully  run  along  the  finger  and  introduced 
into  the  uterine  canal  up  to  the  fundus.  I  cannot  lay  too  much 
stress  upon  the  importance  of  exercising  the  utmost  care  and  gen- 
tleness in  this  procedure,  as  any  rough  handling  would  be  apt  to 
not  only  increase  the  existing  inflammation,  but  cause  a  peri-uterine 
one.  The  clay  pad  having  been  placed  upon  the  abdomen  over  the 
fundus  and  the  negative  conducting  cord  connected  with  it,  the 
positive  cord  should  be  attached  to  the  electrode  in  utero  and  the 
current  turned  on  so  gradually  that  no  shock  will  be  felt  by  the  pa- 
tient during  the  increase  of  it,  which  may  be  accomplished  by 
means  of  a  rheostat.  The  strength  of  the  current  should  depend 
upon  the  resistance  of  the  skin  and  the  sensibility  of  the  patient — 
never  using  more  than  the  inflamed  organ  can  bear  with  moderate 
discomfort,  and  never  causing  severe  pain.  I  have  usually  been 
able  to  use  30  milliamperes  at  first,  for  a  seance  of  three  to  five  min- 
utes, and  have  increased  it  as  well  as  the  length  of  time,  at  each 
successive  treatment.  The  current  should  then  be  very  slowly  shut 
off  and  the  electrode  withdrawn,  the  same  gentleness  being  used 
as  upon  its  introduction  ;  after  which,  if  the  patient  can  rest  for  a 
time,  it  will  be  to  her  advantage.  The  good  results  of  this  pro- 
ceeding if  done  in  this  manner  are  a  surprise  to  those  accustomed 
to  the  older  methods  of  iodine,  carbolic  acid,  etc. 

As  for  dysmenorrhcea  due  to  inflamed  ovaries — it  may  be  re- 
cognized by  its  presence  some  days  before  the  flow  is  established 
and  its  diminution  after  it  has  made  its  appearance.  A  vaginal  ex- 
amination reveals  exquisite  tenderness  on  pressure,  generally  ac- 
companied by  a  sensation  of  nausea.  For  years  it  has  been  thought 
that  treatment  availed  nothing  for  its  relief,  and  so  fixed  has  the 
idea  become,  that  the  patient  has  been  hurried  to  the  operating- 
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room  and  the  organs  removed  with  the  idea  of  saving  unnecessary 
suffering.  In  some  few  cases,  it  is  true,  operation  must  be  eventu- 
allv  resorted  to,  but  the  number  of  these,  I  am  thankful  to  say,  is 
being  rapidly  reduced,  and  ere  long  they  will  be  the  great  excep- 
tion if  the  results  of  others  who  use  the  current  of  electricity  in  such 
cases  be  as  happy  as  mine.  When  the  grave  questions  of  future 
maternity,  prolonged  convalescence,  and  risk,  are  taken  into  consid- 
eration, surely  our  patients  will  not  blame  us  for  making  an  honest 
effort  to  cure  their  dysmenorrhcea  by  treatment  before  consigning 
them  to  the  knife.  And  when  I  say  an  honest  effort  I  do  not  mean 
two  or  three  trials  of  a  method  about  which  little  is  yet  known, 
but  I  mean  the  same  endeavors  in  their  behalf  that  would  be  ex- 
tended to  an  orchitis  before  amputation  or  an  iritis  before  removal 
of  the  inflamed  organ.  For  many  months  past,  I  have  made  a 
special  study  of  the  cure  of  such  cases,  both  in  my  clinic  at  the 
Woman's  Hospital  and  in  private  practice,  and  when  I  have  had 
sufficient  time  allowed  me  to  make  a  thoroughly  complete  test  of 
the  following  method,  I  have  rarely  regretted  my  efforts,  nor  has  the 
patient  My  procedure  consists  in  placing  a  flat,  pliable  electrode 
over  the  inflamed  ovary  and  a  similar  one  beneath  the  lumbar 
region  as  the  patient  lies  on  her  back.  They  are  then  connected 
with  a  faradic  battery  and  a  current  as  strong  as  can  be  borne  with- 
out pain  is  turned  on  gradually,  the  seance  lasting  eight  minutes. 
After  a  few  treatments,  it  will  be  found  that  a  ball-electrode  con- 
nected with  the  positive  pole  can  be  tolerated  against  the  ovary, 
(the  negative  being  on  the  abdomen),  and  a  current  of  tension  used 
thrice  weekly.  I  apply  it  five  minutes  daily  for  a  week  previous  to 
the  expected  flow,  and  have  rarely  been  disappointed  in  its  prompt 
and  painless  appearance  and  eventual  cure  of  the  case.  During 
the  course  of  treatment,  complete  rest  and  freedom  from  pressure 
are  to  be  desired,  and  coitus  is  to  be  prohibited.  I  have  also 
endeavored  to  use  external  applications  of  Churchill's  iodine,  but 
was  obliged  to  discontinue  it  as  it  rendered  the  skin  intolerant  of 
the  negative  pole,  thereby  impairing  the  value  of  the  treatment. 

Of  course,  vaginal  stenosis  and  occlusion,  as  well  as  imperforate 
hymen  are  to  be  treated  surgically,  for  other  treatment  of  those  con- 
ditions is  useless. 

In  conclusion,  let  me  state  that  I  make  no  claim  of  having  found 
electricity  a  panacea  for  all  conditions  herein  described  ;  but  I  do 
claim  results  by  its  use  which  I  have  been  unable  to  attain  by  any 
other  means ;  and  its  safety  and  case  of  application,  as  well  as  its 
lack  of  terror  to  the  patients  themselves  in  comparison  to  opera- 
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tion  for  the  relief  of  their  sufferings  cannot  fail  to  commend  itself 
for  a  fair  trial  to  those  who  seek  the  advancement  of  conservative 
gynaecology. 


TOTAL  EXTIRPATION  VERSUS  LEAVING  A  STUMP  IN 
OPERATION  FOR  UTERINE  FIBROMYOMATA. 

By  Florian  Krug,  M.D.1 

The  removal  of  fibro-myomatous  growths  of  the  uterus  is  essen- 
tially an  outcome  of  modern  surgical  achievements.  Its  recognition 
as  a  rational  and  justifiable  procedure  is  due  to  the  marvelous  strides 
that  have  been  made  by  abdominal  surgeons  during  the  last  fifteen 
years. 

Previous  to  the  year  1873,  abdominal  section  for  fibrous  tumors 
was  done  only  sporadically  and  mostly  as  the  result  of  an  erroneous 
diagnosis.  The  tumor  had  been  supposed  to  be  of  ovarian  origin, 
until  after  the  abdomen  had  been  opened  and  mistake  was  found 
out.  In  most  instances  the  operators  would  immediately  give  up 
any  further  attempt  at  removing  the  neoplasm  and  close  up  the 
incision;  some  others  would  persevere  in  their  efforts  to  extirpate 
them.  The  majority  of  these  operations  proved  fatal  in  the  pre-anti- 
septic  era.  No  wonder  that  a  dreadful  awe  hung  over  all  attempts 
at  surgical  relief  from  those  tumors,  which  pathology  teaches  us  to 
consider  benign,  and  that  very  few  were  daring  enough  to  invade  a 
field,  which  was  almost  considered  as  a  sacro-sanctum. 

The  earliest  intentional  operations  were  done  for  pediculated 
subserous  fibromata  (Atlee,  Granville,  Lane).  But  the  credit  of  hav- 
ing placed  abdominal  section  for  uterine  fibroids  on  a  scientific  basis 
undoubtedly  belongs  to  J.  Pean  of  Paris.  He  was  the  first  to  oper- 
ate on  a  comparatively  large  series  of  previously  diagnosticated 
cases  according  to  strict  indications.  His.  at  that  time  astonishing, 
results  were  instrumental  more  than  anything  else  to  establish  hys- 
terotomy as  a  recognized  surgical  procedure. 

Soon  after  his  publication,  "  De  1'" Ablation  Partielle  011  Totale  de 
TUterus  par  la  Gastrotomie,  "  appeared  in  Paris  in  1873,  others  gained 
new  courage  and  announced  to  follow  up  the  line  that  Pean  laid  out 
as  a  pioneer. 


'Read  before  The  New  York  Obstetrical  Society,  December  15,  1S91. 
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To  Hegar  and  Kaltenbach  is  due  a  great  deal  of  credit'for  being 
foremost  in  promulgating  the  new  teaching,  and  their  names  are  in- 
separable from  the  history  of  the  extra-peritoneal  treatment  of  the 
stump. 

Almost  as  old  as  the  operation  itself  is  the  controversy  amongst 
abdominal  surgeons  over  the  advantages  of  the  extra-  as  compared 
with  the  intra-peritoneal  method  of  treating  the  stump.  As  the  princi- 
pal advocate  of  the  intra-peritoneal  method,  Prof.  Schroeder  of  Berlin 
must  be  named. 

However,  I  do  not  intend  to  impose  upon  your  indulgence  by 
bringing  up  all  the  arguments  pro  and  con  which  have  been  made 
on  either  side. 

But  in  choosing  this  mooted  point,  viz. :  total  extirpation  for  fibroids 
without  leaving  a  stump,  as  the  subject  of  my  paper  to-night,  I  feel 
as  if  I  should  be  exempt  from  an  apology  for  doing  so,  as  most 
American  text-books  on  diseases  of  women  do  not  even  mention 
any  other  method  but  the  extra-and  intra-peritoneal  one. 

Now,  I  am  confident  that  total  extirpation  without  leaving  a 
stump  in  fibroids  is  entitled  not  only  to  a  thorough  trial  and  inves- 
tigation, but  is  bound  to  eventually  be  recognized  as  the  ideal  method. 

The  priority  of  applying  Freund's  method  of  extirpating  the  can- 
cerous uterus  to  fibromatous  changes  of  the  same  belongs  to  Prof. 
Bardenheuer.  After  him,  Martin  of  Berlin  has  advocated  the  same 
modus  operandi.  Recently  Chrobak  has  adopted  the  same  course 
and  has  published  seventeen  cases  operated  according  to  that 
principle,  without  a  death.  On  this  side  of  the  Atlantic  the  adher- 
ents to  this  method  are  few  in  number,  Dr.  Eastman  of  Indianapolis 
and  Dr.  Ross  of  Toronto  being  the  only  ones  to  my  knowledge  who 
have  adopted  this  procedure  avowedly. 

My  first  operation  of  this  kind  was  done  on  the  13th  of  May, 
1890.  History  and  specimen  were  presented  to  this  Society.  Since 
then  I  have  operated  according  to  this  method  six  times  in  all;  most 
of  the  cases  were  reported  here  also. 

Before  describing  the  technique  of  my  method  of  extirpating  the 
uterus  supra-pubically,  I  wish  to  state,  that  while  not  claiming  any 
priority  for  any  of  the  different  steps  employed  in  doing  so,  the  tout 
ensemble  of  the  method  is  essentially  my  own. 

In  deciding  upon  the  most  desirable  way  of  proceeding,  I  was 
guided  by  my  experience  gained  from  the  smooth  course  of  a  large 
number  of  vaginal  hysterectomies.  Therefore,  I  tried  to  adopt  the 
method  of  operating,  as  well  as  that  of  dressing  and  after-treatment, 
as  much  as  possible  to  the  former  procedure.    I  reasoned  that  the 
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other  conditions  being  essentially  the  same,  the  abdominal  incision 
would  add  but  little  to  the  total  amount  of  surgical  risk. 

In  the  first  place,  it  seemed  of  paramount  importance  to  keep  the 
stumps  of  the  broad  ligaments  away  from  contact  with  the  intes- 
tines, thus  preventing  adhesions  and  possible  intestinal  obstruction. 
Furthermore,  I  believed  perfect  drainage  a  most  essential  attribute 
to  smooth  recovery. 

Considering  the  vagina  the  natural  channel  for  normal,  viz., 
menstrual  and  lochial,  discharges,  I  also  held  it  to  be  the  best  outlet 
for  pathological  discharges  following  the  extirpation  of  the  organ, 
provided  that,  infection  from  outside  could  effectively  be  guarded 
against. 

The  iodoform  gauze  dressing  is  a  secure  means  of  preventing 
infection  from  without.  Should  infection  occur,  it  is  due  to  the  fact 
that  pathogenic  germs  have  been  left  in  a  vagina  not  properly  steril- 
ized, and  not  to  penetration  of  germs  through  the  gauze  packing. 

•  As  on  many  previous  occasions,  I  must  here  call  your  attention 
to  the  fact,  that  too  many  operators  rely  on  douching  the  vagina 
with  different  germicides  in  order  to  disinfect  it.  Careful  bacterio- 
logical researches  have  shown  that  the  vagina  and  cervical  canal 
are  quite  frequently  the  domicile  of  the  strepto-  and  staphylococcus. 
Now,  if  we  consider  for  a  moment  the  macroscopical  structure  of 
the  vagina  and  cervical  canal,  we  must  readily  concede,  that  even 
the  most  thorough  irrigation  will  not  render  them  aseptic. 

No  one  will  nowadays  make  an  abdominal  incision  and  simply 
rely  on  antiseptic  irrigation  without  first  thoroughly  scrubbing  the 
abdominal  walls  with  soap  and  warm  water,  etc.  Still,  so  many 
will  open  the  peritoneal  cavity  from  below,  without  a  mechanical 
cleansing  of  the  parts  prior  to  using  a  germicide  solution.  And  if 
they  meet  with  disastrous  results,  they  are  prone  to  charge  it  to  in- 
fection from  without,  instead  of  to  deficiency  in  rendering  the  field 
of  operation  perfectly  sterile. 

In  my  last  series  of  vaginal  hysterectomies,  all  followed  by  the 
most  happy  results,  the  vaginal  dressing  was  allowed  to  remain 
from  six  to  nine  days  after  the  operation,  when,  on  changing,  it  was 
always  found  perfectly  sweet.  This  is  the  best  proof  that  the  much- 
dreaded  danger  of  infection  from  without,  even  in  the  presence  of 
the  natural  discharges  from  bladder  and  rectum,  is  a  visionary  one. 

Instead  of  using  soap  and  water,  I  prefer  mollin  containing  10 
per  cent,  of  creolin,  and  I  scrub  the  vaginal  folds  by  means  of  a 
brush  on  a  handle.  A  speculum  is  then  inserted,  and  the  cervix  hav- 
ing been  freed  of  all  adherent  mucus,  it  is  plugged  with  a  small  strip 
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of  iodoform  gauze.  A  thorough  irrigation  of  bichloride  solution  is 
then  given  and  the  patient  placed  in  Trendelenburg's  posture. 

I  shall  not  lose  many  words  to-night  in  pointing  out  the  advan- 
tages of  Trendelenburg's  posture.  Even  the  worst  skeptics  are  grad- 
ually awakening  to  the  fact  that  it  is  one  of  the  most  valuable  ad- 
ditions to  our  modern  surgical  means.  But  if  any  one  should  be  most 
obstinate  to  become  a  convert  to  this  method,  I  would  like  to  extir- 
pate a  uterus  before  him,  in  order  to  convince  him. 

At  the  meeting  of  the  Obstetrical  Section  of  the  American  Associa- 
tion held  in  Washington,  in  the  spring  of  this  year,  Dr.  Joseph  East- 
man of  Indianapolis,  one  of  the  few  advocates  in  this  country  of  total 
extirpation,  instead  of  leaving  a  stump,  demonstrated  a  number  ot 
instruments  and  appliances,  which  he  has  devised  and  uses  for 
the  purpose  of  elevating  the  posterior  and  lateral  vaginal  attach- 
ments of  the  cervix,  in  order  to  facilitate  the  incision  from  above. 

In  the  ensuing  discussion,  I  stated  that  while  admiring  the  inge- 
nuity of  the  doctor's  instruments,  I  did  not  consider  them  necessary, 
and  in  fact  had  never  felt  the  need  of  them,  if  the  patient  was  placed 
in  Trendelenburg's  posture,  since  gravitation  would  accomplish,  in 
a  much  more  perfect  way,  what  was  sought  after  by  the  use  of  these 
instruments. 

As  to  the  length  of  the  incision,  it  is  hard  to  establish  a  rule. 
However,  it  must  be  borne  in  mind,  that  an  inch  more  than  neces- 
sary is  not  adding  very  much  to  the  surgical  risk  to  which  that  pa- 
tient is  subjected,  while,  on  the  other  hand,  an  inch  too  little  may 
seriously  interfere  with  the  surgeon's  tests  and  unduly  prolong  the 
operation,  thus  involving  by  far  greater  dangers  to  the  patient's  life 
than  an  ample  incision  right  from  the  start. 

I  have  never  seen  the  advantage  of  diminishing  the  size  of  the 
tumor  before  its  removal  by  morcellement  or  any  other  of  the  meth- 
ods, as  recommended  for  that  purpose  by  Pean  and  others.  Have 
also  never  resorted  to  the  provisory  use  of  the  elastic  ligature  for 
temporarily  preventing  haemorrhage.  Trendelenburg's  posture  always 
enabled  me  to  easily  tie  the  uterine  attachments;  the  blood-vessels 
supplying  the  uterus  were  secured  before,  instead  of  after,  cutting. 

The  most  useful  instrument  for  applying  the  ligatures  is  a  stout 
Deschamp  aneurism-needle  ;  and  as  to  the  material  used,  I  prefer 
carefully  sterilized  braid  silk  to  anything  else. 

In  cases  where  the  fibroids  have  grown  in  the  uterine  walls, 
without  unfolding  the  two  layers  of  the  broad  ligament,  thus  leaving 
the  organ  perfectly  moveable,  the  operation  is  a  very  easy  proce- 
dure.    Three  ligatures  on  either  side  will  prove  sufficient  to  secure 
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the  uterine  attachments.  The  two  upper  ones  will  include  tubes 
and  ovaries;  the  two  in  the  centre,  the  rest  of  the  broad  ligaments  ; 
the  lower  pair  will  comprise  the  domain  of  the  uterine  arteries.  The 
ligatures  must  be  applied  as  far  away  from  the  uterus  as  possible. 
Before  the  included  tissues  are  severed,  a  haemostatic  forceps  is  tem- 
porarily applied  to  the  uterine  end,  in  order  to  prevent  venous  reflux 
from  the  uterus  and  tumor. 

The  ligatures  having  all  been  applied,  the  tumor  is  tilted  over 
toward  the  symphysis,  and  an  incision  into  the  vagina  is  made 
posteriorly. 

In  some  instances  an  assistant's  finger  in  the  vagina,  or  the  use 
of  Eastman's  staff,  may  be  of  advantage  in  determining  the  proper 
place  where  to  make  the  incision.  In  most  cases,  however,  the 
tilting  over  of  the  uterus  will  cause  the  cervix  to  protrude  in  Doug- 
las' pouch,  and  in  that  way  clearly  indicate  where  the  incision  has 
to  be  made.  As  soon  as  the  vagina  is  opened,  it  is  easy  to  slip  the 
index  finger  into  it  and  use  it  as  a  guide,  while  the  bladder  is  sep- 
arated from  the  uterus  anteriorly.  If  the  uterine  arteries  have  been 
well  included  in  the  lower  pair  of  ligatures,  no  haemorrhage  can 
result  when  the  anterior  and  posterior  incisions  are  connected,  and 
thereby  the  extirpation  is  completed.  Sometimes,  however,  it  is 
necessary  to  apply  one  or  two  ligatures,  in  order  to  arrest  slight 
haemorrhage  from  small  branches  of  the  vesical  and  haemorrhoidal 
arteries,  which  are  often  severed  in  front  or  behind. 

As  the  ureters  can  easily  be  seen  in  Trendelenburg's  posture,  in- 
jury to  them  can  easily  be  guarded  against.  Also,  if  the  ligatures 
are  applied  properly,  the  operation  can  be  accomplished  with 
scarcely  a  drop  of  blood  lost.  The  three  ligatures  on  either  side, 
which  have  been  left  long,  are  now  twisted  into  a  cable  and  car- 
ried out  through  the  vaginal  opening  by  means  of  a  dressing-for- 
ceps. A  gentle  pull  from  below  will  then  invert  the  stumps  suffi- 
ciently into  the  vagina  to  keep  their  raw  surfaces  effectively  away 
from  the  intestines.  The  bottom  of  the  pelvis  is  now  packed  with 
from  two  to  four  strips  of  iodoform  gauze  in  such  a  way  as  to  have 
the  distal  end  of  the  gauze  protrude  into  the  vagina,  from  where  it 
will  afterward  have  to  be  removed.  In  this  way,  the  dressing  as 
employed  in  vaginal  hysterectomy  is  imitated  as  closely  as  possible. 

Having  described  the  technique  in  simple  cases,  it  remains  to 
advance  the  steps  which  become  necessary  if  complications  are 
present. 

It  goes  without  saying,  that  inflammatory  adhesions  with  omen- 
tum, intestines,  or  parietes,  have  to  be  disposed  of  in  the  routine 
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way.  The  main  difficulty,  however,  arises  when  the  tumor  or  some 
nodules  of  it  have  unfolded  the  broad  ligaments  and  in  growing 
have  pushed  up  the  serous  covering.  Then  the  seroso  must  be  in- 
cised and  the  intra-ligamentous  part  of  the  tumor  shelled  out — a 
procedure  which  is  sometimes  very  simple  but  in  other  instances 
constitutes  a  most  delicate  operation,  requiring  the  highest  skill  on 
the  part  of  the  operator. 

Naturally  a  more  or  less  large  raw  surface  is  thus  created  within 
the  pelvic  cavity;  and  it  is  a  most  important  question  for  the  patient's 
safety,  that  it  should  be  cared  for  in  the  proper  manner.  The  best 
principle  is,  to  shut  those  raw  surfaces  off  from  the  general  peritoneal 
cavity,  thus  preventing  adhesions  and  possible  intestinal  occlusion. 
Perfect  drainage  is  also  a  prime  factor  in  the  smooth  recovery  of 
those  cases;  and,  as  already  mentioned,  I  do  not  know  of  any  safer 
or  more  natural  method  than  using  the  original  outlet  for  that  pur- 
pose, provided  that  the  proper  precautions  have  been  taken. 

Entirely  dispensing  with  the  useless  and  harmful  flooding  of  the 
abdominal  cavity  with  hot  water,  also  with  the  drainage  tube,  the 
abdominal  incision  is  closed  up  and  the  patient  put  back  to  bed. 
As  soon  as  she  has  recovered  from  the  anaesthetic,  the  upper  por- 
tion of  her  body  is  raised  up  gradually  until  she  is  in  a  half-sitting 
position.  This  is  done  in  order  to  facilitate  the  drainage — the  vagina 
for  the  lowest  point  of  the  body.  On  the  following  day  salines  are 
freely  given,  and  if  this  is  not  followed  by  prompt  evacuation  of  the 
bowels,  a  high  enema  is  administered  and  the  bowels  caused  to 
move  daily. 

The  iodoform  gauze  dressing  is  allowed  to  remain  until  the  eighth 
day  after  the  operation,  when,  on  removal,  the  peritoneal  cavity  is 
found  closed  by  healthy  granulations.  Careful  irrigation  of  the 
wound  with  a  warm  Thiersch's  solution  is  then  practiced,  and  the 
vagina  again  packed  with  gauze.  On  the  tenth  day,  as  a  rule,  the 
abdominal  sutures  are  removed.  Two  weeks  after  the  operation 
the  vaginal  dressing  is  changed  for  the  second  time;  when,  on  a 
slight  pull,  the  ligatures,  or  at  least  most  of  them,  will  come  away 
with  the  stump.  Usually  no  further  dressing  is  then  required  ;  a 
touch  of  some  mild  germicide  given  twice  a  day  being  sufficient  to 
keep  the  small  granulating  surface  clean.  All  my  patients  were  al- 
lowed to  get  up  during  the  third  week,  and  left  the  hospital  soon 
afterward. 

Case, No.  I. — Mrs.  C,  a  native  or  England,  set  39,  nullipara. 
Menstrual  history  normal  until  some  months  ago,  when  it  became 
extremely  painful,  prolonged  in  duration,  and  quite  strong.    As  long 
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as  seven  or  eight  years  ago,  she  had  noticed  a  hard  lump  over  the 
left  side  of  the  abdomen,  which,  however,  did  not  cause  her  any 
trouble,  and  remained  stationary.  About  six  months  ago,  without 
any  apparent  cause,  this  swelling  commenced  to  rapidly  increase  in 
size,  and  soon  prevented  her  from  earning  a  living  or  doing  even 
slight  work.  She  therefore  was  forced  to  seek  relief.  After  her  ad- 
mittance to  the  German  Hospital,  a  fibroid  tumor  of  the  uterus  filling 
the  pelvis  and  extending  upward  above  the  umbilicus  was  made 
out.  In  view  of  the  rapid  growth  of  the  tumor,  the  serious  nature 
of  the  symptoms  it  produced,  and  furthermore,  of  the  fact  that  the 
patient's  general  health  had  already  commenced  to  be  impaired, 
surgical  interference,  without  delay,  was  advocated  and  met  with 
the  patient's  cheerful  consent.  The  operation  lasted  fifty  minutes 
and  did  not  offer  any  particular  difficulties.  Recovery  was  afebrile 
and  uneventful  but  for  a  slight  cystitis  which  occurred.  Patient  lett 
the  German  Hospital  three  weeks  after  the  operation,  in  good  stand- 
ing- 

Case  Xo.  II. — Miss  P..  xt.  39.  normal  menstrual  history  until 
about  three  years  ago  :  since  then  profuse  menorrhagia,  usually 
lasting  ten  days  and  greatly  weakening  the  patient.  Has  noticed  a 
swelling  in  her  abdomen,  steadily  increasing  in  size  for  the  last  two 
years.  Dr.  Robert  A.  Murray  diagnosed  fibro-myoma,  and  treated 
her  with  the  galvanic  current  for  some  time.  Finding,  how- 
ever, that  the  patient  was  not  benefited  at  all  that  way  but 
constantly  grew  weaker,  he  kindly  referred  her  to  me  for  the  radical 
operation.  I  found  a  pale,  essanguinated  patient,  with  a  rather 
weak  action  of  the  heart.  The  tumor  reached  to  the  umbilicus,  and 
was  almost  round  in  shape.  The  tumor  not  having  unfolded  any 
part  of  the  broad  ligaments,  the  operation  was  very  easy  and  was 
completed  in  less  than  half  an  hour,  the  patient  not  losing  more 
than  a  teaspoonful  of  blood.  Unfortunately,  this  patient  died  on  the 
ninth  day  after  the  operation.  But  the  fatal  result  can  in  no  way 
reflect  on  the  method  of  operation,  and  was  due  to  an  accident 
which  could  have  easily  been  prevented,  and  for  which  I  am  respon- 
sible and  not  the  method.  In  order  to  save  the  patient  every  pos- 
sible drop  of  blood,  I  had  ligated  several  small  vessels  while  cutting 
through  the  abdominal  walls  ;  the  catgut  employed  for  these  liga- 
tures had  not  been  properly  prepared  by  the  person  intrusted  with 
it.  as  was  found  out  unfortunately  too  late,  and  caused  a  deeply- 
seated  mural  abscess.  This  was  opened  and  freely  drained  as  soon 
as  detected.  Still  the  weakened  heart-muscle  could  not  withstand 
the  increased  demands  made  upon  it  by  the  elevation  of  tempera- 
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ture  caused  by  the  infectious  process  in  the  abdominal' parietes. 
The  patient  died,  in  spite  of  the  most  vigorous  efforts  to  stimulate 
her  heart.  Her  bowels  had  moved  on  the  day  following  the  opera- 
tion and  each  succeeding  day  ;  at  no  time  had  there  been  tympani- 
tes nor  vomiting,  therefore  all  intra-peritoneal  trouble  had  been  ex- 
cluded. The  autopsy  proved  this  to  be  true;  the  stumps  were  in  a 
perfectly  healthy  condition,  the  vaginal  opening  was  closed  by  nor- 
mal granulations,  the  entire  peritoneal  cavity  was  in  an  absolutely 
healthy  condition.  Examination  of  the  heart  revealed  a  marked 
fatty  degeneration  ;  the  abscess  cavity  in  the  abdominal  wall  showed 
no  pockets  nor  any  retention  of  septic  secretion,  still  it  was  lined 
with  a  dirty  grayish  coating. 

Case  III. — Mrs.  M.,  aet.  43,  native  of  Germany,  had  four  chil- 
dren, the  last  one  eight  years  ago.  Has  been  in  fairly  good  health 
until  four  years  ago,  when  she  commenced  to  experience  severe 
pains  before  and  during  her  menstrual  epoch.  Lately  the  pains 
have  become  excruciating,  and  continue  during  the  intervening 
time,  so  as  to  prevent  her  from  doing  any  kind  of  work.  Painful 
micturition  and  defalcation  made  life  a  burden  to  her.  After  her 
admittance  to  the  German  Hospital,  a  fibrous  tumor,  springing  di- 
rectly from  the  cervix  and  the  lower  part  of  the  abdominal  cavity, 
was  made  out.  This  tumor  was  absolutely  immovable.  The  pa- 
tient having  been  made  acquainted  with  her  condition  and  the 
chances  she  was  going  to  take  insisted  upon  having  a  radical  oper- 
ation performed.  Before  the  operation,  I  remarked  to  the  gentle- 
men present  that  I  considered  this  a  most  severe  test  for  the  method 
and  that  if  I  succeeded  in  carrying  out  the  technique  in  this  case,  I 
would  feel  sure  that  it  could  be  done  in  every  other  instance.  The 
tirst  part  of  the  operation,  viz.,  tying  off  the  upper  portion  of  the 
uterine  attachments,  was  quite  easy.  The  second  part,  viz.,  the 
shelling  out  of  the  lower  section  of  the  tumor  from  the  broad  liga- 
ments which  it  had  unfolded  on  both  sides,  was  extremely  difficult. 
Still,  thanks  to  Trendelenburg's  posture,  I  succeeded  in  ligating 
both  uterine  arteries,  and  reached  the  vaginal  junction  without  any 
serious  haemorrhage.  After  opening  the  vagina  posteriorly,  the 
operation  was  finished  in  the  usual  way.  It  lasted  one  hour  and 
twenty  minutes.  Patient  made  uninterrupted  recovery,  and  left  the 
hospital  four  weeks  afterward  relieved  of  all  her  former  symptoms. 

Case  IV. — Miss  X.  II.,  a  native  of  Germany,  aet  40,  was  sent 
to  me  by  Dr.  L  Weber,  with  the  diagnosis  of  a  fibroid  tumor  of  the 
uterus.  She  gave  a  normal  menstrual  history  until  three  months 
ago.    Since  that  time  she  had  been  flowing  incessantly,  while  she 
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noticed  a  steady  increase  of  the  size  of  her  abdomen.  The  constant 
pain  and  frequent  micturition  also  contributed  a  great  deal  toward 
her  discomfort,  and  as  various  means  to  stop  the  alarming  haemor- 
rhage had  been  vainly  tried  before,  surgical  interference  was  clearly 
indicated,  to  which  the  patient  readily  gave  her  consent.  The 
operation  was  done  without  encountering  any  great  difficulties.1 
Recovery  was  perfectly  smooth.  The  patient  is  now  in  perfect  health 
and  free  from  all  former  complaints. 

Case  V. — Mrs.  F. ,  a  native  of  England,  aet.  50,  had  one  child 
thirty  years  ago.  Cessation  of  menses  at  45;  during  the  last  few 
years  irregular  uterine  haemorrhages,  which,  however,  were  ascribed 
to  the  climacteric  changes,  until  patient  noticed  a  decided  swelling 
in  'the  hypogastric  region.  Frequent  and  painful  micturition,  rapid 
failing  and  general  health,  loss  of  weight.  She  applied  for  relief  to 
the  German  Dispensary.  As  surgical  interference  was  deemed 
necessary,  she  was  sent  to  the  German  Hospital,  where  the  operation 
was  performed  by  me.  The  operation  was  easy,  lasted  forty  min- 
utes, and  was  followed  by  an  uninterrupted  recovery.  Patient  re- 
lieved of  all  former  symptoms. 

Case  VI. — Miss  V.  I.  O. ,  a  native  of  Germany,  a*t.  36,  came 
under  my  care  after  having  been  under  treatment  by  several  col- 
leagues. She  was  suffering  from  Pott's  kyphosis  to  a  marked  de- 
gree, was  very  pale  and  anaemic.  Meno-  and  metrorrhagia  had 
greatly  reduced  her  during  the  last  few  years.  Three  years  ago  she 
first  noticed  an  abdominal  swelling,  which  has  steadily  grown  until 
it  reached  the  ensiform  process.  Patient  had  been  told  by  some 
well-known  gentlemen  of  this  city  that  the  fibrous  tumor  could  not 
be  successfully  removed,  and  that  she  therefore  should  put  up  with 
her  discomfiture. 

The  patient's  poor  general  condition  gave  rise  to  great  doubt 
whether  she  could  stand  the  operation.  Still  she  certainly  could 
not  go  on  that  way  much  longer.  So  I  decided  to  operate.  I  had 
no  reason  to  regret  it,  as  her  recovery  was  perfectly  normal  without 
an  untoward  symptom. 

To  give  a  brief  summary  of  this  report,  we  find:  Six  cases  oper- 
ated during  the  last  eighteen  months.  The  comparatively  small 
number  of  cases  is  due  to  the  fact,  that  the  large  majority  of  fibroids 
coming  under  my  care  did  not  require  radical  treatment.  The 
indications  in  six  cases  were  rapid  growth,  pressure  symptoms,  and 


1  Although  one  nodule  of  the  tumor  was  intraligamentous  and  had  to  be 
shelled  out, 
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haemorrhage.  Of  the  six  cases,  one  died  in  consequence  of  an 
avoidable  accident,  for  which  the  method  cannot  be  blamed.  The 
other  five,  although  some  of  these  were  of  a  very  difficult  type, 
made  perfect  recoveries,  the  temperature  remaining  practically  nor- 
mal during  the  entire  convalescence.  They  have  been  relieved 
of  all  their  former  symptoms. 

In  the  present  era  of  large  tabulated  statistics  my  report  appears 
small  and  will  not  perhaps  command  much  weight  in  judging  the 
comparative  value  of  the  methods.  But  this  report  has- at  least  one 
point  in  its  favor,  it  is  absolutely  true. 

It  now  remains  to  point  out  why  the  method  of  total  extirpation 
is  preferable  to  any  one  which  involves  the  leaving  of  a  stump.  No 
matter  whether  it  be  treated  extra-  or  intra-peritoneally,  or  whether 
it  be  disposed  of  in  the  way  described  and  practiced  by  Dr.  Goff, 
of  this  city,  or  Dr.  Byford,  of  Chicago.  It  naturally  is  well-nigh 
impossible  to  treat  this  question  exhaustively,  and  I  shall  try  to 
be  concise  and  only  mention  the  most  important  features. 

The  short-comings  of  the  intra-peri'toneal  treatment,  which  is 
conceded  even  by  the  adherents  of  the  extra-peritoneal  one  to  be 
the  more  ideal,  although  the  less  safe  method,  are  briefly  told  :  the 
nature  of  the  uterine  tissues  forming  the  stump  is  quite  different 
from  those  met  with  in  ovariotomy.  Owing  to  their  liability  to 
shrink  soon  after  the  operation,  no  matter  how  tight  the  ligatures 
have  been  applied,  they  may  become  relaxed  and  give  rise  to 
secondary  haemorrhage,  which  invariably  will  prove  fatal. 

The  extra-peritoneal  treatment  offers  greater  assurance  against 
haemorrhage,  but  a  fleshy  stump,  destined  to  slough  away  in  close 
proximity  to  the  peritoneal  cavity,  is  fraught  with  great  danger  of 
peritonitis  and  septicaemia.  Although  this  can  in  a  measure  be  pre- 
vented by  careful  disinfection  and  cleanliness,  still  the  tables  com- 
piled by  Wehmer  in  the  Zetischrift f.  Gyiuckologic  show  a  mortality 
of  24  per  cent,  in  262  operations  performed  by  nine  eminent  sur- 
geons. 

Another  objection  is  the  tedious  convalescence  of  the  patients, 
as  the  sloughing  stump  will  require  about  three  weeks  before  the 
ligature  can  be  safely  removed  and  the  wound  allowed  to  slowly 
heal  up  by  granulation. 

Persistent  vagino-abdominal  fistula,  or  ventral  hernia,  are  also 
more  or  less  frequent  sequelae  of  this  method,  requiring  secondary 
operations  and  unduly  delaying  the  patient's  ultimate  recovery. 
The  fixation  of  the  uterine  cervix  in  such  an  unnatural  position  as 
in  the  lower  angle  of  the  abdominal  incision  gives  also  rise  to  ex- 
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cruciating  pains,  as  well  as  to  severe  and  often  permanent  bladder 
symptoms. 

Recognizing  these  drawbacks  to  the  existing  methods,  Drs.  Goffe 
and  Byford  have  made  steps  in  the  right  direction.  Still  the  objec- 
tion of  having  necrotic  tissue  in  the  immediate  proximity  to  the  peri- 
toneal cavity  holds  good  against  their  respective  procedures.  They 
also  lack  the  advantage  of  vaginal  drainage,  which  is  a  most  im- 
portant factor. 

Since  all  authors  concur  in  the  unanimous  opinion  that,  with 
rare  exceptions,  all  dangers  after  laparatomy  for  fibroids  arise  from 
the  stump,  the  complete  extirpation,  that  is  removing  the  objection- 
able stump,  must  be  considered  the  most  rational  and  safest  method, 
provided  it  can  be  proven  that  it  does  not  engender  other  dangers 
which  might  be  equally  objectionable.  Quoting  from  Dr.  Thomas' 
treatises  on  diseases  of  women  as  revised  by  Dr.  Munde,  I  find  the 
following  : 

"This  complete  extirpation  of  the  uterus — body  and  cervix  and 
all — at  one  sitting  is  of  course  the  ideal  method,  but  it  is  technically 
more  difficult  and  therefore  more  serious  to  the  patient." 

If  technical  difficulty  is  the  only  objection  to  this  method,  it 
ought  to  be  universally  adopted  at  once.  If  one  avails  himself  of  the 
advantages  of  Trendelenburg's  posture,  the  main  difficulty  in  hyster- 
ectomy, viz.,  the  severing  of  the  lower  third  of  the  uterine  attach- 
ments is  easily  overcome.  As  to  the  time  consumed  in  the  operation, 
it  requires  much  less  time  to  extirpate  the  entire  uterus,  cervix  in- 
cluded, than  to  leave  a  stump  and  properly  care  for  it  according  to 
the  intra-  extra-  or  any  kind  of  method. 

In  concluding,  I  will  only  a^ld  that  the  after-treatment  is  infi- 
nitely more  simple  and  less  painful  and  disagreeable  to  the  patient 
than  any  other  method.  The  average  time  of  convalescence  is 
also  brought  to  the  shortest  possible  limit. 
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TREATMENT  OF  INCOMPLETE  ABORTION  AT  THE 
ROOSEVELT  HOSPITAL.1 

By  Hersey  Goodwin  Locke, 

Chief  of  Clinical  Department  of  Gynaecology.  Vaiulerhilt  Clinic,  College  of  Physicians  and  Surgeons, 

New  York. 

Of  the  treatment  of  abortion,  the  literature  is  so  voluminous  and 
the  diverse  opinions  so  many,  that  the  time  at  my  disposal  renders 
more  than  a  superficial  glance  at  the  subject  impossible. 

Every  year  brings  to  us  another  paper  and  another  proposition, 
until  at  last  it  would  seem  that  we  must  be  in  somewhat  of  a  quan- 
dary as  to  what  we  ought  to  do  and  what  we  can  do. 

These  differences  of  opinion  and  the  varied  methods  and  pro- 
cedures advised  for  the  treatment  of  incomplete  abortion,  have  led 
me  to  suppose  that  a  description  of  the  treatment  so  far  successfully 
executed  in  one  of  our  leading  hospitals  would  be  acceptable,  and 
the  value  of  this  treatment  would  seem  greater,  when  we  bear  in 
mind  that  from  the  nature  of  the  cases  coming  to  us,  we  are,  to  a 
certain  extent,  handicapped  from  the  start,  and  that,  therefore,  our 
good  results  are  the  more  encouraging. 

The  class  of  patients  treated  in  a  hospital  differs  greatly,  as  a 
rule,  from  those  met  with  in  private  practice.  The  previous  sur- 
roundings are  unsanitary, they  are  personally  dirty, and  such  care  as 
they  may  have  received  has  been  more  constantly  the  source  of  in- 
fection than  of  assistance.  Again,  they  are  only  too  frequently  the 
result  of  criminal  procedure,  and  must,  therefore,  be  regarded  as  in- 
fected from  the  start. 

Statistics,  then,  and  opinions  based  upon  the  treatment  of  cases 
met  with  in  private  practice,  cannot  rightly  be  considered  with  those 
obtained  and  formed  in  the  hospital,  but  the  procedures  here  adopted 
and  given  successful  results  in  the  face  of  disadvantages  prior  to 
entrance,  are  essentially  practicable  in  private  practice,  as  personal 
experience  has  shown. 

The  gynaecological  and  obstetrical  world  is  at  present  divided  by 
fairly  well  marked  lines  into  two  great  parties,  which  I  may  call  the 
expectant  and  the  active.  In  the  former,  we  find  Tarnier  and  Budin; 
in  the  latter,  Klein wachter,  Schroeder  and  Braun. 

The  expectant  treatment  pre-supposes  the  absence  of  infection 
and  demands  that  an  aseptic  condition  of  the  parts  be  maintained 

1  Read  before  the  Obstetric  Section  of  the  N.  V.  Academy  of  Medicine, 
Nov.  18,  1891. 
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for  a  considerable  period,  during  which  the  uterus  is  in  a  most  sus- 
ceptible condition.  This  immunity  we  cannot  guarantee  unless  we 
can  put  the  uterus  in  such  a  condition  as  to  resist  the  entrance  of 
infection.  Another  factor  especially  applicable  to  hospital  patients 
is  that,  most  of  the  women  being  poor,  time  is  lost;  they  must  get 
back  to  their  work  and  not  wait  for  the  spontaneous  expulsion  of 
the  membranes.  Further,  it  is  more  than  an  open  question,  that 
spontaneous  expulsion  will  clear  the  uterus,  and  that  portions  of  the 
decidua  not  only  do  remain  but  are  invariably  retained. 

In  view  of  these  considerations  and  the  lack  of  accurate  data,  it 
becomes  positively  necessary,  in  the  presence  of  pain,  haemorrhage, 
discharge,  and  dilatation,  to  clear  up  the  history  of  the  case  by 
measures  which,  though  active  under  the  conditions  in  which  they 
are  adopted,  are  innocuous. 

It  is  evident,  then,  that  the  expectant  treatment  can  meet  with 
no  favor,  and  it  is  the  custom  to  empty  the  uterus  at  one  sitting. 
The  only  question  arising  is  whether  or  not  the  abortion  is  prevent- 
able. To  aid  us  in  this  decision,  we  have  the  history  of  the  case, 
such  as  it  may  be,  haemorrhage,  persistent  and  profuse  pain,  dis- 
charge, its  character  especially  fcetor,  and,  finally,  dilatation  of  the 
cervix.  Not  constant  but  almost  conclusive  evidence  of  the  end  of 
gestation,  if  present. 

If  the  abortion  is  not  preventable,  instrumental  interference  is  at 
once  begun,-  and  all  cases  unpreventable  or  incomplete  are  treated 
in  the  same  manner. 

Practically,  then,  incomplete  abortion  is  here  assumed  to  mean 
that  the  foetus  and  adnexa  are  retained,  or  that  some  portion  of  the 
ovum  still  remains  in  the  uterine  cavity. 

We  may  now  pass  directly  to  the  description  of  the  operation. 

Active  Treatment. — It  is  the  rule  to  operate  as  soon  after  the  ad- 
mission of  the  patient  as  possible.  Her  soiled  clothes  are  removed, 
and  she  is  put  to  bed.  If  haemorrhage  is  not  too  profuse  and  her 
general  condition  will  permit,  she  is  given  a  thorough  bath,  and  the 
external  genitals  are  carefully  cleansed  and  disinfected.  A  specimen 
of  urine  is  obtained  and  tested,  and  the  condition  of  the  heart  deter- 
mined. 

A  preliminary  examination  is  then  made  in  order  to  establish  the 
period  of  gestation,  so  far  as  is  possible,  the  dilatation  of  the  cervix, 
if  any,  the  amount  of  haemorrhage,  and  the  degree  of  completeness 
of  the  abortion.  Let  me  say  before  proceeding  further,  that  the 
abortion  is  never  regarded  as  complete,  nothing  is  taken  for  granted. 
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Patients  are  sometimes  sent  into  the  hospital  with  the  statement 
from  their  physicians  that  the  uterine  cavity  has  been  emptied.  In 
one  such  case  a  three  months'  foetus  and  placenta  was  removed. 

The  patient  is  then  transferred  directly  to  the  operating  table, 
where  she  is  anaesthetized. 

In  the  meantime,  the  operator  and  his  assistants  cleanse  their 
hands  and  arms  with  the  same  care  as  for  a  laparotomy.  First, 
thorough  scrubbing  with  a  stiff  brush  and  soft  soap;  second,  they 
are  soaked  in  a  95  per  cent,  alcohol;  and,  finally,  immersed  in  bi- 
chloride solution  1:1000. 

To  the  cleansing  of  the  patient's  genitals  scrupulous  care  is 
given  ;  as  it  is  believed  to  be  practically  impossible  to  disinfect  the 
hair  the  vulva  is  shaved,  scrubbed  with  soft  soap,  and  washed  with 
bichloride  solution  1:1000. 

Patient  is  placed  in  the  lithotomy  position,  the  legs  being  elevated 
by  means  of  the  Clover  crutch.  The  entire  field  of  operation,  also 
the  legs  and  feet,  covered  with  towels  rung  out  in  bichloride  solu- 
tion. 

This  done,  a  careful  bi-manual  examination  is  made,  that  no  in- 
flammatory condition  of  the  uterus  or  adnexa  may  remain  undis- 
covered, as  the  existence  of  acute  or  sub-acute  disease  might  modify 
to  a  certain  extent  the  vigor  of  the  treatment  and  seriously  compli- 
cate the  subsequent  condition  of  the  patient. 

Contrary  to  the  general  teaching  in  English  text-books  and  in 
the  many  papers  upon  this  subject,  the  patient  is  placed  in  the  dor- 
sal position.  I  cannot  lay  too  great  stress  upon  this  point.  In  no 
other  position  do  we  have  the  complete  control  over  the  uterus  nec- 
essary for  the  manipulations  to  follow.  It  gives  to  the  nurse  a 
free  hand,  and  allows  the  operator  or  assistant  to  grasp  the  uterus 
through  the  abdominal  wall,  exerting  counter-pressure  and  control- 
ling the  movements  of  the  other  hand. 

With  the  Simon's  speculum,  with  the  short  "butterfly"  blade 
held  by  the  right  hand  of  the  nurse  who  stands  at  the  left  of  the 
operator,  the  perinaeum  is  retracted. 

The  vagina  cervix  and  fornices  are  thoroughly  scrubbed  with 
soft  soap  and  then  douched  with  bichloride  solution,  1:1000.  It 
lias  been  asked  if  this  use  of  soft  soap  does  not  irritate;  experience 
shows  that  it  does  not. 

Cnder  constant  irrigation,  the  cervical  canal  is  cleared  of  mucus 
and  with  most  scrupulous  care  is  absolutely  disinfected.  At  this 
point,  it  is  believed  that,  in  the  majority  of  cases,  the  most  danger- 
ous source  of  infection  lies,  and  until  it  lias  been  thoroughly  cleared 
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and  scrubbed,nothing — neither  instrument  nor  finger — is  passed  into 
the  uterine  cavity. 

From  the  description  of  these  preliminary  steps,  it  will  be  ob- 
vious that  the  use  of  tents,  should  further  dilatation  of  the  cervix  be 
deemed  necessary,  is  impossible.  In  no  case  of  abortion  has  a  tent 
been'  used.  The  methods  of  rapid  dilatation  with  metal  dilators 
have  been  found  so  satisfactory,  speedy,  and  free  from  danger,  that 
the  slower  stretching,  even  with  the  comparatively  safe  tupelo  tent, 
have  been  discarded,  since  they  lack  the  essential  requirements  of 
rapidity  and  asepsis. 

[f  the  dilatation  of  the  cervix  is  sufficiently  complete  to  admit 
the  introduction  of  one  finger  into  the  uterine  cavity,  the  removal  of 
its  contents  is  immediately  begun.  If  the  dilatation  is  not  complete, 
it  is  accomplished  by  the  use  of  metal  dilators,  preferably  of  the 
Goodell-Ellenger  type.  The  Allen  surgical  pump  is  another  instru- 
ment which  can  be  used  to  advantage:  the  pressure  being  hydro- 
static and.  therefore,  equal  in  all  directions,  there  is  less  danger  of 
laceration,  a  point  of  considerable  importance  in  septic  cases  in 
which  the  tissues  are  soft  and  friable.  The  two  principal  objections 
to  the  use  of  the  pump  are:  first,  owing  to  its  mechanical  contrac- 
tion, almost  all  sense  of  resistance  is  lost;  second,  its  liability  to 
"bulge"  in  that  portion  of  the  bag  lying  above  the  internal  os,  and 
therefore  an  excess  of  pressure  in  the  uterine  cavity,  where  it  is  not 
needed. 

Practically,  the  dilatation  has  not  been  so  satisfactory  as  that 
obtained  by  the  use  of  the  metal  dilators. 

Before  the  introduction  of  the  dilator,  the  anterior  lip  of  the  cer- 
vix is  grasped  by  two  bullet  forceps  which  are  handed  to  the  nurse, 
who,  taking  them  in  the  left  hand,  exerts  constant  traction  down- 
ward, clearing  the  process  of  dilatation. 

In  using  the  metal  dilators  pressure  is  intermittent  and  not 
steadily  increased  without  relaxation.  In  the  one  case — a  septic 
one — in  which  a  tear  has  occurred,  it  was  noticed  that  just  prior  to 
the  giving  way  of  the  tissues  a  cracking  sound  much  like  that  pro- 
duced by  the  compression  of  new  leather  was  heard.  Since  then 
this  has  been  carefully  listened  for,  and  on  its  slightest  occurrence, 
pressure  is  immediately  relaxed.  It  is  well  to  state  that  this  sound 
is  not  constant,  but  its  presence  is  a  note  of  warning. 

Throughout  the  dilatation  a  precaution  is  taken,  which,  so  far  as 
I  can  learn,  has  never  been  touched  upon,  and  which,  by  us,  is  re- 
garded as  one  of  extreme  assistance  and  importance.  Directly  upon 
the  introduction  of  the  instrument,  the  hand,  left  of  the  operator  or 
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his  assistant,  grasps  the  uterus  through  the  abdominal  wall,  and 
exerts  gentle  but  steady  counter-pressure. 

This  movement  prevents  the  uterus  from  slipping  off  the  dilator 
and  thus  causing  more  or  less  laceration  of  the  cervix.  It  gives  to 
the  operator  a  more  definite  idea  of  the  thickness  of  the  uterine  wall 
— its  elasticity — and  warns  him  early  of  impending  perforation. 

Thus,  there  is  obtained  a  sense  of  security  which  can  in  no  way 
be  gained  by  the  simple  traction  of  the  bullet-forceps,  especially  if 
the  patient  is  in  the  lateral  position. 

The  stretching  is  continued  until  the  passage  of  the  index  finger 
through  the  internal  os  is  possible  or  nearly  possible.  When  nearly 
possible,  the  finger  itself  is  passed  into  the  cervical  canal,  while  the 
left  hand  grasps  the  body  of  the  uterus,  and  with  a  gentle  boring 
motion  the  dilatation  is  completed. 

The  finger  having  dilated  and  passed  the  internal  os,  a  rapid  exam- 
ination of  the  cavity  is  made  and  the  character  of  its  contents  noted. 

This  last  step  does  not  always  precede  the  one  next  in  order,  es- 
pecially in  cases  occurring  at  an  early  period  of  gestation. 

A  lion-jawed  or  curetting  forceps  is  now  passed  into  the  cavity, 
and  all  free  portions  of  the  ovum  and  those  portions  which  still  re- 
main adherent  are  freely  and  easily  removed.  In  the  treatment  of 
incomplete  abortion  these  forceps  have  proved  of  incalculable  value, 
and  no  accident  or  complication  whatever  has  resulted  from  their 
use.  Masses  too  large  to  be  handled  with  the  curette,  and  which 
can  be  extracted  only  with  great  difficulty  by  the  finger,  for  the 
reason  that  the  finger  itself  plugs  the  cervical  canal,  can  be  removed 
with  ease  and  rapidity  with  the  forceps  and  with  little  or  no  danger 
to  the  uterus. 

Again,  the  hand  is  placed  on  the  uterus,  fixing  it,  giving  to  the 
operator  a  distinct  appreciation  of  the  thickness  and  consistency  of 
the  walls,  guarding  against  perforation  and  too  powerful  traction. 

With  this  instrument  all  of  the  walls  of  the  cavity  are  thoroughly 
gone  over,  snipping  away  all  fragments  and  clearing  all  protuberant 
portions  down  to  the  level  of  the  mucosa. 

These  fragments  are  so  firmly  attached  and  of  such  consistency 
and  contour,  that  the  curette  fails  to  discover  or  detach  them.  This 
instrument  is  sufficiently  powerful  to  crush  and  withdraw  a  foetus  of 
the  third  or  fourth  month,  as  has  been  frequently  demonstrated. 
Small  particles  free  in  the  cavity  are  gathered  in  and  caught  between 
the  blades  and  brought  aw  ay.  The  curve  and  shape  of  the  handle 
are  such,  and  the  arrangement  of  the  lock  such,  that  it  can  be  easily 
manipulated  and  passed  all  over  the  fundus  and  into  the  cornua. 
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The  larger  portions  of  the  ovum  having  thus  been  removed, 
there  remain  yet  shreds,  small  fragments,  and  still  adherent  par- 
ticles, of  the  decidua.  For  their  removal,  the  entire  cavity  is  care- 
fully curetted  with  the  dull  wire  loop  or  the  Martin  curette. 

The  greatest  care  and  attention  is  given  to  the  clearing  of  the 
cornua,  as  experience  has  shown  that  here  we  frequently  have  large, 
dense,  and  firmly  adherent,  fragments  of  placenta  or  thickened  de- 
cidua. These  fragments  are  often  so  rirm  and  smooth,  and  the 
curette  glides  so  easily  upon  them  from  the  uterine  wall,  that  their 
detection  and  removal  is  probably  the  most  difficult  step  in  the  op- 
eration and  the.  point  where  the  inexperienced  will  fail. 

We  cannot  be  absolutely  sure  either  of  our  antisepsis  or  asepsis, 
and  these  remnants  lying  as  they  do  at  the  entrance  to  the  tubes 
are  in  a  position,  should  they  break  down  from  sepsis,  to  set  on 
foot  an  inflammatory  condition,  the  results  of  which  we  see  too  fre- 
quently in  our  abdominal  operations. 

These  must  be  removed  and  the  curette  will  not  tell  us  to  a  cer- 
tainty when  the  cavity  of  the  uterus  is  empty. 

When  doubt  exists  the  ringer  is  again  introduced,  the  endome- 
trium thoroughly  explored,  and  any  remaining  shreds  and  fragments 
removed. 

The  cavity  is  next  washed  with  a  solution  of  bichloride  of  mer- 
cury, 1:5000,  by  means  of  the  Bozeman  double  current  catheter, 
the  water  at  a  temperature  of  1 1 2 °.  This  will,  in  the  majority  of 
cases,  bring  about  an  active  contraction  of  the  uterus  and  cessation 
of  haemorrhage.  Should  relaxation  and  bleeding  still  persist,  there 
is  added  to  the  solution  enough  Churchill's  tincture  of  iodine  or 
tincture  of  iodine  comp.  to  give  it  a  deep  sherry  color. 

During  irrigation  it  is  advisable  to  remove  the  catheter  from  time 
to  time  as  small  fragments  and  shreds  are  sometimes  caught  in 
the  fenestra  of  the  out-flow  tube;  these  must  be  removed. 

Having  finished  the  washing  out  and  after  drying  the  vagina,  a 
cotton  applicator  saturated  with  iodized  phenol  is  passed  into  the 
uterine  cavity. 

In  a  certain  number  of  cases,  notably  those  in  which  the  septic 
condition  is  more  or  less  well  marked  and  in  which  abortion  has 
occurred  at  an  advanced  period  of  gestation,  uterine  contraction  is 
distinctly  deficient  or  wholly  absent,  in  spite  of  the  use  of  hot  irriga- 
tion, iodine,  etc. 

In  these  cases  of  atony,  we  have  one  further  means  of  control- 
ling haemorrhage  and  inducing  not  only  contraction,  but  what  is  of 
far  greater  importance,  retraction  ;  a  method  which  of  late  has  re- 
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ceived  considerable  attention  and  which  up  to  the  present  time  has 
given  excellent  results,  the  intra-uterine  tamponade.  During  the 
past  three  years  it  has  been  used  at  the  Roosevelt  Hospital  with  un- 
varying success,  until  now  it  is  regarded  as  the  most  trustworthy 
method  of  controlling  uterine  haemorrhage  in  those  cases  which 
resisted  the  treatment  previously  described. 

In  those  cases  the  uterus  is  like  a  thin,  empty,  flaccid,  bag,  in 
which  the  power  of  muscular  contractility  and  retractility  has  en- 
tirely disappeared.  That  the  uterus  is  empty  can  be  easily  proven 
by  the  introduction  of  the  finger.  Here,  the  indication  is  distinctly 
to  induce  contraction  and  retraction,  and  best  accomplished  by  the 
introduction  of  an  aseptic  foreign  body,  under  the  stimulation  of 
which  muscular  tonus  is  recovered  and  a  re-arrangement  of  muscu- 
lar uterine  fibre.  Furthermore,  it  acts  mechanically  by  pressure, 
temporarily  plugging  the  open  sinuses,  and,  in  the  meshes  of  the 
gauze,  provoking  the  formation  of  clots.  In  abdominal  surgery  we 
have  already  proved  its  great  value  from  a  mechanical  standpoint. 
In  the  uterine  cavity  its  action  as  a  stimulating  foreign  body  calls 
forth  the  physiological  factors,  contraction  and  retraction,  and  upon 
the  latter  we  depend  for  the  permanence  of  our  haemostasis. 

Its  method  of  application  is  simple.  Ten  per  cent,  iodoform  gauze 
is  made  into  roll  bandages,  each  roll  containing  about  twenty  feet 
of  gauze,  two  to  three  inches  in  width.  These  are  stored  in  an 
aseptic  glass  jar.  Before  using,  as  an  additional  precaution,  sev- 
eral turns  of  the  bandage  are  cut  off.  The  free  end  is  then  carried 
into  the  uterine  cavity  by  means  of  dressing  forceps,  and  sufficient 
gauze  is  packed,  with  moderate  pressure,  to  fill  the  cavity,  the  strip 
cut,  leaving  a  short  end  protruding  from  the  cervix.  The  vagina 
is  then  packed  in  the  same  manner,  and  a  pad  placed  over  the 
vulva. 

For  the  next  twenty-four  hours  the  patient  is  catheterized.  After 
each  catheterization  the  parts  are  cleansed  and  a  small  portion  of 
the  vaginal  gauze  removed  and  cut  off. 

The  tampon  is  allowed  to  remain  in  place  from  twelve  to  twenty- 
four  hours,  according  to  the  severity  of  the  case. 

Up  to  the  present  time  this  method  has  never  failed.  The  pa- 
tient is  kept  in  the  dorsal  position,  the  gauze  acts  as  an  excellent 
drain  and  comes  away  odorless.  There  has  been  no  rise  of  tem- 
perature and  no  secondary  haemorrhage. 

Following  the  removal  of  the  gauze,  a  carbolized  vaginal  douche 
is  given  once  a  day  during  the  patient's  stay  in  the  hospital,  which 
usually  lasts  about  seven  days. 
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In  conclusion,  let  me  say  that  from  a  careful  study  of  chronic 
suppurative  disease  of  the  appendages,  as  seen  at  the  Roosevelt 
Hospital,  there  is  excellent  ground  for  the  belief  that  a  very  large 
number  of  them  are  due  to  abortion  expectantly  or  badly  treated. 


A  CLINICAL  RECORD:  ECTOPIC  GESTATION ? 1 
By  Carter  S.  Cole,  M.  D., 

Instructor  in  Clinical  Surgery  N.  V.  Post-Graduate  School  and  Hospital. 

Mr.  President  and  Gentlemen  : 

If  the  case  which  I  have  the  honor  and  pleasure  of  reporting  to 
your  section  to-night  shall  prove  to  be  as  interesting  to  you  as  it 
has  been  to  myself,  the  time  occupied  in  reporting  and  discussing  it 
will  not  have  been  misspent. 

As  the  sequel  will  show,  it.  will  be  productive  of  speculation 
from  a  number  of  standpoints  ;  and  while  the  clinical  history  seems 
to  point  strongly,  if  not  conclusively,  to  a  definite  condition,  it  is 
entirely  possible  that  the  patient's  statement,  though  carefully  re- 
corded, may  be  misleading  and  may  not  be  absolutely  correct. 
The  history,  objectively  considered,  is  as  nearly  accurate  as  it  is 
possible  to  make  it. 

On  August  5,  1 89 1,  I  was  consulted  by  Mrs.  B.,  nullipara,  aged 
twenty-eight,  on  account  of  severe  colicky  pains  low  down  in  her 
abdomen  attended  by  considerable  nausea,  although  no  flow  nearly 
coincident  with  the  time  for  her  menstrual  period. 

Previous  History. — Patient  has  considered  herself  a  well  woman, 
except  occasional  leucorrhcea,  regular  in  every  way  until  her  marriage 
on  May  30,  1891.  Her  previous  menstruation  from  May  12th  to 
19th  was  in  every  way  normal.  Her  next  period,  from  June 
nth  to  15th,  was  attended  by  more  pain  and  was  three  days  less 
than  normal.  On  July  6th,  she  first  suffered  from  morning  sickness. 
Pier  next  period  was  from  July  10th  to  13th,  the  flow  irregular  and 
scanty  and  more  painful  than  before,  and  the  nausea  has  been  more 
or  less  constant.  She  now  feels  (August  5th)  as  if  she  were  going 
to  menstruate,  but  is  seriously  inconvenienced  by  the  frequent  and 
intermittent  colicky  pains  and  by  the  nausea  and  dizziness  on  get- 
ting up  from  the  recumbent  posture.    She  has  had  some  pains  in 

1  Read  before  Obstetrical  Section  of  The  New  York  Academy  of  Medicine, 
November  18,  1891. 
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the  breasts,  but  has  noticed  no  enlargement.  Micturition  has  been 
easy  but  more  frequent  than  usual.  Bowels  are  regular  and  gen- 
eral health  good. 

Examination. — Breasts  show  no  marked  change  in  any  way. 

Vaginal  Examination. — Uterus  seems  to  be  but  slightly,  if  at  all, 
enlarged,  freely  movable  and  rather  sharply  anteflexed.  On  the  right 
side,  near  the  entrance  of  the  tube,  is  felt  a  slightly  irregular  mass,  ap- 
proximately the  size  of  a  small  hen's  egg,  which  is  distinct  from  the 
uterus  and  freely  movable  without  pain,  although  slight  bimanual 
compression  causes  considerable  sharp  pain.  The  mass  projects 
well  behind  the  uterus,  but  can  be  easily  differentiated  from  the 
uterus,  and  by  rectal  examination  can  be  readily  mapped  out  as 
partly  occupying  the  cul-de-sac,  of  Douglas.  I  could  not  be  sure  that 
I  could  make  out  any  decided  change  in  the  os,  cervix  or  uterine  body. 
The  patient  was  advised  to  remain  in  bed  and  make  hot  applications 
to  the  abdomen,  and  a  consultation  was  asked  for  in  view  of  the  pos- 
sibilities. 

August  6,  1 89 1.  Patient  was  seen  and  examined  by  Dr.  Grandin, 
to  whom  I  gave  no  data  of  my  examination  and  these  are  his  notes: 
"The  clinical  history  suggested  ectopic  gestation.  I  was  able  to 
make  out  with  great  ease,  a  tumor  (size  of  a  small  hen's  egg)  to  the 
right  of  the  uterus.  This  tumor  was  movable,  semi-fluctuating. 
The  uterus  was  anteflexed,  not  specially  altered  in  shape  or  size. 
There  existed  early  mammary  signs.  The  diagnosis  I  reached  was 
ectopic  gestation.  There  being  no  signs  of  impending  haemorrhage 
and  there  being  absolutely  no  evidence  of  any  having  occurred, 
galvanism,  administered  lege  artis,  was  advised,  with  everything 
in  readiness  for  abdominal  section  should  indications  supervene." 

Such  is  his  report  and  the  patient  accepted  the  advice,  and  I  se- 
cured for  her  a  private  room  in  the  hospital  (Post-Graduate)  and  she 
was  admitted  the  same  evening  (August  6th). 

August  7th.  Patient  has  been  much  more  comfortable  since  she 
has  kept  quiet  in  bed,  though  she  has  continued  to  have  occasional 
sharp  pelvic  pains.  Galvanic  electricity  was  administered  to-day, 
bichromate  potash  cells;  Goelet's  wire  gauze  dispersing-pad  on  six 
layers  of  towels  wrung  out  of  a  hot  solution  of  bicarbonate  soda  (10 
per  cent.),  the  positive  pole  on  abdomen  and  negative  pole  (gauze 
covered  clay  electrode)  in  vagina,  pressed  well  against  the  tumor  and 
into  the  posterior  cul-de-sac.  Current  steadily  increased  from  one 
bichromate  cell  to  seven,  with  single  interruptions  at  four,  five,  and 
six  cells — twenty,  thirty,  and  forty,  milliamperes.  The  seance  lasted 
fifteen  minutes,  and  was  not  attended  by  any  great  distress  to  the 
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patient.  The  abdomen  was  considerably  reddened  over  the  space 
occupied  by  the  towels.  The  milliamperemeter  (Waite  &  Bart1ett's) 
registered  fifty  with  seven  cells. 

August  8th.  Examination  shows  no  difference  in  tumor,  but  pa- 
tient has  been  less  troubled  by  the  intermittent  pains  and  passed  a 
comfortable  night.  The  abdomen  has  regained  its  natural  appear- 
ance and  no  appreciable  inconvenience  has  been  caused  by  the 
electricity.  The  seance  was  repeated  to-day.  Eight  folds  of  towels 
being  used  and  the  gauze-covered  clay  electrode  introduced  into 
the  rectum.  The  patient  seemed  slightly  more  susceptible  to  the 
same  current,  and  the  interruptions  gave  considerably  more  dis- 
comfort. There  was  a  little  bloody  discharge  on  the  electrode  when 
it  was  removed  from  the  rectum.  The  quantity  of  electricity  used 
(up  to  50  milliamperes)  interrupting  time  were  the  same  as  yesterday. 

August  10th.  After  a  day's  intermission  examination  fails  to  give 
any  appreciable  difference  in  the  size  of  the  mass,  although  there 
may  be  a  slight  change  in  its  tension.  The  patient  has  had  little 
or  no  pain  and  sleeps  and  eats  well.  Galvanism  was  employed  as 
before,  except  that  the  electrode  was  introduced  into  the  vagina. 

August  13th.  An  examination  seems  to  give  evidence  that  the 
tumor  is  smaller.  There  is  nothing  like  the  same  tenderness  in  bi- 
manual compression.  Electricity  as  before,  and  no  serious  incon- 
venience attending  its  administration. 

August  17th.  Patient  has  been  comfortable  since  last  seance  un- 
til to-day,  when  she  has  had  what  she  describes  as  a  gnawing  pain 
low  down  on  the  right  side  Electricity  as  before  and  after  its  use 
the  pain  disappeared.  The  tumor  appears  to  be  about  the  same  as 
in  the  record  of  the  last  examination. 

August  19th.  Electricity  as  before.    Very  slight  discomfort  since 
last  seance.    Patient  has  well-marked  morning  sickness.. 

August  2 1  st.  Electricity  for  ten  minutes,  but  otherwise  as  be- 
fore. Absolutely  no  disturbance  in  pelvis  since  last  seance.  The 
tumor  is  perhaps  a  little  smaller,  but  still  distinctly  discernible. 
Morning  sickness  has  become  more  troublesome  and  the  uterus 
seems  to  be  a  little  enlarged. 

August  23d.  An  examination  of  vagina  and  cervix  shows  both 
to  have  a  blueish  purple  color.    There  is  some  erosion  of  the  cer- 
vix.    Dilatation  of  cervix  essayed  to  try  and  relieve  the  morning 
sickness.    Patient  otherwise  comfortable  and  allowed  to  sit  up  in  " 
afternoon.    No  digital  examination  to-day. 

August  25th.  Electricity  for  last  time  and  only  given  for  ten 
minutes.    Same  current  and  interruptions.    Uterus  appreciably  en- 
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larged  and  repeated  examination  fails  to  differentiate  a  tumor. 
Breasts  not  materially  changed. 

August  31st.  Reexamined  by  Dr.  Grandin  and  myself,  and  here 
are  his  notes  :  "I  again  saw  Mrs.  B.  The  tumor  had  disappeared; 
the  uterus  had  enlarged  ;  the  cervix  was  softening ;  the  vagina 
(urethral  bulb)  was  violet-hued.  My  diagnosis  on  this  occasion 
was  normal  gestation  and  the  only  possible  inference  was  that  dis- 
puted, but  to  my  mind  possible,  occurrence,  ectopic  gestation  con- 
verted into  uterine. " 

The  salient  features,  then,  of  the  treatment  and  coincident  phe- 
nomena up  to  this  point  were  electricity  (galvanic)  fifty  milliam- 
peres  for  fifteen  minutes  on  August  7th,  8th,  10th  and  13th,  and  on 
this  last  date  a  decrease  in  size  of  tumor  was  appreciable ;  on  the 
17th,  when  a  gnawing  pain  was  noted,  on  the  19th,  when  morning 
sickness  became  especially  well  marked,  on  the  21st — for  ten  min- 
utes only — on  this  date  an  appreciable  enlargement  of  the  uterus; 
and  lastly,  on  the  25th,  after  which  no  tumor  could  be  differentiated; 
and  after  this,  until  the  present,  the  usual  signs  of  an  advancing  nor- 
mal gestation. 

November  2d.  My  last  examination  of  the  patient  to-day  seems 
to  confirm  the  diagnosis  of  a  normal  pregnancy  of  four  or  four  and 
a  half  months.  The  breasts  have  become  fuller,  the  morning  sick- 
ness has  ceased,  and  the  abdomen  is  enlarging.  A  slight  brownish 
discharge  without  pain  followed  a  night  of  dancing,  about  the  mid- 
dle of  October ;  but  rest  in  bed  for  twenty-four  hours  completely 
rectified  the  trouble. 

Such  is  the  record  ;  and  it  naturally  brings  us  to  the  field  of  ec- 
topic gestation  in  which  there  has  been  in  this  country  an  almost 
ceaseless  activity  since  the  notable  and,  for  that  time  if  not  for  all 
time,l\vonderful  monograph  of  our  brilliant  countryman  John  S. 
Parrv.  The  importance  of  the  subject  is  not  over-estimated  if  the 
statement  of  Hanks1  be  true,  viz.:  "there  is  an  approximate  total  in 
the  United  States  during  the  past  few  years  of  1,500  deaths  from  un- 
diagnosed extra-uterine  pregnancy." 

It  would  be  folly  to  try  to  cover  even  one  department  of  this 
field  in  the  few  minutes  at  my  disposal,  so  I  shall  confine  myself  to 
a  few  reflections  suggested  by  the  present  case. 

In  the  first  place,  granting  for  argument  s  sake,  that  the  possibil- 
*  ity  of  ectopic  pregnancy  in  the  present  instance  cannot  be  entertained, 
the^irregular  menstruation,  the  period  due  but  not  present,  the  extra- 

1  Trans.  Am.  Gyn.  Society,  iSSS.  p.  360. 
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uterine  tumor,  and  the  intermittent  and  frequent  collicky  pains,  com- 
mand our  respectful  attention  and  the  change  of  affairs  coincident, 
it  you  choose  to  put  it  so,  with  the  use  of  the  electricity  is  a  source 
of  satisfaction  that  cannot  be  ignored. 

In  the  next  place :  Grant  that  there  were  grounds  for  a  strong 
suspicion  of  ectopic  gestation — whether  there  were  or  not  two  hon- 
est and  conscientious  observers  were  so  impressed — then  according 
to  Strahan.2  ''the  proper  treatment  of  extra-uterine  gestation  in  the 
prerupture  stage,  whenever  diagnosed,  or  suspected  with  great  prob- 
ability, rather,  is  instant  abdominal  section  and  removal  of  the  whole 
trouble.  (*The  italics  are  our  own.)  Also,  Tait,  who  would  have 
to  modify  now  his  statement  k '  I  am  of  opinion  that  no  authentic 
description  exists  of  an  unruptured  tube  pregnancy," 3  if  we  are  to 
credit  the  statement  of  Dr.  John  W.  Taylor  in  the  London  Medical 
and  Press,  and  if  he  is  aware  of  the  case  of  Kelly4  and  others, 
makes  this  assertion  :  "  If  I  ever  should  make  a  diagnosis  of  tubal 
pregnancy  before  rupture,  I  should  advise  its  immediate  removal^ 
by  abdominal  incision  as  being  more  certain  and  far  more  safe  than 
the  fancy  methods  of  puncturing  the  cyst  and  injecting  poisonous 
fluids  or  passing  through  it  some  kind  of  galvanic  current. 5  If  as 
Tait  himself  asserts,  ''the  cause  of  primary  rupture  of  the  tube  is 
chiefly  in  its  thinning  at  the  site  of  the  placenta,"6  there  ought  to  be 
no  reason  why  a  diagnosis  could  not  be  made,  at  least  of  tube  dis- 
tension, before  the  placenta  had  begun  to  form,  at  the  earliest  four 
to  six  weeks.  Certainly  before  it  could  be  considered  as  a  separate 
organ — the  third  month,7  and,  therefore,  before  rupture.  And  vet 
two  observers.  Harris5  and  Englemann,9  have  reported  rupture,  the 
one  about  the  third,  the  other  the  fourth  week. 

It  is  almost  unnecessary  to  recall  the  operative  cases  of  Coe, 10 
Munde11  and  Janvrin,12  the  one  a  normal  pregnancy,  the  other  a 

2  The  Diagnosis  and  Treatment  of  Extra-uterine  Pregnancy.     By  John 
Strahan.  M.D.,  etc;    P.  Blakiston  Son  ft  Co.:  Philadelphia.  1SS9.  p.  90. 

3  Lectures  on  Ectopic  Pregnancy  and  Pelvic  Ha?matocele.    L.  Tait.  Birm- 
ingham, p.  16. 

4  Gyn.  Transactions.    1S90.  pp.  90-91. 

■  Loc.  cit.,  p.  24. 
6  Loc.  cit..  p.  19. 

T  Am.  System  Obstetrics.    Vol.  i.,  p.  23S. 

■  Annals  Gyncecology.    1S90.  p.  536. 
»  Ibid,,  p.  376. 

■  Am.  J.  O.  1S90. 

11  Am.  J.  O.  1SS9. 

12  Gyn.  Trans.  1S90. 
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bicornate  uterus  ;  and,  per  contra,  other  cases  in  which  an  operation 
undertaken  for  other  purposes  has  disclosed  ectopic  pregnancy 
("  mixed  cases,  **  four  out  of  five  not  diagnosed,  reported  by  Price  to 
the  Philadelphia  Obstetrical  Society)  in  order  to  emphasize  the 
difficulties  of  an  absolute  diagnosis. 

On  the  other  hand,  in  spite  of  Dr.  Baldy,"  and  in  spite  of  the 
general  condemnation  of  electricity  by  Johnstone,11  we  cannot  ig- 
nore the  cases  of  McBurney,15  Muriete,16  the  two  cases  of  Graham17 
— in  one  of  which  laparotomy  had  been  advised  and  determined 
upon — of  Trash18  and  others,'"  in  which  delivery  per  via$  naturales 
had  followed  the  use  of  electricity,  and  finally,  the  case  of  Gar- 
rigues,19  which  is  the  only  one  that  seems  to  be  exactly  parallel  to 
the  one  reported  to-night,  in  which  an  ectopic  was  converted  into 
an  eutopic  gestation  by  the  same  method  of  treatment. 

A  case  reported  by  Whitcomb20  is  of  such  a  doubtful  nature  that 
I  will  not  add  it  to  the  other  cited  ;  it  will,  however,  prove  interest- 
ing to  any  one  considering  this  subject. 

But  I  am  disinclined  to  consider  anything  but  the  treatment  in  the 
prerupture  stage  where  ectopic  gestation  is  suspected  or  diagnosed. 
The  real  test  is  nearly  always  the  personal  one :  could  you  subject 
your  own  wife  to  a  laparotomy  in  such  a  case  ?  If  not,  would  you 
refuse  to  avail  yourself  of  the  possibilities  of  electrical  treatment? 

It  may  be  asked  only,  does  electricity  kill  the  foetus  in  one  case 
and  not  in  another?  I  don't  know.  Who  does?  And  what  does  it 
matter  if  the  result  in  either  case  does  no  harm  to  the  patient? 
Suppose  rupture  supervenes.  You  are  prepared  to  meet  it  by  sur- 
gical means. 

Another  thought,  in  view  of  the  claim  recently  made  that  im- 
pregnation always  occurs  in  the  tube,  is  that  we  might  conceivably 
in  many  cases,  if  this  be  so,  by  careful  and  repeated  early  examin- 
ations detect  a  pregnancy  before  it  became  uterine — especially  if 
the  ovule  were  retarded  in  its  progress.  But  my  time  is  consumed 
and  I  gladly  await  your  discussion,  adding  in  conclusion  the  fol- 
lowing propositions  for  your  consideration: 

'3  Ibid. 

"  N.  Y.  Med.  Journal.    Vol.  xxvii.,  p.  273. 
w  Am.  J.  O.    Vol.  xii.,  p.  330. 
w  Ibid.,  p  378. 

17  Am.  J.  0.    Vol.  xix.,  j).  1283. 

^  Vide  Brodthers  Table  in  Am.  J.  O.    1888  and  1890. 
M  Medical  News.    Vol.  xlvii.,  p.  649. 

w  New  York  Journal  Ciyn.  and  Obstetrics.     Vol.  i.,  No.  1. 
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1.  There  is  considerable — may  we  not  say,  incontrovertible — 
evidence  that  a  strong  probability  of  ectopic  pregnancy  can  be  de- 
termined in  the  prerupture  stage. 

2.  The  diagnosis  in  the  prerupture  stage,  can  without  operation 
seldom,  if  ever,  be  absolute. 

3.  We  are  not  justified  before  rupture  in  an  immediate  laparot- 
omv  on  a  suspicion,  however  strong,  unless  there  are  peculiar  and 
unusual  conditions  that  will  not  warrant  delay. 

4.  Electricity  has  proved  itself,  in  intelligent  hands,  compara- 
tively safe,  often  efficient,  and  is,  in  the  prerupture  stage,  worthy 
of  careful  trial. 

5.  We  should  be  prepared  to  do  a  laparotomy  at  any  time  if 
rupture  supervenes,  or  if  other  considerations  make  operative  inter- 
ference imperative. 
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STITCH  ABSCESSES. 


It  is  generally  believed  that  stitch  abscesses  are  always  the  result 
of  faulty  technique — dirty  needles,  dirty  sutures  or  that  there  is  some 
other  unprotected  avenue  by  which  the  infecting  material  is  intro- 
duced from  the  outside.  Dr.  Welch  has  shown  that  no  matter  how 
perfectly  cleanly  methods  are  carried  out  an  abscess  may  occur. 
In  those  cases  where  the  approved  antiseptic  methods  are  followed 
the  pus  contains  a  large  number  of  the  staphylococcus  albus  ;  in- 
deed, so  frequently  was  this  coccus  found  after  most  careful  prepar- 
atory treatment,  that  he  became  convinced  it  had  a  habitat  in  the 
skin  below  the  reach  of  antiseptic  agents.  In  order  to  determine 
this  fact  he  carefully  disinfected  the  skin,  so  that  scrapings  from  it 
yielded  negatiYe  results,  and  with  antiseptic  precautions  drew  a 
threaded  needle  through  a  fold  and  then  placed  this  needle-thread 
in  a  test  culture  fluid.  The  result  showed  the  presence  of  the 
staphylococcus  albus.  While  this  white  staphylococcus  in  small 
quantities  is  usually  harmless,  it  may  under  certain  circumstances 
cause  a  peritonitis.  Dr.  Welch  cites  a  case  where  the  peritonaeum  be- 
came infected  from  the  abdominal  wound  and  extended  to  the  imme- 
diate vicinity  of  a  volvulus.  Thus  it  is  shown  that  no  operator,  by 
the  present  methods,  can  secure  immunity  from  stitch  wounds. 
Although  this  white  coccus  which  Dr.  Welch  has  named  the  staphylo- 
coccus epidermis  albus  is  only  in  very  exceptional  cases  the  cause 
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of  harm,  we  should  in  no  way  relax  our  vigilance,  but  regard  the 
stitch  abscess  as  much  an  evidence  of  lack  of  care  as  of  the  presence 
under  favorable  conditions  of  the  staphylococcus  albus.  There  is 
only  one  method  to  secure  immunity.  By  using  subcutaneous  sut- 
ures this  danger  is  avoided,  and  yet  their  occurrence  is  so  infrequent 
in  the  practice  of  those  who  are  careful,  that  we  may  run  some  risk 
in  order  to  allow  a  greater  choice  in  the  matter  of  suture  material. 
An  important  precaution  to  prevent  stitch  abscesses  is  to  have 
the  skin  clean.  We  have  come  to  look  upon  the  bichloride  solution 
as  the  most  reliable  of  all  antiseptic  agents,  but  this  trust  is  shaken, 
for  the  reason,  that  if  after  using  the  solution  with  negative  results 
as  to  the  presence  of  bacteria  we  then  precipitate  the  mercury  by  a 
solution  of  sulphide  of  ammonium,  the  bacteria  are  found.  Whether 
they  can  at  this  time  do  harm  is  not  known.  They  probably  have 
been  surrounded  by  an  envelope  of  mercury  and  albumen  and  may 
be  regarded  with  suspicion.  This  inhibitory  power  of  mercury 
has  been  shown  to  last  for  several  days,  but  as  it  may  be  nullified 
in  the  tissues  and  may  let  the  germs  free  to  do  their  harmful  work, 
we  should,  as  I  have  said,  regard  the  bichloride  with  suspicion.  The 
latest  method  of  disinfecting  the  hands  will  be  found  stated  by  Dr. 
McLean  in  the  Transactions  of  the  Xew  York  Obstetrical  Society  in 
the  December  number.  Among  the  agents  used  in  place  of  the  cor- 
rosive sublimate,  creolwi  has  obtained  an  excellent  reputation  among 
obstetricians,  but  the  main  objection  to  it  has  been  the  opacity  of 
its  solutions.  We  now  have  a  new  agent  in  hsol,  to  which  this  ob- 
jection does  not  apply.  It  is  much  like  creolin  in  appearance,  but 
does  not  possess  so  strong  an  odor.  Von  Gerlach  states  that  it  is 
more  effective  than  either  carbolic  acid  or  creolin,  and  that  it  is  less 
poisonous  than  creolin.  It  is  hoped  that  this  substance  will  justify 
its  endorsers.  A  very  common  source  of  stitch  wounds  is  the  use  of 
a  dirty  nail-brush  on  the  skin.  With  our  present  knowledge  of  the 
advantages  of  aseptic  surroundings  and  that  the  most  elaborate 
toilet  may  readily  be  nullified  by  a  break  of  any  link  in  the  chain  of 
care  that  excludes  dirt,  the  writer  was  surprised  to  see  within  a 
few  days,  in  one  of  our  large  and  well  equipped  metropolitan  hos- 
pitals, the  operator  and  assistants  use  a  nail-brush  which  was  in 
general  use  in  the  operating-room.  There  was  no  attempt  to  cleanse 
the  brush,  but  other  precautions  were  carefully  carried  out.  Dr. 
Gerster  recommends  boiling  brushes  in  a  solution  of  soda  or  pot- 
ash 3  iss. — Oii.  for  five  minutes.  This,  or  some  other  efficient 
method,  should  be  employed.  The  consideration  of  this  subject  is 
most  important  and  no  pains  should  be  spared  to  perfect  methods  so 
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that  they  may  be  convenient  and  efficient.  The  current -number  of 
the  ''  American  Journal  of  Medical  Sciences  "  contains  several  valu- 
able articles  on  this  subject.  A.  H.  B. 


AN  IMPORTANT  SUGGESTION. 

Although  we  have  advanced  wonderfully  in  the  appliances  of 
our  medical  schools,  hospitals,  and  laboratories,  especially  during 
the  past  decade,  there  is  no  place  in  the  city  of  New  York,  where 
a  surgeon  who  is  not  connected  with  one  of  the  several  schools  can 
have  an  opportunity  without  great  expense  and  inconvenience  to 
test  a  new  operation  or  to  familiarize  himself  with  the  steps  of  an 
old  one  on  the  cadaver.  Even  the  more  favored  members  of  the 
profession  who  have  important  teaching  positions  find  it  difficult  to 
obtain  good  material  under  favorable  conditions.  These  conditions 
are  privacy,  the  presence  of  trained  attendants  to  arrange  the  sub- 
ject properly,  to  inject  it  if  necessary,  to  place  it  in  position,  to 
cleanse  it,  and  to  attend  to  all  the  minute  details  which  make  it 
practicable  for  the  busy  operator  to  utilize  this  most  valuable  means 
of  testing  truth  and  of  avoiding  error.  The  opportunity  to  test 
an  anatomical  point  quickly  is  often  greatly  desired.  We  do  not 
know  whether  such  a  place  could  be  made  to  pay  expenses  at  first, 
but  we  do  know  that  its  advantages  both  to  the  profession  and  to 
the  patient  would  be  greater  than  many  of  the  plans  encouraged  by 
physicians  financially  and  otherwise. 

What  better  way  for  some  one  of  our  millionaires,  desirous  of  ad- 
wincing  medical  science,  to  place  his  money,  than  to  endow  such 
an  institution  ?  A  comparatively  small  sum  would  enable  it  to 
exist  and  perform  its  work  until  the  profession  at  large  had  learned 
to  appreciate  and  use"  its  advantages.  It  could  very  soon  be  made 
self-supporting  by  the  subscription  fees,  if  the  scheme  were  once 
started  and  in  working  order. 

We  suggest  the  serious  consideration  of  such  an  endowment  to 
those  fortunate  physicians  who  are  often  made  the  almoners  of  their 
charitably-disposed  rich  patients. 

Another  though  less  direct  plan  to  provide  such  a  means  of  edu- 
cation would  be  that  the  alumni  of  one  of  our  great  schools  take  it 
under  its  wing:  by  the  aid  and  facilities  of  the  mother-institution 
the  best  results  could  be  obtained  at  the  smallest  outlay.  A  great 
merit  in  this  second  plan  is  that  it  in  no  way  interferes  with  nor 
supersedes  the  first  proposed.     On  the  contrary,   an  endowment 
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placed  for  such  a  purpose  in  the  trusteeship  of  a  great  institution 
would  provide  at  once  thebest'and  most  responsible  sponsor. 

The  idea  we  propose  was  successfully  put  in  practice  by  the 
Brooklyn  Surgical  Society  some  years  ago.  A  house  was  rented, 
rooms  arranged  for  dissection,  and  great  interest  and  scientific  zeal 
was  aroused  among  its  members.  It  finally  had  to  be  abandoned 
because  of  its  success,  and  the  permit  granted  by  the  Board  of 
Health  was  revoked  much  to  the  regret  of  many  ambitious  and 
hard-working  surgeons.  If,  however,  our  building  were  connected 
with  one  of  the  medical  schools  or  hospitals,  as  we  suggest,  the  very 
natural  objection  of  the  neighborhood,  which  prevailed  against  the 
house  in  Brooklyn,  would  be  obviated  in  this  case. 

There  are  a  number  of  good  anatomists  in  this  city  who  would 
freely  give  of  their  time  to  organize  such  a  plan,  on  account  of  the 
excellent  opportunities  for  study.  Nor  would  it  require  much  argu- 
ment to  demonstrate  the  superior  right  of  such  an  institution  to  the 
best  material.  The  teaching  of  the  school-boy  anatomy  does  not 
require  the  most  desirable  material,  and  it  is  only  necessary  to  visit 
the  dissection-rooms  of  the  schools  to  learn  how  much  is  wasted. 

We  hope  this  matter  will  be  agitated  again.  It  was  considered 
several  years  ago  but  nothing  was  accomplished.  We  would  gladly 
hear  from  correspondents  on  this  subject,  pro  and  con,  and  will 
cheerfully  and  fairly  publish  all  opinions  communicated  to  us  in  the 
columns  of  .this  journal. 

The  opportunities  of  our  schools  and  hospitals  are  excellent  and  . 
confined  to  a  favored  very  few;  give  the  outside  man  a  chance. 
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SERIES  OF  EMINENT  LIVING  GYNAECOLOGISTS  AND  OBSTETRICIANS  OF  AMERICA. 

JOHN  BYRNE,  M.D.,  M.R.G&,  Edin. 

Surgeon-in-Chit'f,  St.  Mary  Maternity  ;  Chief  of  Gynaecological  Department,  St.  Mary's 
Hospital,  Brooklyn,  etc.,  etc.,  etc. 

Born  in  Kilkeel,  County  Down,  Ireland,  on  the  13th  of  October, 
1825,  and  having-  devoted  forty-eight  years  of  his  life  to  the  ad- 
vancement of  his  profession  among  us,  Doctor  Byrne's  prominence 
recalls  to  us  anew  the  heavy  debt  of  gratitude  America  owes  to  Ire- 
land for  the  many  sons  she  has  sent  to  add  to  our  greatness  in  every 
branch  of  Life's  success. 

His  father,  prominent  and  successful  in  mercantile  pursuits,  gave 
his  son  a  thorough  classical  education  at  Belfast.  Afterwards,  in 
1842,  he  matriculated  and  spent  his  first  year  in  the  study  of  medicine 
at  the  Royal  Institute  of  that  city.  He  continued  his  studies  at  the 
Universities  of  Dublin,  Glasgow,  and  Edinburgh.  Here  he  received 
his  degree  in  1846.  Very  soon  thereafter,  he  was  appointed  to  the 
charge  of  a  temporary  fever  hospital  in  his  native  county  during  the 
horrible  epidemic  of  typhoid  and  typhus  fever  which  raged  in  the 
wake  of  the  Great  Famine,  1846-7.  Owing  to  thorough  hospital 
experience  combined  with  energy  and  great  executive  intelligence, 
he  so  improved  the  methods  of  treatment  and,  especially,  the 
sanitary  arrangements,  that  he  lowered  the  prevailing  death-rate 
remarkably. 

What  an  undertaking  this  must  have  been  for  a  young  medical 
graduate  in  Ireland,  no  one  can  appreciate  who  does  not  know  of 
the  hopeless  wretchedness  of  the  Irish  peasantry,  their  abject 
squalor,  and  the  brutal  indifference  of  those  who  held  them  in  slav- 
ery at  this  date  until  the  frightful  mortality  awoke  the  authorities  to 
efforts  whose  cruel  tardiness  but  emphasized  their  betrayal  of  public 
trust. 

So  horrible  indeed  was  this  epidemic  and  its  precursor  the  fam- 
ine, that  upwards  of  two  millions  out  of  a  population  of  eight  mil- 
lions, it  is  estimated,  lost  their  lives  thereby. 

It  needs  not  great  imagination,  therefore,  to  realize  the  immense 
difficulties  of  the  task  Dr.  Byrne  undertook  and  the  meaning  of  the 
brilliant  results  achieved.  Thoroughly  appreciated  at  last  by  the 
local  and  general  authorities,  his  noble  work  received  many  public 
commendations,  and  not  less  valuable  doubtless,  though  unrecorded, 
were  the  thousands  of  grateful  prayers  offered  for  him  by  the  un- 
known poor  whose  families  he  had  saved  from  extinction. 
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Five  years  after  his  advent  among  us,  that  he  might  identify 
himself  the  more  with  the  profession  in  his  adopted  country,  he  ma- 
triculated at  and  received  a  degree  from  the  New  York  Medical  Col- 
lege. In  1856,  he  entered  with  characteristic  energy  into  the  orig- 
inating and  founding  of  the  much-needed  Long  Island  College  Hos- 
pital. 

As  a  contributor  to  medical  literature,  the  best-known  of  his 
works  are  :  "Researches  and  Observations  on  Pelvic  Hematocele  f 
"Clinical  Notes  on  the  Electric  Cautery  in  Uterine  Surgery;"  "Am- 
putations and  Excisions  of  the  Cervix  Uteri and  his  latest  and 
very  remarkable  monograph,  entitled:  "A  Digest  of  Twenty  Years' 
Experience  in  the  Treatment  of  Uterine  Cancer.*' 

For  many  years  his  name  has  been  associated  above  all  others 
with  the  treatment  of  uterine  cancer  by  means  of  the  galvano-cau- 
tery,  and  he  has  invented  for  the  more  successful  pursuance  of  this 
treatment  a  very  complete  electrical  apparatus  which  bears  his 
name.  His  knowledge  of  electricity  in  relation  to  medicine  is  re- 
nowned and  he  has  followed  the  study  of  this  science  for  many 
years  with  ardor  and  great  success. 

He  is  a  member  of  the  New  York  Academy  of  Medicine ;  Mem- 
ber and  late  President  of  the  New  York  Obstetrical  Society ;  Mem- 
ber of  the  American  "Medical  Association  ;  and  sometime  Clinical 
Professor  of  Uterine  Surgery  in  the  Long  Island  College  Hospital. 
At  present,  -he  is  Surgeon-in-Chief  to  St.  Mary's  Hospital  for  Diseases 
of  Women,  Brooklyn,  and  President  of  the  American  Gynaecological 
Society. 

Energy,  enthusiasm,  capacity  for  hard  work,  are  the  traits  of 
character  responsible  for  the  high  rank  he  has  attained  in  his  spe- 
cialty, while  to  his  friends  and  social  acquaintances,  his  kindliness 
and  good  nature,  his  fund  of  anecdote  and  intense  appreciation  of 
humor,  constitute  his  chief  charm.  He  has  the  true  Irish  predispo- 
sition 10  laughter,  which  in  that  race  only  is  frequently  associated 
with  the  most  serious  and  earnest  and  energetic  temperament. 

We  present  to  our  readers  with  this  number  of  the  Journal 
an  excellent  portrait,  prepared  from  a  recent  photograph  of 
Doctor  John  Byrne, 
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REVIEWS. 

Manual  of  Childbed  Nursing.  By  Charles  Jewett,  A.M.,  M.D., 
Professor  of  Obstetrics  and  Diseases  of  Children  at  the  Long 
Island  College  Hospital.  New  York,  E.  R.  Pelton,  25  Bond 
Street.  1891. 

This  little  book  of  forty  pages  contains  the  necessary  knowledge 
for  an  obstetric  nurse.  The  care  and  preparation  of  the  patient  be- 
fore, during,  and  after  labor,  and  the  care  of  the  child,  is  considered 
in  such  detail  that  it  leaves  nothing  to  be  desired.  While  very  con- 
cise, the  directions  can  readily  be  understood,  and  nothing  that  is 
not  germain  to  the  subject  is  mentioned.  Not  only  will  this  book 
be  of  use  to  the  nurse  and  patient,  but  the  general  practitioner  will 
find  many  practical  points  well  worth  knowing.  As  would  be  ex- 
pected from  its  author,  it  is  a  reliable  guide,  and  mirrors  the  latest 
scientific  teaching  in  the  care  of  the  parturient  woman.  A  glossary 
of  the  technical  terms  used  is  given  at  the  end  of  the  volume  for  the 
use  of  the  lay  reader. 


TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  December  1,  1891. 

The  President,  Clement  Cleveland,  M.  D.,  in  the  Chair. 

When  to  Remove  Cervical  Sutures. 

Dr.  Ralph  Waldo  raised  the  question  when  to  remove  the  cervical 
sutures  when  an  operation  was  performed  on  both  cervix  and  perin- 
seum.  In  one  case  in  which  he  performed  the  double  operation  he 
removed  the  stitches  from  the  cervix  at  the  end  of  two  weeks,  and 
although  little  pressure  was  made  on  the  perinseum  with  the  specu- 
lum yet  it  did  some  harm.  In  two  other  cases  he  allowed  the  pa- 
tients to  leave  the  hospital  after  two  weeks  with  the  cervical  sutures 
in,  and  did  not  remove  them  for  another  fortnight.  It  was  ob- 
served that  they  did  not  irritate  the  cervix,  and  that  the  tissue  in 
which  they  were  imbedded  had  become  more  thoroughly  organized 
than  it  had  been  in  cases  where  he  removed  them  the  first  two 
weeks.     He  remarked  also  that  he  no  longer  uses  catgut  in  the  cer- 
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vix,  on  account  of  its  liability  to  become  absorbed  too  soon.  He 
had  been  satisfied  with  both  silk-worm  ^iit  and  silver  wire. 

Dr.  George  Edebohls  said  that  for  two  years  he  had  not  per- 
formed an  operation  upon  the  cervix  without  at  the  same  time  do- 
ing some  other  operation  or  operations  in  combination  with  it,  usu- 
ally perineorrhaphy  :  that  he  always  used  silk-worm  gut,  and  it  was 
a  matter  of  indifference  with  him  when  the  stitches  were  removed 
from  the  cervix,  provided  it  were  done  within  a  reasonable  time, 
say  within  three  months.  The  presence  of  the  stitches  seemed  not 
to  enhance  the  dangers  from  any  imprudences  to  which  the  patient 
might  subject  herself,  and  when  left  in  a  considerable  time  there 
was  no  danger  of  injuring  the  perinaeum  when  they  came  to  be  re- 
moved. 

Ordinarily,  he  preferred  silk-worm  gut,  but  in  some  cases,  and 
especially  when  at  the  same  sitting  ventral  fixation  was  performed 
and  he  did  not  wish  to  pull  upon  the  cervix  in  removing  the  sutures, 
he  had  used  catgut  and  left  it  in,  and  so  far  he  had  had  no  reason  to 
regret  it. 

Not  long  ago  he  attended  a  woman  in  confinement  on  whom  he 
had  operated  for  laceration  of  the  cervix  about  fifteen  months  pre- 
viously, using  silver-wire  suture.  The  labor  was  quite  uncomplica- 
ted, and  a  healthy,  well  developed  child  was  born.  As  was  his 
custom,  he  had  the  woman  come  to  his  office  for  an  examination 
after  two\or  three  months,  and  then,  much  to  his  surprise,  he  found 
a  silver  suture  in  the  cervix  which  he  had  neglected  to  remove  after 
the  trachelorrhaphy  performed  a  year  and  a  half  before.  It  had 
meanwhile  done  absolutely  no  harm. 

Dr.  A.  H.  Buck  master  said  he  had  been  in  the  habit  of  leaving 
the  sutures  in  the  cervix  indefinitely.  He  had  frequently  left  them 
in  two  months.  In  one  case  he  sewed  up  a  laceration  of  the  cervix 
and  also  one  extending  into  the  sphincter  ani ;  in  due  time  he  re- 
moved the  sutures  from  the  sphincter  laceration,  but  forgot  those  in 
the  cervix,  and  they  remained  in  it  a  year.    Xo  harm  came  from  it, 

The  President  had  abandoned  silk-worm  gut  and  catgut  for  sil- 
ver-wire suture  for  the  reason  that  in  tying  the  former  it  was  neces- 
sary to  draw  the  cervix  down  farther  than  he  thought  was  entirely 
safe.  When  the  cervix  alone  was  operated  upon,  it  was  his  cus- 
tom, and  that  of  others  at  the  Woman's  Hospital  to  leave  the  sut- 
ures in  nine  days.  When  at  the  hospital  he  repaired  both  cervix 
and  perinseum  he  removed  the  perineal  sutures  at  the  end  of  one 
week  and  the  cervical  at  the  end  of  three  weeks.  But  there  was 
danger,  if  great  care  were  not  taken,  of  tearing  the  perinseum  in  re- 
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moving  the  sutures  from  the  cervix  at  this  early  date,  and  were  it 
not  that  patients  frequently  had  to  leave  the  hospital  soon,  he  would 
not  remove  the  cervical  sutures  for  five  or  six  weeks. 

Case  of  Intestinal  Anastomosis  Performed  with  Dawbarns  Potato- 
Plates. 

Dr.  Andrew  F.  Currier  said  that  he  had  met  with  the  unfortun- 
ate accident  of  tearing  the  intestine  while  removing  a  cyst  of  the 
broad  ligament  with  unusually  firm  adhesions,  and  had  been  com- 
pelled to  use  Dawbarn's  plates,  it  being  the  first  time  they  had  been 
employed  in  the  human  subject.  The  patient,  however,  died  too 
early  to  speak  of  the  permanent  success  of  the  plates. 

The  patient  was  operated  upon  in  June  of  this  year ;  the  pelvis 
was  found  shut  off  by  a  diaphragm  of  firm  plastic  material,  which 
he  was  able  to  pass  through  only  at  a  point  where  there  was  greater 
friability  than  elsewhere,  and  on  getting  down  and  lifting  up  the 
structures  he  found  the  ileum  had  been  torn  entirely  across.  It  was 
clamped  until  after  he  had  succeeded  in  removing  a  cyst  of  the  left 
broad  ligament,  and  then  plates  were  made  of  potato,  and  anasto- 
mosis was  performed.  There  had  been  considerable  loss  of  blood, 
all  oozing  could  not  be  stopped,  the  abdomen  was  washed  out,  a 
drainage  tube  and  iodoform  gauze  were  introdued,  and  although 
the  patient  was  in  bad  condition,  yet  she  rallied  and  did  well  until 
in  the  njght  when  a  change  took  place  and  she  died.  The  pelvis 
was  found  to  contain  a  pint  of  blood. 

The  speaker  asked  whether  in  an  emergency  like  this  anything 
superior  to  the  potato-plate  could  be  used.  In  this  case  the  plates 
had  to  be  made  rather  small,  and  still  they  caused  a  good  deal  of 
pressure,  and  it  was  a  question  whether,  had  the  patient  lived,  they 
would  not  have  interfered  with  the  intestinal  circulation. 

He  also  asked  whether  in  operations  of  considerable  magnitude 
it  would  not  be  better,  if  possible,  to  wait  for  cooler  weather.  It 
seemed  to  him  that  patients  did  not  do  so  well  when  operated  upon 
during  very  hot  days.  In  this  instance,  the  operation  was  per- 
formed on  one  of  the  hottest  days  of  the  summer,  the  intense  heat 
continuing  through  the  night. 

The  President  said  he  had  caused  a  considerable  tear  of  the  in- 
testine in  two  cases.  One  he  reported  to  the  Society  about  a  year 
ago.  While  breaking  up  adhesions,  during  removal  of  the  tubes 
and  ovaries,  he  accidentally  tore  the  sigmoid  flexure  and  stripped 
up  about  five  inches  of  its  serous  coat.  He  then  cut  out  five  inches 
of  the  sigmoid  and  performed  circular  enterorrhaphy.    He  thought 
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that  at  the  end  of  forty-eight  hours  he  detected  a  little  fcecal  odor 
from  the  abdominal  wound,  but  it  disappeared  and  the  patient  made 
an  uninterrupted  recovery,  the  temperature  not  rising  above  ioo°  F. 
In  the  other  case  he  sewed  up  the  rent,  which  was  in  the  small  in- 
testine, but  the  patient  died. 

Case  of  Ventral  Fixation  of  the  Uterus. 

Dr.  G.  A.  Kletzsch  related  the  case  of  a  woman  who  had  been 
under  his  observation  over  a  year,  suffering  from  symptoms  re- 
ferred to,  a  retroversion  of  the  uterus  and  a  small  hard  tumor  which 
it  was  thought  might  be  a  fibroid.  It  was  impossible  to  replace 
the  uterus  even  with  the  use  of  the  sound.  She  entered  the  hospi- 
tal and  they  performed  laparotomy,  finding  double  ovarian  hema- 
toma and  retroversion  of  the  womb  with  firm  adhesions  to  the  sig- 
moid flexure.  The  tumors  with  the  ovaries  were  removed,  but  at 
the  advice  of  Dr.  Cleveland  he  did  not  attempt  to  break  up  the  ad- 
hesions between  the  uterus  and  sigmoid  flexure,  but  raised  the 
uterus  as  well  as  he  could  and  stitched  the  round  ligaments  without 
abrasion  to  the  lower  angle  of  the  abdominal  incision.  The  round 
ligaments  adhered  to  their  new  position,  and  the  uterus  had  re- 
mained up. 

The  President  remarked  that  in  this  case  Dr.  Kletzsch  used  chrom- 
atized  catgut  which  had  been  warranted  not  to  absorb  before  sixteen 
days.  It  might  be  of  interest  to  know  the  experience  of  the  mem- 
bers with  the  use  of  catgut  in  ventral  fixation. 

Dr.  Edebohls  thought  that  chromatized  catgut  which  could  be 
insured  to  hold  for  sixteen  days  could  be  safely  relied  upon  under 
ordinary  circumstances.  Personally,  he  had  not  used  catgut  in  ven- 
tral fixation.  He  preferred  silk-worm  gut,  passed  one  suture  into 
and  across  the  fundus  above  the  insertion  of  the  tubes,  another 
parallel  to  it  just  below  the  level  of  the  tubes,  made  denudation, 
and  passed  the  sutures  through  the  entire  thickness  of  the  abdom- 
inal walls  on  either  side  of  the  wound.  He  removed  the  sutures 
from  the  ninth  to  the  twelfth  day.    The  results  had  been  satisfactory. 

Dr.  Currier  said  regarding  the  time  of  absorption  of  chromatized 
catgut,  that  he  had  used  it  in  operations  on  the  cervix,  had  left  it  in 
two  weeks,  and  at  the  end  of  that  time  found  it  still  in  condition. 
He  had  used  silk  in  a  number  of  cases  of  ventral  fixation  of  the 
uterus,  but  he  preferred  silver  wire  as  being  less  likely  to  become 
septic.  He  had  not  abraded  the  uterus  in  his  operations,  and  they 
had  proven  satisfactory,  yet  he  thought  there  should  be  less  risk  of 
failure  to  secure  adhesion  if  abrasion  were  practiced. 
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The  President  said  he  had  used  all  kinds  of  suture  material  in 
fixing  the  uterus  to  the  abdominal  wall  except  catgut ;  he  had  not 
had  sufficient  confidence  in  this  to  try  it.  While  he  had  tried  var- 
ious methods,  he  preferred  that  of  sewing  the  round  ligaments  to  the 
anterior  abdominal  wall. 

Cleveland's  gynecological  operating  table. 

The  President  exhibited  the  gynaecological  table  which  he  had 
devised  and  used  for  about  a  year.  It  was  made  of  angle  iron, 
galvanized,  was  very  strong,  and  adapted  to  operations  in  Trendel- 
enburg's posture  and  in  the  horizontal  position,  as  well  as  to  peri- 
neal operations,  etc.  It  permitted  of  perfect  asepsis.  Incidentally 
Dr.  Cleveland  said  he  now  made  use  of  Trendelenburg's  posture  in 
many  laparotomy  cases  and  he  could  not  speak  of  it  with  too  great 
praise.  A  cut  and  fuller  description  will  appear  in  the  next  number 
of  this  journal. 

Dr.  W.  Gill  Wylie  expressed  his  preference  for  operating  by 
touch,  and  said  he  thought  there  would  be  greater  danger  of  sepsis 
from  the  descent  of  fluids  toward  the  diaphragm  in  operating  in 
Trendelenburg's  posture. 

Dr.  Buckmaster  said  that  it  had  been  advanced  as  an  argu- 
ment in  favor  of  the  sloping  postures,  that  the  intestines,  having 
descended  toward  the  diaphragm,  were  out  of  the  way,  blood 
and  fluids  could  be  seen  and  caught  with  sponges,  and  infec- 
tion of  the  general  cavity  was  less  likely  to  take  place.  When  the 
patient  was  operated  upon  in  the  horizontal  position  reliance  had  to 
be  placed  on  irrigation  to  get  rid  of  fluids  which,  if  they  escaped, 
would  sink  into  the  cavity  among  the  coils  of  intestine. 

Dr  Wylie  said  he  did  not  claim  that  the  cavity  could  be  cleansed 
simply  by  pouring  water  in  through  a  small  opening.  He  intro- 
duced the  fluid  with  a  fountain  syringe,  the  end  of  the  tube  being 
carried  to  the  very  bottom  of  the  cavity.  Judging  by  the  results  in 
recovery  of  his  patients,  this  method  was  successful  in  cleansing 
the  cavity. 

Dr.  Buck. master  also  suggested  the  possibility  of  the  water  itself 
doing  some  harm  as  an  irritant  to  the  peritonaeum. 

Dr.  E.  L.  H.  McGinnis  read  a  paper  with  this  title  :  Dysmenorrhea 
and  its  Treatment.  (See  page  8.) 

Dr.  Kgbkkt  II.  Grandin  remarked,  in  opening  the  discussion, 
that  the  subject  was  a  broad  one,  and  he  did  not  know  that,  how- 
ever long  they  might  talk  upon  it,  the  members  would  come  any 
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nearer  an  agreement  than  they  had  done  before.  Regarding  the 
first  variety  of  dysmenorrhcea  mentioned  in  the  paper,  that  depend- 
ent upon  chlorosis  or  anaemia,  he  did  not  think  local  treatment  was 
usually  called  for.  Seeing  that  as  a  rule  the  sufferers  were  unmar- 
ried and  young,  a  vaginal  examination  should  not  be  made  until 
the  system  had  been  saturated  with  the  drugs  at  one's  dis- 
posal for  meeting  the  condition  of  the  blood.  In  this  condition,  iron 
and  arsenic  would  at  once  suggest  themselves. 

Dysmenorrhcea  in  the  vast  majority  of  cases  was  dependent 
upon  a  diseased  condition  of  the  endometrium.  Stenosis  was  not 
a  factor ;  flexion  was  not  a  factor ;  endometritis  was.  In  most  of 
the  cases  which  came  under  his  observation  the  dysmenorrhcea  was 
due  to  inflammation  of  the  lining  membrane  of  the  uterus,  and  the 
treatment  which  he  adopted  depended  entirely  upon  the  grade  of 
inflammation  which  was  present.  If  the  case  were  one  of  simple 
catarrh  of  the  endometrium,  with  slight  discharge,  but  no  increase 
of  the  menstrual  flow,  he  used  electricity  (the  positive  pole  in  the 
uterus)  with  success.  If  the  dysmenorrhcea  were  dependent  upon 
an  endometritis  of  higher  grade,  associated  with  a  history  of  pro- 
fuse discharge  or  menorrhagia,  with  hyper-sensitiveness  at  the  in- 
ternal os,  he  would  not  resort  to  electricity  for  the  reason  that  the 
patient  as  well  as  physician  would  prefer  to  act  more  quickly.  In 
such  cases  he  resorted  to  divulsion,  thorough  curetting  and  cauteri- 
zation, preferably  with  pure  phenic  acid,  and  then  introduced  a 
gauze  tampon.  The  object  of  the  gauze  tampon  was  both  to  keep 
the  cervical  canal  open  and  to  effect  drainage.  He  preferred  the 
gauze  to  any  form  of  intra-uterine  drainage  tube  or  stem  with  a 
groove  at  the  side.  He  preferred  it  for  the  reason  that  the  uterus 
was  more  tolerant  of  it  and  because  tubes  and  stems  were  liable  to 
become  occluded.  After  thirty-six  hours  he  would  allow  a  patient 
to  go  about  and  feel  no  solicitude,  while  the  stem  or  pessary  would 
be  a  source  of  constant  anxiety.  The  gauze  was  left  in  forty-eight 
hours,  and  then  replaced  by  fresh  gauze.  This  could  readily  be 
done;  for  the  canal  remained  patent  as  long  as  the  gauze  was  in, 
yet  there  was  sufficient  contraction  at  the  internal  os  to  hold  it  in 
place  while  the  patient  walked  about.  In  his  experience  this  treat- 
ment carried  out  during  the  intermenstrual  period  was  usually  suffi- 
cient to  cure  a  dysmenorrhcea  dependent  upon  an  endometritis  of 
high  grade. 

Dysmenorrhcea  dependent  upon  tubal  and  ovarian  trouble  was, 
in  his  experience,  exceptional.  In  such  cases,  he  had  obtained  the 
best  results  from  the  tension  faradic  current,  or  fine  wire  coil,  sec- 
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ondary  current,  bipolar  fashion  and  not  lumbo-abdominal.  He  re- 
ferred now  to  cases  in  which  the  tubes  did  not  contain  pus,  and 
were  not,  with  the  ovaries,  bound  down  by  adhesions.  In  these  latter 
instances,  when  assured  of  the  presence  of  pus  and  of  the  impossibility 
of  drainage  into  the  uterus,  surgical  treatment  might  be  demanded. 

Dr.  Wvlie  understood  dysmenorrhcea  to  mean  pain  during  the 
menstrual  flow  or  caused  by  the  flow,  and  judged  from  this  view, 
some  of  the  opinions  expressed  from  time  to  time  as  to  its  treatment, 
etc.,  seemed  rather  confusing.  The  author  had  spoken  of  the  pas- 
sage of  the  ovum  causing  dysmenorrhcea,  but  as  a  matter  of  fact 
the  ovum  might  pass  at  any  time,  not  necessarily  during  the  flow. 

He  had  long  since  reached  the  conclusion  that  dysmenorrhcea  or 
pain  during  the  menstrual  flow  was  due  to  a  hypersesthetic  or  ab- 
normal condition  of  the  tissues  at  or  above  this  os  internum.  Suffi- 
cient proof  of  this  was  the  fact  that  on  introducing  an  instrument 
into  the  uterus  in  a  case  of  this  kind  it  would  be  found  to  cause  no 
pain  until  it  reached  the  internal  os  ;  at  that  point  the  patient  would 
be  observed  to  shrink  away  and  complain. 

It  was  true  that  ovarian  or  other  pelvic  disease  might  be  present 
during  dysmenorrhcea,  but  it  was  not  the  cause.  When  the  lining 
membrane  of  the  uterus  was  in  a  normal  state,  ovarian  trouble  so 
far  from  producing  pain  during  the  flow,  would  be  relieved  by  it 
because  relieved  of  congestion.  Usually  in  ovarian  troubles  if  pain 
was  a  symptom,  it  occurred  before  the  flow  and  was  relieved,  as 
just  stated,  when  the  flow  became  established. 

Regarding  treatment,  he  was  very  glad  to  learn  that  the  last 
speaker  had  accepted  the  principles  of  divulsion  and  drainage.  When 
he  (Dr.  Wylie)  began  the  use  of  dilators  in  cases  of  dysmenorrhcea 
it  was  generally  looked  upon  as  a  very  radical  move,  although  dila- 
tation had  been  advocated  before  by  Dr.  Ball,  of  Brooklyn.  In  most 
cases  of  typical  dysmenorrhcea  there  was  an  imperfectly  developed 
uterus  which  had  to  be  looked  upon  as  the  starting  point  of  the  ca- 
tarrh and  contracted  or  spasmodic  state  of  the  os  internum,  while 
the  latter  was  the  immediate  cause  of  the  pain  at  the  menstrual 
flow.  In  such  cases  he  was  convinced  that  the  cervical  canal  could 
not  be  safely  dilated  to  a  point  at  which  the  gauze  could  be  carried 
up  into  the  uterus  and  act  as  a  drain.  One  might  dilate  the  cervix 
to  some  extent  and  elongate  it  so  that  he  would  think  the  gauze  was 
being  passed  up  into  the  fundus,  when  in  reality  it  stopped  much 
short  of  it.  Use,  on  the  contrary,  a  hard  rubber  tube  of  proper  size  ; 
it  could  be  passed  quite  through  the  cervix,  and  results  would  be 
obtained  which  would  not  follow  any  other  method. 
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If  it  were  possible  to  introduce  the  gauze  up  to  the  fundus  he 
believed  it  would  be  forced  out  again  at  the  first  uterine  contraction. 
But  use  a  hard  rubber  tube  with  somewhat  of  a  bulb  on  its  upper 
end,  and  shaped  to  fit  the  canal  then  put  some  iodoform  against 
the  cervix  in  the  vagina,  and  the  drain  would  stay.     In  fact,  it  re- 
quired considerable  force  to  pull  the  tube  out.    This  was  not  a 
stem  pessary,  no  more  so  than  was  gauze  used  as  a  drain — a  tam- 
pon— tor  a  tampon,  instead  of  aiding  the  outflow,  obstructed  it.  By 
use  of  the  kind  of  drain  which  he  had  recommended  one  could  enter 
the  uterine  cavity  in  typical  cases  with  tendency  to  contract  spas- 
modically without  the  necessity  for  carrying  dilatation  to  a  danger- 
ous extent.    When  authors  spoke  of  dilating  the  uterus  to  an  inch 
and  a  half  or  more  in  cases  of  imperfectly  developed  uteri  in  young 
women  suffering  from  dysmenorrhcea,  they  made  a  most  egregious 
mechanical  mistake  ;  it  could  not  be  done.    If  one  were  to  dilate  to 
.the  extent  of  an  inch  in  such  cases,  he  would  tear  the  uterus  in  nine 
out  of  ten.    The  gauge  at  the  handle  of  the  instrument  might  indi- 
cate an  inch  and  a  half  when  the  separation  of  the  blades  is  not 
greater  than  a  quarter  of  an  inch  or  a  half  at  the  extreme.    If  one 
should  dilate  the  cervix  to  the  extent  of  paralyzing  it  so  that  gauze 
could  be  introduced  into  the  uterus,  he  would  be  doing  a  dangerous 
operation.    One  might  stimulate  the  uterus  to  development  by  in- 
troducing\the  gauze  up  to  the  internal  os  (supposing  he  had  intro- 
duced it  to  the  fundus,)  but  the  case  would  not  be  cured  at  once  as 
it  would  be  by  the  simple  and  not  dangerous  operation  of  introduc- 
ing the  hard  rubber  tube.    The  mere  fact  that  the  tube  kept  the  ca- 
nal dilated,  and  thus  overcame  the  tendency  to  contraction,  would 
bring  about  a  healthful  change  in  the  mucous  membrane.   The  cur- 
ette and  carbolic  acid  helped,  of  course.    If  necessary,  the  pro- 
cedure could  be  repeated  after  a  few  months.    The  man  who  could 
not  cure  nine  cases  out  of  ten  of  dysmenorrhcea  in  that  way,  would 
fail  simply  for  want  of  mechanical  skill. 

Dr.  J.  H.  Gunning  said  with  regard  to  the  first  class  of  cases  of 
dvsmenorrhcea  mentioned  in  the  paper,  and  in  which  Dr.  Grandin 
opposed  local  treatment  until  iron,  arsenic,  etc. ,  had  been  thoroughly 
tried  for  improving  the  condition  of  the  blood,  that  he  had  seen  the 
action  of  the  iron  and  arsenic  much  facilitated  by  the  use  ot  elec- 
tricity at  the  same  time.  He  recalled  the  case  of  a  patient  from  New 
Haven,  who  had  been  taking  arsenic  and  iron  until  she  was  in  a 
bad  condition,  but  as  soon  as  the  faradic  current  was  applied  the 
iron  and  arsenic  began  to  manifest  their  normal  influence  and  she 
recovered. 
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In  the  second  class  of  cases,  in  which  the  endometrium  was  in- 
volved, he  had  obtained  beneficial  effects  from  currents  of  less 
strength.  He  referred  to  a  paper  on  membranous  dysmenorrhcea 
which  he  had  some  months  ago  read  before  the  Society,  and  in 
which  he  spoke  of  success  obtained  from  a  five  to  ten  milliampere 
current  applied  by  the  bipolar  method,  both  poles  within  the  uterus. 
The  negative  should  be  at  the  fundus  and  the  positive  pole  resting 
in  the  neck  just  beyond  external  os,  the  current  of  five  milliamperes 
was  used  where  the  tissues  were  soft ;  ten  milliamperes  where  they 
were  hard.  The  negative  pole  being  placed  at  the  beginning  against 
the  fundus,  it  was  gradually  drawn  down  until  it  came  upon  the 
positive  one  at  the  cervix,  and  thus  he  brought  the  current  directly 
in  contact  with  the  lining  membrane  from  the  fundus  to  the  neck. 

His  experience  differed  from  Dr.  Wylie's  regarding  dilatation  and 
the  introduction  of  gauze.  He  made  use  of  Molesworth's  dilator 
which  could  be  introduced  until  it  passed  through  the  internal  os. 
Further  dilatation  of  the  canal  could  be  effected  by  turning  the 
screw.  Having  reached  the  desired  degree  of  dilatation,  pass  the 
gauze  through  the  canula-like  screw  by  which  the  dilatation  had 
been  effected.  The  proof  that  the  gauze  had  reached  the  fundus 
and  beyond  the  internal  os,  was  the  fact  that  when  pulled  upon  it 
would  not  come  out  readily,  being  held  by  uterine  contraction.  The 
gauze  packing  remained  in  the  uterus  two  days  after  application  of 
electricity,  the  patient  meanwhile  keeping  a-bed. 

In  ovarian  and  tubal  dysmenorrhcea  he  had  been  foolish  enough, 
he  said,  to  believe  that  he  had  obtained  a  positive  effect  from  the 
faradic  tension  current,  both  poles  within  the  vagina,  about  half  an 
inch  apart,  well  up  under  the  broad  ligaments.  As  much  current 
was  used  as  the  patient  could  bear  without  very  much  discomfort. 
This  treatment  was  most  successful  in  thin  patients.  In  fleshy  ones 
it  was  not  so  successful,  and  in  them  he  applied  with  better  effect 
the  galvanic  current,  one  pole  over  the  abdomen,  the  other  in  the 
lumbar  region. 

The  greater  his  experience  became  the  more  firmly  was  he  con- 
vinced that  dysmenorrhcea  was  only  a  symptom  due  to  derange- 
ment of  the  sympathetic  nervous  system  ;  that  it  was,  in  other  words, 
only  a  neurosis. 

Dr.  A.  II.  Buckmaster  said  that  while  there  were  many  cases  of 
dysmenorrhea  in  which  one  could  easily  make  out  a  diseased  con- 
dition of  the  uterus,  tubes,  or  other  organs,  there  were  other  cases 
in  which,  as  Dr.  Gunning  had  stated,  it  was  impossible  to  point  out 
any  distinctive  disease,  yet  the  patients  were  run  down  and  suffered 
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intense  pain  with  menstruation.  In  such  cases  he  could  not  under- 
stand how  one  could  accomplish  anything  by  dilating  or  scraping 
the  uterus,  or  by  any  strictly  operative  procedure.  The  treatment 
would  have  to  be  general,  with  a  view  of  building  up  the  general 
health,  and  of  avoiding-,  if  any  means  would  enable  one  to  do  so, 
the  administering  of  anodynes  during  the  pain.  If  such  results 
could  be  obtained  from  electricity  as  Dr.  McGinnis  had  said,  he 
thought  the  method  was  certainly  worthy  of  trial. 

Dr  Currier  thought  that  one  would  make  many  mistakes  if  he 
started  out  in  the  treatment  of  dysmenorrhcea  with  the  idea  that  it 
was  a  symptom  of  a  single  condition.  The  discussion  had  shown 
the  variety  of  opinions  which  prevailed  regarding  the  origin  of  the 
affection  in  different  cases.  Doubtless  the  cause  was  as  varied  as 
had  been  indicated  by  the  remarks  of  the  speakers.  He  would  not 
admit  that  there  was  not  a  dysmenorrhcea  associated  with  disease  of 
the  ovaries.  He  believed  there  were  unquestionably  cases  where 
.  the  Graafian  follicle  failed  to  rupture  :  that  there  was  great  tension 
and  pressure  upon  the  nerves  in  the  ovary,  and  consequently  pain 
or  dysmenorrhcea  occurring  at  the  menstrual  period.  Again,  if 
there  were  atresia  of  the  tube,  or,  if  through  previous  inflammation  it 
were  unable  to  contract  and  perform  its  share  of  the  labor  in  dis- 
charging blood  at  the  menstrual  period,  there  would  be  sufficient 
ground  for  dysmenorrhcea.  Then  all  admitted  that  there  might  be 
pain  from  mechanical  or  other  disturbance  connected  with  the 
uterus.  He  would  not  be  disposed  to  agree  with  Dr.  Wylie  if  he 
understood  him  correctly,  that  in  most  cases  dysmenorrhcea  was 
due  to  a  condition  of  the  uterus  limited  to  the  os  internum  or  just 
above  it.  He  had  seen  dysmenorrhcea  connected  with  contraction 
of  the  os  externum,  there  being  a  mere  pin-hole  opening,  and  after 
dilatation  or  incision  the  dysmenorrhcea  disappeared.  The  os  ex- 
ternum had  obstructed  the  outflow  of  secretions,  pain  was  the  re- 
sult and  was  relieved  when  the  obstruction  was  overcome. 

He  heartily  agreed  with  those  who  objected  to  at  once  making 
a  vaginal  examination  in  all  cases  of  dysmenorrhcea  occurring  in 
young  girls.  Every  other  means  should  first  be  tried  in  this  class 
of  patients,  and  only  when  all  failed  was  a  vaginal  examination 
warranted.  Tonic  treatment  in  dysmenorrhcea  occurring  in  girls 
usually  proved  very  satisfactory.  He  did  not  mean  iron  and  arse- 
nic alone,  but  regulation  of  the  diet,  exercise,  studies,  the  applica- 
tion of  the  general  laws  of  health. 

As  to  mechanical  dysmenorrhcea,  there  seemed  to  be  a  disposi- 
tion among  some  to  deny  its  occurrence.    The  class  of  cases  to 
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which  he  had  just  referred  would  show  the  possibility  of  dysmenor- 
rhcea  from  obstruction  at  the  os  externum.  Again,  he  was  con- 
vinced that  dysmenorrhcea  sometimes  resulted  from  an  obstruction 
situated  higher,  the  proof  of  which  was,  as  Dr.  Wylie  had  stated, 
the  result  of  treatment  based  on  that  view  of  the  cause. 

Regarding  the  value  of  electricity,  he  was  quite  in  sympathy 
with  the  views  expressed  in  the  paper.  His  experience  with  it, 
however,  had  been  limited  to  the  faradic  current,  and  in  the  class  of 
cases  to  which  it  was  regarded  as  applicable  it  would  very  gener- 
ally relieve  the  pain.  Almost  always  after  a  month,  the  bipolar 
method  being  resorted  to,  relief  followed,  but  he  was  not  quite  sure 
that  it  was  due  altogether  to  the  electricity.  Probably  the  dilata- 
tion and  allowing  discharges  free  escape  had  something  to  do  with  it. 

Dr.  Wylie  said  he  had  been  misunderstood  if  it  was  supposed 
that  he  denied  the  coexistence  of  ovarian  disease  associated  with 
dysmenorrhea.  He  had  simply  asserted  that  the  disease  of  the 
ovary  was  not  the  cause  of  the  dysmenorrhcea.  He  might  add  that 
he  believed  electricity,  not  used  as  a  destructive  agent,  might  prove 
beneficial  in  stimulating  to  development  imperfectly  formed  uteri. 
If  employed  as  a  destructive  agent  it  would,  like  all  caustics,  injure 
the  mouths  of  glands  and  follicles  and  give  rise  to  symptoms  at  or 
before  the  menopause. 

Dr.  Gunning  was  prompted  by  the  remark  which  had  been  made 
that  some  used  electricity  two  or  three  times  and  then  threw  it  aside 
as  unsatisfactory.  To  say  that  if  they  would  give  this  agent  as 
thorough  a  trial  as  they  did  the  old  method  of  cautery  and  scraping 
they  would  meet  with  greater  gatisfaction. 

Dr.  Grandin  wished  to  repeat  after  the  discussion  which  had  just 
taken  place,  that  it  was  perfectly  possible  to  introduce  the  gauze  up 
to  the  fundus  in  the  cases  under  consideration.  That  the  gauze 
would  stay  in  place,  that  the  method  was  not  dangerous,  and  he 
would  add  further  that  his  results  were  better  than  they  were  form- 
erly when  he  used  the  perforated  or  grooved  stem.  He  said  this  to 
emphasize  his  position. 

Dr.  McGinnis  closed  the  discussion.  He  thought  that  in  the 
first  class  of  cases  to  which  he  had  referred,  local  treatment,  strictly 
speaking,  was  not  called  for.  Electricity  proved  beneficial  by  its 
constitutional  effects ;  at  the  same  time  there  was  pain,  and  by  ap- 
plying the  current  in  the  manner  he  had  described,  it  had  some 
anaesthetic  influence  and  made  the  How  easier.  But  whatever 
might  be  the  explanation,  whether  through  a  local  or  a  constitutional 
influence,  the  electrical  treatment  caused  the  patients  to  get  better. 
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He  agreed  with  Dr.  Wylie,  that  a  strict  definition  of  the  word 
dysmenorrhcea  would  limit  its  use  to  pain  during  menstruation,  yet 
it  must  be  admitted  that  these  patients  had  pain  before  and  after 
menstruation,  and  it  was  our  duty  not  to  stand  too  much  on  the 
definition  of  terms,  but  to  proceed  to  their  relief,  and  for  his  own 
part  he  had  obtained  satisfactory  results  from  electricity.  His  ex- 
perience had  been  like  Dr.  Gunning's,  that  iron  and  arsenic  had  not 
proven  efficient  without  the  use  of  electricity.  He  heartily  agreed 
with  Dr.  Currier  in  condemning  too  hasty  resort  to  vaginal  examin- 
ations in  young  subjects.  He  had  stated  his  position  on  this  point 
in  a  paper  three  or  four  years  ago.  This  was  one  principle  reason 
why  he  used  the  two  plate  electrode  externally  rather  than  the  bi- 
polar or  internal  method.  Moreover,  the  bipolar  method  caused 
some  pain,  and  he  preferred  one  which  was  painless  while  yet 
efficient. 

Stated  Meeting,  December  15.  1S91. 

The  President,  Clement  Cleveland,  M.  D. ,  in  the  Chair. 

Dr.  George  M.  Edebohls  presented  a  patient  showing  ./  Menstrual 
Dermatosis  of  the  Face. 

The  patient,  a  girl  of  nineteen,  began  to  menstruate  at  eleven 
years.  The  periods  occurred  every  four  weeks  and  lasted  from  five 
to  eight  days.  Pain  for  a  day  or  two  before  and  during  the  entire 
flow,  of  late  years  increasing  in  severity,  existed  from  the  very  be- 
ginning of  menstruation.  She  came  under  the  care  of  Dr.  Edebohls 
in  June  of  the  present  year,  suffering  with  endometritis,  catarrhal 
salpingitis  of  both  sides,  and  anteflexion  of  the  uterus.  Acute  des- 
quamative nephritis,  with  considerable  albumen  in  the  urine,  existed 
at  the  time.  After  two  weeks'  treatment  for  the  latter  affection  pa- 
tient left  hospital.  She  returned  three  months  later,  when  the  albu- 
minuria was  found  to  have  permanently  disappeared.  The  pelvic 
conditions,  however,  remained  the  same.  The  patient  is  menstru- 
ating since  yesterday  and  the  eruption  is  at  the  height  of  its  devel- 
opment this  evening.  As  before  stated,  it  first  showed  itself  at  the 
age  of  fifteen.  From  fifteen  to  eighteen  it  appeared  with  clock-like 
regularity  two  days  before  each  menstrual  epoch  to  fade  away  with 
the  disappearance  of  the  flow.  At  eighteen  an  interruption  of  nine 
months  occurred,  during  which  the  eruption  did  not  appear :  since 
then  it  has  recurred  regularly  with  each  period,  always  in  exactly 
the  same  location  and  running  exactly  the  same  course.  The  erup- 
tion is  seated  upon  the  right  side  of  the  face  reaching  from  the  mid- 
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die  of  the  temple  to  near  the  angle  of  the  jaw,  in  the  form  "of  a  band 
twelve  centimeters  long  by  about  two  centimeters  in  width.  It  is 
a  vaso-motor  sensory  dermo-neurosis  beginning  as  an  erythema 
multiforme  two  days  before  each  menstrual  epoch.  The  erythema 
rapidly  increases  in  intensity,  taking  the  form  of  broad  elevations 
on  the  second  day.  On  the  third  day  vesicles  form  over  the  sur- 
face of  the  patch  which  dry  into  thin  crusts  or  scabs  on  the  fourth 
day.  The  crusts  fall  off  a  few  days  later,  and  with  the  cessation  of 
menstruation  desquamation  is  well  established.  The  entire  pro- 
cess repeats  itself  at  the  next  menstruation. 

The  first  appearance  of  the  rash  coincided  with  the  appearance 
of  symptoms  of  endometritis  at  the  age  of  fifteen.  Dr.  Edebohls 
proposed  to  attempt  the  cure  of  the  endometritis  and  double  salpin- 
gitis by  dilatation  of  the  uterine  canal,  thorough  curettement  and 
prolonged  gauze  drainage,  and  promised  to  report  the  effect  upon 
the  dermatosis  to  the  Society  at  a  future  date. 

Dr.  Edebohls  also  presented  specimens  from  two  different  cases,  the 
first  being  Lipoma ta  of  the  Omentum  Simulating  Uterine  Fibro- 
mata. 

The  patient  was  a  girl  of  twenty-five,  who  came  under  the  care 
of  Dr.  Edebohls,  November  3,  1891.  In  June,  1885,  when  nineteen 
years  of  age,  an  abdominal  section  was  performed  upon  her  by  a 
well-known  gynaecologist,  a  member  of  this  Society,  for  the  cure  of 
a  persistent  uterine  haemorrhage,  which  had  proved  rebellious  to  all 
measures  of  treatment  previously  tried.  She  has  not  lost  a  drop  of 
blood  per  vaginam  in  the  six  years  elapsed  since  the  operation,  and 
from  having  been  thin  and  emaciated  she  has  become  excessively 
stout.  She  remained  perfectly  well  up  to  about  four  months  ago, 
at  which  time  symptoms  of  vesical  disturbance  developed  and  grad- 
ually increased  in  intensity  until  latterly  they  have  become  well- 
nigh  unbearable. 

On  examination  the  vagina  and  cervix-uteri  are  found  atrophied. 
The  uterine  cavity  is  normal  in  direction  and  6.  5  cm.  dee]).  Clus- 
tered about  and  broadly  sessile  upon  the  body  of  the  uterus  and 
firmly  connected  w  ith  it  are  three  distinct  tumors  of  firm  consistence 
and  fairly  well-rounded  form,  measuring  each  from  five  to  ten  centi- 
meters in  diameter.  Their  shape,  contour  and  hardness  led  to 
their  being  diagnosticated  as  uterine  fibromata,  although  several  of 
the  symptoms  of  the  latter  condition  were  wanting. 

Laparotomy,  November  14  th,  through  the  well-healed  cicatrix 
of  former  laparotomy.    Omentum  found  nicely  spread  over  the  in- 
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testines.  Its  lower  margin  was  firmly  adherent  to  and  embraced 
the  uterus  all  around,  and  had  undergone  hypertrophy  to  such  an  ex- 
tent as  to  form  veritable  fatty  tumors  of  unusual  density,  the  largest 
of  which  measured  ten  centimeters  in  diameter.  The  adhesions  to 
the  uterus  were  so  firm  as  to  be  separated  only  with  the  greatest 
difficulty.  After  separation  from  the  uterus  and  the  stumps  of  the 
appendages  removed  at  the  first  laparotomy,  the  tumors  were  re- 
moved, the  omentum  being  tied  and  cut  across  some  five  centi- 
meters above  the  level  of  the  tumors.  With  the  exception  of  an  ex- 
tensive necrosis  of  the  fatty  tissue  of  the  excessively  thick  abdomi- 
nal walls,  patient  has  made  an  uneventful  recovery. 

The  second,  A  Lipoma  of  the  Omentum  Simulating  Intra-ligameniary 
Fibroma. 

derived  from  a  married  woman  of  thirty,  the  mother  of  eight  chil- 
dren. There  was  no  history  of  illness  previous  to  her  last  confine- 
ment, which  occurred  in  the  first  week  in  October,  1S91.  Two 
days  after  confinement  she  was  seized  with  pains  in  the  left  half  of 
the  pelvis  which  persisted  until  she  was  first  seen  by  Dr.  Edebohls, 
November  24,  1891.  A  tumor  was  found  in  left  groin,  bulging  out 
the  integuments  and  measuring  ten  centimeters  in  length  by  eight 
in  thickness.  Its  long  axis  ran  parallel  to  Poupart's  ligament.  The 
well-rounded  tumor  occupied  the  region  of  the  left  broad  ligament, 
crowding  the  uterus  over  to  the  ri^ht,  and  was  as  hard  as  a  fibroma 
on  bimanual  palpation.  Exploratory  puncture  proved  the  tumor  to 
be  solid  and  demonstrated  the  existence  of  serous  pelvi-peritonitis. 
The  appendages  on  the  left  side  could  not  be  recognized :  on  the 
right  side  they  were  normal.  At  the  first  examination  the  tumor 
seemed  connected  with  the  uterus.  A  day  later,  after  the  subsid- 
ence of  the  pelvi-peritonitis,  the  tumor  could  be  drawn  away  from 
the  side  of  the  uterus  to  the  extent  of  about  1.5  centimeters.  With 
the  recent  above-recorded  experience  with  lipomata  vividly  in  mind 
at  the  time,  yet  the  extreme  hardness  of  the  tumor  did  not  seem  to 
admit  of  a  diagnosis  other  than  fibroma,  which,  from  its  location, 
was  regarded  as  intra-ligamentary. 

On  abdominal  section,  December  2d,  the  lower  end  of  omentum 
was  found  thickened  so  as  to  form  an  extremely  hard  and  unyield- 
ing tumor,  nine  to  ten  cm.  long  by  six  cm.  in  transverse  diameter, 
wrapped  completely  around  and  firmly  united  to  left  tube  and 
ovary,  which  were  buried  in  its  interior.  Salpingitis,  leading  to 
moderate  thickening  of  left  tube :  left  ovary  normal.  Tumor,  left 
tube  and  ovary,  removed.     Right  appendages  found  normal  and  al- 
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lowed  to  remain.  The  ligature  with  which  the  pedicle  was  tied  cut 
through  the  friable  tissue,  necessitating  continuous  suture  of  the  en- 
tire width  of  the  left  broad  ligament,  deep  in  pelvis,  to  control 
haemorrhage.    Smooth  convalescence. 

This  makes  three  cases  in  which  Dr.  Edebohls  performed  lapa- 
rotomy and  removed  lipomata  of  the  omentum.  The  tumors  in 
each  instance  were  mistaken  for  fibromata.  A  report  of  the  first  case 
with  the  specimens  was  presented  to  the  Society  on  February  17th 
of  this  year.  In  that  case  the  omental  tumor  was  associated  with 
double  salpingo-oophoritis.  In  each  of  the  three  instances  the  free 
border  of  the  omentum  had  become  attached  by  adhesive  inflam- 
mation to  the  pelvic  viscera.  An  additional  source  of  blood  supply 
for  this  part  of  the  omentum  was  thus  secured,  and  under  the  influ- 
ence of  this  superabundant  nutritive  supply  the  attached  parts  of 
the  omentum  fattened  to  the  dignity  of  lipomata.  In  the  first  of 
the  cases  presented  this  evening  a  general  tendency  to  the  excessive 
formation  of  fatty  tissue  undoubtedly  aided  and  abetted  the  local 
process. 

While  thickening  of  the  omentum  in  connection  with  intra-pelvic 
inflammatory  affections  was  a  common  occurrence,  the  formation 
of  well-shaped  firm  lipomata  of  the  size  of  those  presented  was  be- 
lieved by  Dr.  Edebohls  to  be  somewhat  infrequent. 

Dr.  J.  R.  Goffe  presented  two  specimens :  1.  Diseased  Appendages 
from  /he  Left  Side  in  a  Syphilitic  Patient.  2.  Diseased  Vermi- 
form Appendix  Removed  During  Laparotomy  for  Shortenin g 
tiie  Ron? id  Ligaments. 

I  have  the  honor  of  presenting  to  the  Society  to-night  the  left 
uterine  appendages,  ovary  and  tube,  which  I  removed  from  a  pa- 
tient on  Wednesday  last.  She  was  unmistakably  syphilitic,  for  I 
was  fortunate  to  discover  the  primary  lesion  on  the  labium  about 
one  year  and  a  half  ago,  and  have  had  her  and  her  husband  under 
specific  treatment  ever  since.  She  had  a  miscarriage  at  four 
months  six  years  ago,  and  has  complained  of  trouble  in  the  left 
ovarian  region  dating  from  that  accident,  but  nothing  serious.  Dur- 
ing the  past  summer  the  pain  became  constantly  more  pronounced, 
and  upon  examination  in  October  I  discovered  the  enlarged  tube 
and  ovary  and  advised  removal.  There  was  nothing  unusual  about 
the  operation  and  her  recovery  thus  far  has  been  uninterrupted. 

I  present  the  specimen  here  to-night  for  the  purpose  of  putting 
it  into  the  hands  of  the  pathologist,  that  he  may  see  what  the  micro- 
scope lias  to  reveal  regarding  the  aetiology  of  the  trouble — whether 
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this  unusual  enlargement  is  a  hyperplasia  due  to  syphilis,  or  whether 
it  is  the  result  of  septic  infection  following  the  miscarriage.  If  it 
is  the  former,  the  question  will  arise  how  far  it  might  have  been 
controled  and  reduced  by  constitutional  treatment.  And  this  ques- 
tion, of  course,  can  be  considered -to-night. 

At  the  time  of  removal  the  tube  was  deeply  congested  and  so 
firm  to  the  touch  that  it  was' questionable  whether  the  enlargement 
was  due  to  accumulation  of  fluid  or  to  hypertrophy  of  its  walls. 
The  tube  was  quite  free,  but  the  ovary  was  firmly  adherent. 

The  second  specimen  is  a  vermiform  appendix  discovered  acci- 
dentally in  the  course  of  a  laparotomy  yesterday.  The  intent  of 
the  operation  "was.  the  shortening  of  the  round  ligaments  for  proci- 
dentia. In  the  early  stage  of  the  operation  my  fingers  came  in 
contact  with  an  unusual  process  curling  over  the  top  of  the  right 
broad  ligament  well  out  towards  the  wall  of  the  pelvis,  and  reach- 
ing down  to  the  bladder. 

I  suspected  at  once  what  it  was.  and  after  completing  the  main 
Operation  drew  it  up  out  of  the  Wound  It  was  so  much  enlarged 
in  length  and  diameter  that  I  thought  it  best  to  remove  it.  It  con- 
tained a  thick  substance  like  a  combination  of  pus  and  epithelium, 
but  no  solid  substance.  Microscopically  it  appears  to  be  com- 
posed of  broken-down  epithelium  and  oil  globules.  The  situation 
of  the  appendix  in  the  pelvis  is  of  interest  as  showing  how  com- 
pletely it  may  be  displaced  from  its  assigned  position  in  the  abdo- 
men. 

Dr.  W.  R.  Pryor  said,  with  regard  to  the  erythematous  eruption 
on  the  face  at  the  menopause  seen  in  Dr.  Edebohls's  patient,  that  in 
Europe  a  similar  condition  had  been  produced  at  will  by  some  ob- 
servers, in  cases  of  anteflexion,  with  dysmenorrhcea,  by  applying 
leeches  to  frhe  cervix. 

The  specimens  which  had  been  presented  by  Dr.  Edebohls  re- 
minded him  of  a  clinical  fact  to  which  he  had  found  but  one  excep- 
tion. When  the  omentum  was  down  and  adherent,  it  was  always 
on  the  right  side,  not  on  the  left  side,  of  the  uterus.  In  the  single 
exception  which  had  come  under  his  observation,  the  omentum  was 
adherent  on  both  sides.  These  observations  might  have  some  bear- 
ing on  the  diagnosis  in  the  class  of  cases  narrated  by  Dr.  Edebohls. 

Dr.  A.  F.  Currier  said  the  periodic  eruption  on  the  face,  in  the 
patient  presented,  had  some  similarity  to  what  had  been  observed  in 
purpura.  He  recalled  one  case,  and  thought  he  had  seen  two  or 
more  others,  in  which  the  purpuric  spots  became  much  more  prom- 
inent at  the  menstrual  epochs.     Xaevi  or  birth-marks  were  well 
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known  to  become  of  deeper  hue  during-  the  menstrual  periods,  but 
Dr.  Edebohls's  patient  said  that  she  had  nothing  of  the  kind. 

Dr.  H.  T.  Hanks  said  that  many  years  ago  Dr.  Peaslee  exhibited 
a  woman  who  had  slight  haemorrhage  at  each  menstrual  epoch 
from  under  the  arm.  It  was  an  established  fact  that  women,  like 
the  lower  animals,  tended  to  bleed  from  any  sores  or  eruptions 
which  might  be  present  at  the  menstrual  periods. 

Dr.  Goffe  thought  the  discoloration  was  so  marked  and  the  irri- 
tation so  extreme  in  the  patient  presented  that  it  closely  resembled 
vicarious  menstruation.  He  had  a  patient  who,  a  few  years  ago, 
menstruated  vicariously  from  under  the  arm  for  a  number  of  pe- 
riods, he  having  seen  it  on  two  occasions.  The  odor  became  strong 
before  the  period,  and  then  oozing  of  blood  would  take  place,  but 
there  was  not  the  amount  of  redness  which  was  seen  on  the  face  of 
the  patient  presented. 

Dr.  Pkyor  inquired  of  Dr.  Edebohls  whether  he  used  the  aspi- 
rator needle  in  the  cases  of  the  specimens  presented,  and  what  he 
had  obtained. 

Dr.  Edebohls  replied  that  puncture  was  made  in  one  case.  The 
patient  came  into  the  hospital  with  an  acute  pelvi-peritonitis.  The 
hard  tumor  was  felt  and  punctured  and  nothing  withdrawn,  but  on 
passing  the  needle  alongside  the  tumor  into  the  cavity  of  the  pelvic 
peritonaeum  yellowish  serum  was  obtained.  This  coagulated  on 
addition  of  nitric  acid.  To  differentiate  it  from  urine,  which  it  re- 
sembled, the  urine  was  drawn  and  was  found  to  be  free  from  albu- 
men. 

The  existence  of  serous  pelvi-peritonitis  was  thus  established. 
The  patient  was  then  put  in  bed  for  a  week,  the  fluid  meamvhile 
disappeared,  and  the  tumor  could  be  distinctly  mapped  out. 

With  regard  to  the  omentum  being  more  likely  to*be  low  and 
adherent  on  the  right  side,  these  cases  did  not  bear  out  that  view. 
In  the  first,  the  omental  tumor  was  squarely  in  front  of  the  uterus; 
In  the  second  case,  one  was  on  the  right,  one  on  the  left,  one  on 
top  of  the  uterus  ;  in  a  third  case  there  was  a  solitary  tumor,  and  it 
was  on  the  left  broad  ligament. 

Dr.  Pkyok  having  added  that  he  referred  only  to  adhesion  of  the 
omentum,  and  not  to  cases  in  which  it  presented  tumors,  Dr.  Ede- 
bohls said  that  in  these  three  cases  the  omentum  had,  doubtless, 
first  been  adherent  in  these  positions,  and  then  assumed  the  form 
of  tumors. 

Dr.  Edkbohls  said,  with  reference  to  Dr.  Goffe's second  case,  that 
lie  did  not  believe  uterine  prolapsus  could  be  relieved  even  tempo- 
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rarily  by  shortening  the  "round  ligaments  alone,  whether  the  shorten- 
ing were  made  inside  the  abdomen  or  outside  by  Alexander's  oper- 
ation. He  had,  therefore,  abandoned  this  operation  for  prolapsus, 
and  used  it  only  for  retroversion. 

Dr.  W.  Gill  Wylie  said  there  was  apparently  a  good  deal  of 
difference  between  his  experience  and  that  of  Dr.  Kdebohls  with 
shortening  the  round  ligaments.  He  had  found  Alexander's  opera- 
tion very  efficient  in  holding  the  uterus  up  away  from  the  rectum; 
in  cases  where  there  was  much  relaxation,  the  organ  retroverted 
and  prolapsed  against  the  rectum.  By  this  operation  he  had  cured 
many  women- who  had  been  invalids  for  years  in  spite  of  attempts 
which  various  physicians  may  have  made  to  correct  the  displace- 
ment by  means  of  pessaries,  etc.  It  seemed  the  Alexander  opera- 
tion had  been  much  neglected  by  many  eminent  gynaecologists  in 
this  country,  and  in  the  hands  of  others  it  seemed  often  to  fail  be- 
cause of  their  inability  to  find  the  ligament  by  means  of  a  small 
tenaculum  with  which  to  lift  and  evert  the  tissues.  At  the  ring  it 
could  be  almost  invariably  found  as  a  glistening,  strong  tendon. 

Dr.  Edebohls  said  he  yielded  in  enthusiasm  as  to  the  merits  of 
the  Alexander  operation  probably  to  nobody.  There  was  no  oper- 
ation in  the  whole  range  of  gynaecological  surgery  which  gave  him 
more  satisfactory  results  when  properly  applied  in  suitable  cases  of 
retroversion.  But  the  distinction  which  the  last  speaker  had  made 
was  really  "one  without  much  of  a  difference.  He  had  spoken  of 
prolapsus  of  the  fundus  of  the  uterus  backward  toward  the  sacrum. 
Dr.  Edebohls  would  call  that  condition  retroversion,  and  it  was  just 
in  that  class  of  cases  that  he  would  resort  to  the  Alexander  opera- 
tion, provided  there  was  no  contra-indication.  But  when  there 
was  real  prolapsus,  a  downward  displacement  of  the  uterus,  he  had 
found  that  the  shortened  round  ligaments  would  not  hold  the  uterus 
in  place,  unless  indeed  other  operations,  as  narrowing  of  the  va- 
gina, amputation  of  the  cervix,  etc.,  were  performed  at  the  same 
time.  But  where,  in  cases  of  prolapsus,  combined  operations 
were  called  for,  he  would  prefer  ventral  fixation  to  Alexander's  oper- 
ation, for  the  reason  that  it  required  less  time  in  its  performance, 
and  sustained  the  uterus  more  firmly  and  at  a  higher  level  in  the 
body. 

Dr.  Goffe  said  that  a  surgeon  in  Brooklyn  had  already  in  this 
case  operated  on  the  perinaeum,  cervix,  and  anterior  wall  of  the  va- 
gina; in  fact,  the  patient  had  submitted  to  about  all  the  operations 
which  she  could  to  relieve  her  difficulty,  except  shortening  of  the 
round  ligaments,  and  he  proposed  to  fill  this  gap.    Judging  by  his 
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past  experience,  he  would  obtain  a  good  result  from  this  procedure. 
He  had  operated  twice  where  the  uterus  presented  through  the 
vulva,  and  the  result  had  been  satisfactory  in  both  cases.  He, 
however,  had  the  patient  continue  to  wear  a  pessary  for  three  or 
four  months  after  the  operation,  to  relieve  temporarily  the  strain 
upon  the  ligaments. 

Dr.  Wylie  said  the  question  of  disease  and  displacement  of  the 
vermiform  appendix  had  interested  him  a  good  deal.  He  had  often 
found,  in  his  operations  for  removal  of  the  diseased  tubes  and  ova- 
ries, the  appendix  adherent  to  the  diseased  mass  on  the  right  side. 
Frequently  under  such  circumstances,  if  it  did  not  appear  much 
diseased  it  yet  bled  so  freely  when  the  adhesions  were  broken 
that  it  was  necessary  to  tie  it  off.  In  quite  a  number  of  cases  the 
appendix  was  quite  diseased,  and  in  two  or  three  it  was  doubtful 
whether  the  disease  had  started  in  the  vermiform  process  or  in  the 
tube  and  ovary.  One  rather  remarkable  case  occurred  in  a  young 
girl,  who  went  away  from  home  while  menstruating;  the  flow  ceased 
suddenly,  she  was  brought  home,  developed  an  attack  of  acute 
peritonitis,  and  when  he  saw  her  for  the  first  time,  on  the  fifth  day, 
there  was  commencing  fecal  vomiting;  nothing  had  passed  through 
the  bowel.  It  was  evident  that  a  fatal  termination  would  take  place 
soon,  unless  something  was  done  at  once.  He  found  marked  ten- 
derness on  the  right  side  near  the  ilium.  His  diagnosis  was  an  at- 
tack of  acute  suppurative  peritonitis,  and  as  the  woman  was  young, 
healthy,  and  had  had  no  uterine  trouble,  the  origin  was  likely  to 
have  been  in  the  vermiform  appendix.  He  opened  the  abdomen, 
found  any  amount  of  puss  and  lymph  and  adhesions  in  all  direc- 
tions. The  vermiform  appendix  was  found  to  have  sloughed  and 
was  perforated.  When  the  adjoining  fallopian  tube  was  separated 
from  the  adhesions,  it  was  so  congested  that  it  bled  freely  and  was 
removed  with  the  corresponding  ovary.  The  patient  made  a  good 
recovery.  This  combination  of  disease  of  the  appendix  and  tube 
on  the  right  side  was  rather  common  in  young  women. 

Dr.  Joseph  E.  Janvrin  presented  the  report  of  Dr.  Wm.  H.  Porter  on 
the  Diseased  Tubes  and  Ovaries  which  he  had  exhibited  on 
Nov.  17,  1 89 1. 

The  Specimen  for  examination  consisted  of  the  fallopian  tubes, 
which  in  their  gross  appearance  presented  the  following  conditions. 
They  were  in  the  form  of  cylindrical  masses,  about  three  inches 
long  and  an  inch  in  diameter.  They  were  semi-solid  in  consistancy. 
When  divided  transversely,  the  lumen  was  found  to  be  very  much 
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dilated  and  perfectly  empty.  There  was  no  evidence  of  the  tubes 
having  contained  blood,  serum  or  pus,  and  still  the  lumen  appeared 
to  have  been  fully  one-half  inch  in  diameter.  No  positive  stenosis 
could  be  found  at  either  end  of  the  tubes. 

Microscopic  examination  showed  the  epithelium  lining  of  the 
tubes  to  be  completely  intact  and  the  cillia  of  the  epithelial  cells  was 
perfectly  preserved.  There  was  no  evidence  found  in  the  epithelial 
cells  or  in  the  tissues  immediately  beneath  the  epithelium  of  any 
acute  inflammatory  process,  but,  on  the  contrary,  the  epithelial  cells 
and  the  tissues  immediately  adjacent  thereto  were  perfectly  normal. 

In  the  deeper  tissues  surrounding  the  tubes  there  was,  however, 
a  hyaline  thickening  of  the  arterioles  and  smaller  arteries,  and  their 
lumen  was  very  much  expanded. 

The  tissues  around  these  dilated  vessels  were  very  much  infil- 
trated with  small  round  cells.  In  fact,  all  the  tissue  of  this  enlarged 
mass,  except  that  immediately  underneath  the  epithelial  lining,  was 
more  or  less  infiltrated  with  these  cells,  which  appeared  to  lie  in  the 
lymph  spaces.  They  were  not  aggregated  together  and  embedded 
in  a  homogeneous  substance  as  occurs  in  connection  with  sarcoma- 
tous changes,  but  it  resembled  more  the  diffuse  cellular  infiltration 
of  a  syphilitic  neoplasm.  There  was  no  well-defined  sarcomatous 
tissue  of  any  kind  which  was  so  characteristic  in  some  of  the  other 
specimens  of  similar  gross  appearances  that  I  have  examined. 
Neither  was  there  any  mixomatous  tissue  or  development  of  new 
blood-vessels  common  to  sarcoma. 

The  microscopic  appearances  are  more  those  of  a  general  hyper- 
trophic thickening  and  cellular  infiltration  that  naturally  would  fol- 
low upon  such  an  expanded  condition  of  the  arterial  walls. 

The  general  appearance  strongly  resembles  a  syphilitic  infiltra- 
tion of  the  higher  type  of  tissue  formations,  and  not  a  sarcomatous 
or  acute  inflammatory  process. 

Signed  William  Henry  Porter,  M.D. 

Dec.  14,  1 89 1. 

Dr.  Janvrin  related  a  similar  case  which  he  had  operated  upon 
a  year  before,  removing  both  tubes  and  ovaries  for  syphilitic  de- 
generation, and  in  that  case  the  vermiform  appendix  was  massed 
with  the  right  ovary  and  tube  and  was  removed.  The  patient 
made  an  excellent  recovery. 

Hydrostatic  Pneumonia  following  Laparotomy  for  Py>osalpi?ix. 

Dr.  A.  P.  Dudley  related  the  following  case  and  asked  for  infor- 
mation how  to  treat  the  hydrostatic  pneumonia  :  The  woman  had 
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been  suffering  during  four  years  with  what  had  been  supposed  to 
be  a  gall-stone  working  its  way  down  the  duct.  She  finally  saw 
Dr.  Janeway,  who  told  her  that  she  did  not  have  gall  stones.  She 
was  then  sent  to  Dr.  Dudley  for  an  operation.  She  had  been  de- 
livered of  a  child  seven  weeks  before,  and  after  that  date  her  pains 
had  grown  worse,  so  that  she  had  become  a  confirmed  opium- 
eater.  Laparotomy  was  made  yesterday  for  what  he  supposed  to 
be  double  pyosalpinx,  and  this  opinion  was  confirmed  by  what 
was  found.  There  was  no  gall-stone,  but  a  large  pyosalpinx 
existed  on  both  sides,  adherent  to  the  intestines,  and  on  one  side 
there  was  a  varicocele  as  large  as  his  thumb.  It  required  nearly 
an  hour  to  remove  the  tubes,  during  which  time  the  patient  inhaled 
nearly  a  pound  of  ether.  As  soon  as  the  etherization  was  begun, 
the  lungs  commenced  to  fill  up  with  mucus,  the  case  behaving  in 
this  respect  like  one  which  he  had  had  before,  and  it  was 
on  this  point  that  he  desired  the  opinion  of  the  members. 
Completing  the  history  of  the  case,  Dr.  Dudley  said  it  was  an 
instance  where  the  pus  had  distended  the  uterine  extremity  of  the 
tube,  and  in  applying  the  ligature  at  the  uterine  junction,  the  tube 
separated  and  pus  escaped.  He  then  curetted  both  horns  of  the 
uterus  and  sewed  them  over  and  over  with  catgut,  packed  the  pel- 
vis with  gauze,  allowing  the  ends  of  the  strips  to  pass  down  into 
the  vagina  through  an  opening  which  he  made  posterior  to  the 
uterus,  in  order  to  obtain  drainage.  He  thought  the  patient  would 
recover  were  it  not  for  the  condition  of  the  lungs  which  seemed  to 
be  in  a  state  of  hydrostatic  pneumonia.  The  heart  beat  at  the  rate 
of  1 60,  and  was  not  responding  to  stimulants.  There  was  no  pain 
in  the  pelvis.  The  treatment  directed  to  the  heart  had  been  digi- 
talis, strophanthus  and  ammonia ;  to  the  lungs,  atropia  and  glo- 
nodin,  1-100  of  a  grain  each,  hypodermically.  These  remedies 
repeated  every  two  hours. 

Dr.  Wylie  said  that  while  he  did  not  know  much  about  mucus 
on  the  lungs,  yet  the  case  was  interesting  to  him  in  several  re- 
spects. He  had  many  years  ago  learned  that  it  was  not  safe  to 
perform  laparotomy  in  opium-eaters  until  this  habit  had  been  got- 
ten pretty  well  under  control.  This  experience  suggested  that  it 
might  be  failure  to  properly  regulate  the  amount  of  opium  called 
for  by  Dr.  Dudley's  patient  which  had  something  to  do  with  the 
excessive  secretion  of  mucus  in  the  lungs.  The  case  also 
reminded  him  of  the  fact  that  a  laparotomy  undertaken  for  salpin- 
gitis soon  after  labor  or  abortion  was  likely,  owing  to  the  friability 
and  subinvoluted  state  of  the  uterus,  to  be  accompanied  by  unusual 
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difficulties  and  risks.  If  possible,  the  operation  should  be  post- 
poned until  involution  could  be  first  secured. 

He  might  add  further,  that  in  cases  somewhat  similar  to  the  one 
related  it  was  his  custom,  if  there  were  fluctuation  in  the  vaginal 
cul-de-sac,  to  evacuate  the  abscess  from  that  region,  and  later  deal 
radically  with  the  sac,  or,  if  necessary,  in  order  to  locate  the  ab- 
scess more  exactly,  do  laparotomy,  then  open  through  the  vagina, 
close  the  abdominal  opening  and  later,  after  acute  sepsis  had 
passed  over,  resort  to  more  radical  measures. 

He  thought  la  grippe  might  have  something  to  do  with  the 
mucus  in  the  lungs. 

Dr.  Hanks  thought  that,  for  the  excessive  amount  of  mucus  on 
the  lungs  and  in  the  bronchial  tubes,  nothing  would  prove  so 
effectual  as  the  inhalation  of  oxygen.  He  had  had  a  somewhat 
similar  experience  within  a  fortnight,  in  which  the  oxygen  was 
given  for  two  hours,  and  the  patient  came  out  all  right. 

He  did  not  doubt  that  he  voiced  the  thought  of  Dr.  Dudley  by 
saying  in  reply  to  Dr.  Wylie  that  in  cases  of  puerperal  pyosalpinx 
an  operation  could  not,  in  many  instances,  be  postponed. 

Dr.  Currier  remarked  with  regard  to  the  probable  value  of  oxy- 
gen gas  in  this  case  that  he  had  had  a  case  a  year  ago  in  which, 
while  there  was  no  hypersecretion  of  mucus,  there  was  extensive 
implication  of  the  lung  and  great  distress  of  the  heart,  and  he 
thought  oxygen,  which  was  administered  for  twelve  hours,  was 
the  cause  of  saving  life. 

The  president  had  done  Pryor's  operation  for  the  cure  of  ventral 
hernia  in  a  case  about  two  years  ago,  and  immediately  the  patient 
was  taken,  like  in  Dr.  Dudley's  case,  with  hypersecretion  of  mucus 
from  the  lungs,  followed  within  twenty-four  hours  by  hydrostatic 
pneumonia.  The  treatment  was  strong  stimulation  and  counter- 
irritation  by  blister  over  the  base  of  both  lungs.  The  patient 
recovered  and  the  hernia  was  cured. 

Dr.  Florian  Krug  read  a  paper  entitled  Total  Extirpation  versus 
Leaving  a  Stump  in  Operations  for  Uterine  Fibroids.  (See  page 
13)- 

Dr.  Hanks  stated  that  before  he  saw  Dr.  L.  A.  Stimson  remove 
a  fibroid  tumor  and  treat  the  stump  intra-peritoneally  three  years- 
ago,  he  had  tried  the  extra-peritoneal  method  taught  by  Bantock  in 
several  instances,  but  with  only  one  success,  which  discouraged  him 
very  much.  Witnessing  the  skill  with  which  Dr.  Stimson  performed 
the  operation  by  the  intra-peritoneal  method,  he  decided  that  in  his- 
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next  case  he  would  pursue  the  same  course,  but  the  opportunity 
had  not  presented  itself,  for  the  simple  reason  that  he  had  been 
able  in  the  cases  which  had  come  under  his  treatment  to  give  relief 
by  electricity.  He  had  been  delighted  to  observe  since  Dr.  Stimson 
performed  that  operation  three  years  ago,  that  several  others  in 
this  country  had  been  working  in  a  similar  line  until  it  might  be 
supposed  that  now  we  had  attained  almost  the  ideal  method.  He 
had  only  to  refer  to  the  work  of  Dr.  Goffe,  Dr.  Dudley,  and  to  that  of 
Dr.  Krug,  to  show  what  was  being  done  at  home  to  attain  an  ideal 
method.  The  work  had  been  carried  so  far  along  that  he  thought 
all  good  abdominal  surgeons  would  henceforth  be  able  to  treat 
these  patients  in  the  best  and  most  successful  manner.  When  we 
should  be  able  to  differentiate  more  exactly  and  readily  between 
cases  which  could  be  relieved  by  galvanism  and  those  that  required 
an  operation,  he  thought  he  would  have  arrived  at  a  period  when 
cases  of  fibroids  could  be  managed  very  satisfactorily  indeed. 

Dr.  Wylie  said  he  had  listened  with  a  great  deal  of  interest  to  the 
reading  of  the  paper,  and  that  he  certainly  agreed  with  the  author  in 
the  main.  Referring  briefly  to  his  experience  with  this  class  of  cases, 
he  said  that  when  he  became  connected  with  Bellevue  Hospital  in 
1882,  the  second  case  which  he  had  to  operate  upon  was  one  of 
fibroid  tumor  of  the  uterus,  the  tumor  weighing,  after  its  removal, 
sixty  pounds  and  measuring  sixteen  inches  in  diameter.  When 
he  started  to  do  the  operation  it  was  his  intention  to  take  most  of 
the  tumor  away  and  leave  a  very  small  stump  to  be  dropped  back 
into  the  cavity.  He  had  previously  shown  the  Society  an  instru- 
ment which  he  then  devised  to  raise  up  the  vaginal  wall  and  the 
stump  to  enable  him  to  reach  the  seat  of  haemorrhage,  should  any 
of  degree  take  place.  It  consisted  of  a  stick  with  a  large  cork  on 
the  end.  Unfortunately  he  employed  the  elastic  ligature  in  this 
case,  and  from  that  time  conceived  a  dislike  for  it.  It  cut  so  far 
into  the  broad  ligament,  that  after  the  tumor  had  been  removed  at 
least  a  quart  of  blood  had  escaped  into  the  cavity  from  the  vessels 
divided  by  the  elastic  ligature.  He  expected  a  fatal  termination  at 
once,  but,  the  patient  being  strong,  she  withstood  this  loss.  But 
afterward,  on  lifting  the  separated  tumor,  the  forceps  accidentally 
pulled  off  the  main  ligature  from  the  stump  and  haemorrhage  took 
place  from  the  uterine  arteries.  The  arteries  were  soon  caught 
with  little  further  loss  of  blood,  yet  the  patient  died  afterward. 
This,  he  believed,  was  one  of  the  first  attempts  to  take  out  a  fibroid 
in  that  way  made  in  this  country.  Dr.  Sims  had  previously  taken 
out  fibroids  and  dropped  the  stump,  but  it  was  his  belief  that  all 
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the  patients  had  died.  After  that,  Dr.  Wylie  resorted  to  the  exter- 
nal method,  and  was  so  successful  as  to  have  nine  or  ten  patients 
recover  in  succession.  He  made  use  of  a  modified  ecraseur.  He 
was  thus  encouraged  to  go  on  with  the  method  which  was  much 
like  that  performed  by  Tait  and  Keith,  until  the  number  mounted 
up  to  twenty-five  or  thirty  with  not  more  than  three  or  four  deaths. 
Several  years  later  he  resorted  to  a  method  in  certain  cases  much 
like  the  operation  Dr.  Krug  had  described.  In  some  he  left  a  small 
stump  draining  through  the  vagina.  Of  two  hundred  laparotomies 
which  he  had  performed  the  past  year,  probably  not  fewer  than 
thirty-five  were  hysterectomies  for  fibroids.  The  majority  of  them 
were  quite  complicated  cases,  a  number  having  been  refused  an 
operation  by  eminent  gynaecologists.  Thirty  or  forty  per  cent, 
showed  some  form  of  peritonitis,  the  suppurative  form  being  pres- 
ent in  three  or  four  cases  ;  in  some  there  was  also  pyosalpinx,  in 
others  cancerous  degeneration.  Out  of  the  whole  number  he 
believed  only  three  died,  two  of  the  three  being  cases  that  he  had 
hardly  expected  to  save  before  he  undertook  the  operation.  He 
employed  all  the  various  methods  of  operating.  The  most  serious 
criticism  which  could  be  made  upon  the  paper  did  not  concern  the 
method  advised,  but  rather  the  recommending  it  so  positively  at 
the  present  date  for  every  case  of  so  varied  a  condition.  So  many 
of  his  own  cases  had  been  of  so  severe  a  nature  that  the  operation 
recommended  by  Dr.  Krug  would  not  have  been  applicable,  or  at 
least  it  would  have  proven  very  difficult.  Take,  for  instance,  one 
case  in  which  the  tumor  weighed  thirty-five  pounds  and  was  so 
large,  that  it  was  necessary  in  doing  the  operation  to  pass  from  one 
side  of  the  table  to  the  other  ;  where  the  adhessions  were  such,  and 
the  pelvic  structures  including  large  vessels  and  ureters  so  dis- 
placed, that  had  he  attempted  to  take  out  the  entire  mass  with  the 
uterus  serious  injury  must  have  resulted.  The  patient  recovered. 
The  point  which  he  wished  to  make  was  that  the  operation  must 
be  adapted  to  the  case.  In  most  instances  he  thought  the  oper- 
ation Dr.  Krug  had  described  would  Ife  applicable  and  would  give 
best  drainage.  The  aim  should  be  to  make  the  operation  approach, 
as  nearly  as  possible,  to  that  of  vaginal  hysterectomy,  which  at 
present  was  almost  uniformly  successful.  But  there  were  some 
cases  in  which  fixing  the  stump  outside  would  prove  easier, 
simpler,  and  give  for  that  class  of  cases  the  best  results.  They 
included  cases  in  which  the  uterus  was  elongated  and  where  there 
would  be  no  tension. 
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But  there  was  one  serious  objection  to  the  extra-peritoneal 
method  which  he  thought  might  apply  even  in  cases  which  seemed 
in  general  well  adapted  to  it.  It  consisted  in  such  close  relation- 
ship of  the  broad  ligament  to  the  sigmoid  flexure,  that  when  the 
tumor  was  removed  and  the  stump  was  pulled  upon  to  fix  it  in  the 
abdominal  opening  tension  might  be  made  upon  the  gut  and  cause 
sufficient  obstruction  to  result  seriously.  He  was  convinced  that 
he  lost  one  or  two  cases  almost  solely  from  mechanical  obstruction 
brought  about  in  this  way.  Now  he  always  ties  the  broad  ligament 
and  lets  it  drop  back,  yet  even  in  this  case  there  might  be  sufficient 
change  of  position  of  the  intestine  to  give  bad  results. 

He  said  he  never  allowed  himself  to  be  influenced  in  choosing 
between  procedures  by  the  fact  that  one  involved  to  himself  less 
after-trouble.  He  gave  heed  alone  to  the  question,  which  oper- 
ation was  most  likely  to  save  the  patient's  life. 

Dr.  Arthur  Johnson,  of  Cincinnati,  an  invited  guest,  said  he  had 
been  very  successful  in  the  few  cases  which  he  had  operated  upon 
by  resorting  to  the  external  method,  but  they  were  too  few  in  num- 
ber to  base  upon  them  any  general  conclusions.  He  thought  that 
to  attribute  the  operation  for  removal  of  fibroid  tumors  of  the 
uterus  to  any  one  man  would  be  like  giving  the  honor  to  any  one 
person  for  having  presented  us  with  the  perfected  locomotive.  He 
agreed  with  Dr.  Wylie  that  there  were  some  cases  of  dumb-bell- 
shaped  uterus,  etc.,  in  which  Dr.  Krug's  operation  would  not  be 
practicable.  The  method  was  somewhat  similar  to  that  resorted 
to  by  Dr.  Byford,  except  that  the  latter  left  a  small  stump  behind 
which  he  fastened  down  in  the  vagina. 

Dr.  Goffe  still  preferred  the  operation  which  he  had  described, 
and  which  the  author  had  done  him  the  honor  of  mentioning  in 
the  paper,  to  the  one  performed  by  Dr.  Krug.  He  agreed  with  the 
author  that  it  would  be  very  easy,  having  gone  down  as  far  as  it 
was  necessary  to  do  in  operating  in  the  manner  which  he  (Dr. 
Goffe)  recommended,  to  go  farther,  pass  a  ligature  down  through 
the  vagina,  include  the  uterine  artery,  and  take  away  the  whole  of 
the  cervix.  The  only  object  which  he  had  in  leaving  the  cervix 
was  to  retain  the  vault  and  normal  contour  of  the  vagina,  continu- 
ing supports  which  nature  had  given. 

Besides  having  the  advantage  of  leaving  the  normal  contour  of 
the  vaginal  roof,  the  method  permitted  of  drainage  through  the 
cervix,  which  was  the  chief  reason  why  Dr.  Krug  had  taken  out 
the  entire  uterus  instead  of  making  a  stump.  That  there  was  a 
possible  disadvantage  in  taking  out  the  entire  organ  was  proven 
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in  a  case  in  which  he  performed  hysterectomy  for  cancer,  the 
woman  complaining  somewhat  bitterly  afterward  of  pain  on  coitus, 
because  the  vagina  had  been  shortened,  not  leaving  sufficient 
room.  As  to  the  comparative  safety  of  the  two  methods,  he  and 
Dr.  Krug  had  had  about  the  same  number  of  cases  with  about  the 
same  mortality,  one  death  out  of  five  or  six. 

The  remarks  of  Dr.  Wylie,  he  thought,  were  quite  apropos,  to 
the  effect  that  we  now  had  at  least  three  well-known  methods  of 
disposing  of  the  stump  in  removal  of  fibroid  tumors,  and  we  should 
employ  the  method  which  was  best  adapted  to  the  individual  case. 

Dr.  Edebohls  would  express  at  the  commencement  that  he  was 
fully  in  accord  with  the  views  expressed  by  Dr.  Krug  in  his  paper. 
They  were  based  on  sound  surgical  principles.  But  he  did  not 
believe  the  method  described  should  be  applied  indiscriminately  to 
every  case  of  fibroid  tumor  of  the  uterus  which  called  for  an 
operation. 

The  method  should  be  varied  to  suit  the  case  in  hand.  His 
own  experience  in  the  operative  treatment  of  fibromata-uteri  was 
limited  to  ten  cases.  In  two  the  tumor  was  removed  per  vaginam, 
both  patients  recovering.  In  two  the  appendages  were  removed  ; 
these  also  made  good  recoveries  ;  the  tumors  .shrank  in  size  and 
the  patients  were  perfectly  relieved  of  all  their  symptoms.  In  two 
others  the  fibromata  were  pediculated  ;  the  pedicle  was  tied,  cut. 
and  the  tumors  removed  with  the  same  ease  as  simple  ovarian 
tumors  ;  both  recovered.  Two  again  were  treated  by  myomectomy, 
enucleation  of  the  tumors,  three  in  number  in  one  case  and  fourteen 
in  the  other.  One  of  these,  the  patient  with  three  tumors,  re- 
covered ;  the  other  died  of  shock  within  twenty-four  hours. 

On  autopsy,  thirty-four  additional  fibromata  were  found.  The 
fibromata  filled  the  entire  pelvic  cavity  to  overcrowding  and  occu- 
pied the  major  part  of  the  abdominal  cavity.  It  was  a  case  not 
suitable  for  any  of  the  methods  at  present  in  vogue ;  the  operation 
was  undertaken  at  the  urgent  request  of  the  patient,  who  preferred 
death  to  a  continuation  of  the  intolerable  pains  and  pressure  symp- 
toms. It  was  hoped  by  reducing  the  bulk  of  the  tumor  mass  to 
relieve  the  patient.  In  the  two  remaining  cases  he  had  performed 
abdominal  panhysterectomy,  the  entire  uterus,  with  tumors  ovaries 
and  tubes,  being  removed  in  the  manner  described  by  Dr.  Krug, 
with  this  exception,  that  he  used  clamps  passed  up  from  the 
vagina,  instead  of  ligatures,  to  secure  the  broad  ligaments.  In  one 
case  the  clamp  slipped  on  one  side  and  the  accident  compelled  him 
to  ligate  each  vessel  of  the  broad  ligament  separately.    In  future 
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he  intended  to  give  the  ligature  the  preference  over  the  clamps, 
using  the  latter  only  if  unable  to  apply  the  former.  One  of  the 
patients  made  an  uneventful  recovery. 

The  other  patient,  upon  whom  the  operation  was  undertaken 
on  account  of  the  existence  of  sloughing  fibroids  within  the  walls 
of  the  uterus,  which  were  giving  rise  to  sepsis,  died.  No  method 
could  have  saved  that  patient.  The  sepsis  had  become  general, 
and  could  no  longer  be  removed  by  removal  of  the  primary  cause. 

Ever  since  his  first  operation  after  this  method,  in  June,  1890, 
Dr.  Edebohls  had  applied  to  it  the  designation  abdominal  panyhs- 
terecfomy.  It  involved  the  same  tautology,  however,  as  the  term 
total  extirpation.  It  served  for  the  present  to  distinguish  it  from 
hysterectomy,  which  was  the  term  usually  applied,  or  rather  mis- 
applied, when  a  stump  was  left.  He  hoped  in  the  future  that 
abdominal  hysterectomy  would  be  reserved  to  designate  the  oper- 
ation described  by  Dr.  Krug  this  evening,  while  the  term  supra- 
vaginal amputation  would  be  used  to  denote  the  operation  hereto- 
fore known  as  hysterectomy. 

Dr.  Janvrin  stated  that  the  operation  which  Dr.  Krug  had  de- 
scribed was  really  a  combination  of  Freund's  operation,  as  originally 
applied  to  removal  of  the  uterus  for  cancer,  and  vaginal  hyster- 
ectomy for  the  same  purpose.  Whatever  might  be  the  ideal 
method  of  operating,  he  would  prefer  to  remove  the  uterus  per 
raginam  wherever  the  size  of  the  tumor  permitted  of  doing  so. 
But  in  the  class  of  cases  to  which  Dr.  Krug  had  alluded,  he  thought 
the  method  described  in  the  paper  was  the  most  beautiful,  and 
likely  to  give  good  results  in  experienced  hands.  Regarding  the 
statement  made  by  Dr.  YVylie,  that  there  was  danger  in  fastening 
the  stum])  in  the  abdominal  wound,  of  pulling  upon  the  sigmoid 
flexure  and  causing  obstruction,  he  was  unable  to  understand 
how  this  was  possible,  considering  that  the  sigmoid  was  situated 
about  two  inches  and  a  half  posterior  to  the  wound. 

Dr.  Lapthorn  Smith,  of  Montreal,  by  invitation,  made  some 
remarks,  and  stated  that  he  had  had  occasion  to  see  altogether  fifty- 
five  or  sixty  cases  of  fibroids  of  the  uterus,  and  excepting  in  three 
cases  had  been  able  to  make  his  patients  so  comfortable  by  gal- 
vanism that  he  did  not  feel  himself  warranted  in  resorting  to  an 
operation.  In  three  cases  in  which  he  operated  at  the  patient's 
own  request,  he  treated  the  stump  extra-peritoneally,  and  the 
method  proved  so  simple  that  he  would  not  in  like  cases  think  of 
resorting  to  any  other.  There  had  been  practically  no  adhesions 
in  the  three  cases,  and  it  had  been  necessary  to  put  nothing  into 
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the  cavity  except  the  finger  which  was  swept  around  the  tumor  to 
determine  the  absence  of  adhesions.  The  patients  recovered  with- 
out any  rise  of  temperature.  His  immediate  predecessor  at  the 
hospital  had  had  nine  cases  which  he  treated  by  the  intra-peritoneal 
method,  and  all  died  ;  at  his  earnest  request  the  former  resorted 
in  the  tenth  one  to  the  extra-peritoneal  method,  and  the  patient 
recovered.  Dr.  Smith  preferred  silkworm  gut,  covered  the  stump 
with  dry  boracic  acid  and  did  not  see  it  for  a  week  or  two  after  the 
operation.  It  healed  by  first  intention.  He  had  never  had  an  ab- 
scess at  the  wound  nor  a  hernia.  He  did  not  consider  it  necessary 
to  sew  the  edges  of  the  wound  to  the  stump.  He  believed  that 
within  five  minutes  after  the  operation  the  peritonaeum  began  to 
adhere  to  the  stump,  and  from  that  time  on  the  abdomen  was 
practically  closed.  One  important  advantage  of  the  extra-peritoneal 
method  was  the  fact  that  any  haemorrhage  which  might  take  place 
would  occur  where  it  could  do  little  or  no  damage,  whereas  by  the 
intra-peritoneal  method  it  was  likely  to  result  fatally  and  be  dis- 
covered only  at  autopsy. 

Dr.  A.  H.  Bickmaster  thought  that  in  reporting  the  results  from 
any  given  method  of  operating,  it  was  desirable  to  know  the  details 
of  the  procedure,  and  he  therefore  asked  Dr.  Krug  whether  he  pre- 
pared his  own  gauze  or  used  it  as  prepared  by  manufacturers.  He 
doubted  whether  it  was  safe  to  rely  on  that  in  the  market,  since  the 
manufacturer's  interest  was  only  a  commercial  one. 

Dr.  A.  P.  Dudley  mentioned  the  fact  that  four  or  five  years  ago 
he  searched  the  literature  of  the  subject  of  hysterectomy  very  care- 
fully, especially  with  reference  to  who  did  the  operation  first.  He 
believed  in  giving  credit  to  his  own  country  where  it  was  possible 
to  prove  that  it  deserved  it,  and  he  wished  to  say  that  in  this  instance 
the  honor  belonged  to  the  United  States.  Kimball,  of  Lowell,  was 
by  some  accredited  the  honor  of  having  first  done  abdominal  hys- 
terectomy, and  this  was  in  part  right  ;  but  he  had  learned  from 
Kimball  himself,  that  the  operation  was  done  first  by  another  physi- 
cian in  Lowell,  whom  he  assisted  ;  the  physician  afterward  became 
drunk,  the  abdominal  wound  broke  open,  five  or  six  feet  of  intes- 
tine escaped,  but  they  were  replaced,  and  she  recovered.  Dr. 
Kimball  next  did  the  operation,  which  was  in  185 1  or  1852.  Dr. 
Dudley  thought  that  there  would  be  no  necessity  of  special 
drainage  if  the  operation  was  performed  in  the  manner  in  which  he 
and  Dr.  Gofte  had  practiced  it.  The  remarks  of  the  gentleman 
from  Montreal,  he  thought,  corroborated  that  statement,  he  having 
found  the  peritoneal  cavity  shut  off  by  adhesive  inflammation  within 
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a  very  short  time  after  the  stump  had  been  fixed  in  the  wound.  He 
thought,  for  reasons  that  Dr.  Goffe  had  already  given,  that  it  was 
better  not  to  remove  the  entire  uterus  with  the  stump  but  to  leave 
the  cervical  portion,  in  order  that  the  natural  contour  of  the  vagi- 
nal arch  might  be  retained.  The  cicatricial  tissue  which  followed 
total  extirpation  was  inelastic  ;  the  canal  was  shortened,  and  in- 
convenience already  mentioned  might  arise.  He  did  not  regard 
the  danger  of  haemorrhage  taking  place  after  the  abdomen  had  been 
closed  as  worthy  of  any  consideration  whatever  where  the  stump 
had  been  treated  in  the  manner  which  Dr.  Goffe  and  he  had 
recommended.  In  spite  of  the  opinion  of  Dr.  Krug,  he  could  not 
look  upon  the  removal  of  the  entire  organ  as  such  a  simple  pro- 
cedure, except,  perhaps,  by  one  who  had  the  experience  obtained 
in  a  large  hospital. 

Dr.  Wylie  still  thought,  notwithstanding  the  remarks  of  Dr.  Jan- 
vrin,  that  there  was  danger  of  intestinal  obstruction,  if  not  from 
lifting  up  and  adhesion  of  the  sigmoid  flexure,  at  least  from  exuda- 
tion around  that  portion  of  the  gut. 

The  President  thought  that  the  Trendelenburg  posture  gave 
special  advantage  in  performing  the  operation  described  by  Dr. 
Krug.  and  it  was  owing  to  the  fact  that  few  had  had  experience 
with  this  position,  that  the  operation  as  performed  by  Dr.  Krug  had 
not  been  more  commonly  resorted  to.  Since  he  had  come  to  make 
use  of  this  posture,  he  could  well  conceive  that  total  extirpation,  in 
the  manner  described  in  the  paper,  would  be  an  ideal  way  of  treat- 
ing these  cases.  He,  himself,  however,  had  not  yet  had  an  oppor- 
tunity to  try  this  method  with  the  patient  in  the  inclined  posture. 

Dr.  Kkcg  lemarked  that  he  would  have  extirpated  the  uterus  in- 
stead of  draining  through  the  vagina  in  a  case  where,  after  the 
tubes  had  been  tied  off,  pus  escaped  from  the  uterus  into  the  peri- 
toneal cavity.  The  tubes  and  ovaries  having  been  removed,  the 
uterus  was  useless  anyway,  and  under  such  conditions  as  existed 
in  this  case  should  have  been  removed. 

Dr.  Krug  said  he  had  a  few  remarks  to  make  in  closing  the  dis~ 
cussion,  In  reply  to  Dr.  Wylie's  criticism  that  it  was  not  right  to 
pursue  but  one  method,  applying  it  in  all  cases  alike,  he  might  say 
that  not  a  great  while  ago  he  had  again  tried  a  modified  extra-peri- 
toneal method  which  did  not  give  vaginal  drainage.  This  patient 
died,  and  the  unfortunate  result  only  helped  to  confirm  his  belief  in 
total  extirpation.  However,  he  certainly  did  not  make  the  statement 
in  his  paper,  nor  did  he  wish  to  be  understood  as  saying,  that  all  other 
surgical  procedures  in  fibroid  tumors  should  be  cast  aside  in  favor 
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of  total  extirpation.  For  instance,  where  sub-peritoneal  fibroids  had 
a  long  thin  pedicle,  they  could  be  easily  tied  off  like  an  ovarian  tu- 
mor, and  there  certainly  was  no  indication  to  remove  the  entire  or- 
gan. Again,  where  the  size  of  intra-mural  tumors  allowed  it,  vag- 
inal hysterectomy  was  the  proper  method. 

Enucleation  of  non-pediculated  sub-serous  fibroids,  as  first  advo- 
cated by  Martin  of  Berlin,  was  also  a  rational  procedure  in  a  cer- 
tain percentage  of  cases.  These  did  not  come  within  the  scope  of 
his  paper,  and  therefore  had  not  been  considered.  But  he  certainly 
claimed  that,  wherever  the  fibromatous  growth  could  not  be  re- 
moved without  opening  the  uterine  cavity,  total  extirpation  was  the 
more  rational,  and  in  fact  the  ideal  method,  as  compared  to  any 
one  which  involved  the  leaving  of  a  stump. 

In  reply  to  Dr.  Wy lie's  statement  that  this  method  was  not  ap- 
plicable where  the  fibroid  was  bell-shaped  and  filled  the  entire  true 
pelvis,  he  would  say  that  it  was  just  in  such  cases  that  he  re- 
garded it  as  of  the  greatest  value.  His  third  case  was  one  of  this 
type  and  he  felt  sure  that  no  other  method  would  have  given  so 
much  satisfaction  and  comparatively  little  difficulty.  Doubtless  the 
reason  why  Dr.  Wylie  had  objected  to  the  method  as  applied  to 
such  cases,  was  that  he  had  not  had  experience  with  Trendelen- 
burg's posture.  Had  he  made  use  of  this  posture  he  would  not  have 
found  it  necessary  to  resort  to  means  for  raising  the  tumor  which 
he  had  mentioned.  Concerning  the  statements  of  Dr.  Goffe  and 
Dr.  Dudley  that  it  was  important  to  leave  a  portion  of  the  cervix  in 
order  to  preserve  the  natural  roof  of  the  vagina  and  thus  prevent 
protrusion,  he  said  that  according  to  his  experience  this  objection 
to  total  extirpation  was  theoretical  rather  than  practical.  He  had 
performed  total  extirpation  per  vaginam  in  a  large  number  of  cases, 
in  none  of  which  any  such  disagreeable  sequelae  had  occurred. 

Most  of  these  patients  had  been  examined  by  Dr.  Coe  and  Dr. 
Grandin  prior  to  the  reading  of  his  paper  on  "Vaginal  Hysterec- 
tomy" before  the  Academy  of  Medicine  (May  28th),  and  both  gen- 
tlemen testified  to  the  perfect  smoothness  of  the  cicatrix  and  the  en- 
tire absence  of  prolapse  of  the  vaginal  walls.  He  thought  conclu- 
sions could  rightly  be  drawn  from  the  perfect  result  in  these  cases 
as  to  the  results  in  abdominal  hysterectomy,  since  the  conditions 
were  principally  the  same  in  both  procedures.  He  said  he  had 
purposely  avoided  reference  to  electricity.  His  opinion  of  that 
agent,  as  applied  to  the  treatment  of  fibroids,  was  too  well  known 
to  make  repetition  on  this  occasion  desirable. 
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Replying  to  Dr.  Buckmaster's  question  as  to  where  the  gauze 
was  manufactured,  he  said  he  did  not  use  the  commercial  article, 
but  had  it  prepared  in  the  hospital. 

As  to  the  question  of  priority  raised  by  Dr.  Dudley,  he  would 
say  that  the  important  point  in  this  respect  was  not  who  had  first 
performed  the  operation,  but  who  had  so  brought  it  to  the  notice  of 
the  profession  as  to  lead  to  its  general  practice. 

As  to  the  proper  terminology,  he  objected  to  the  term  ''pan-hys- 
terectomy,'" which  Dr.  Edebohls  had  proposed,  on  the  ground  that 
it  was  a  pleonasm.  Hysterectomy  sufficiently  expressed  that  the 
entire  uterus  had  been  removed.  However,  the  latter  term  should 
not  be  employed,  where  the  cervix  was  left  as  a  stump,  supra-pubic 
amputation  of  uterus  being  the  more  appropriate  nomenclature. 


NEW  YORK  ACADEMY  OF  MEDICINE. 

Section  ox  Obstetrics  and  Gynecology. 
Stated  Meeting,  November  18,  1891. 
Dr.  Egbert  H.  Graxdix  in  the  Chair. 
Case  of  Vicarious  Menstruation. 

Dr.  C.  B.  Kelsey  presented  the  patient,  an  Irish  girl,  about  twenty- 
five  years  of  age,  who  began  to  menstruate  at  fifteen.  Coincident 
therewith  an  abscess  appeared  about  the  level  of  the  cricoid  carti- 
lage on  the  left  side,  from  the  cavity  of  which,  she  passed  from  four 
to  six  ounces  of  blood  mixed  with  pus,  for  four  days  out  of  each 
twenty-eight.  A  cicatrix  would  be  formed  during  the  intermenstrual 
periods.  The  only  period  of  quiescence  had  been  during  pregnancy, 
and  for  four  months  during  lactation.  The  last  menstrual  period 
the  cicatrix  remained  intact,  but  blood  escaped  from  the  mouth. 

Dr.  C.  S.  Cole  had  a  case  under  observation,  in  which,  when 
anything,  as  a  cold,  interfered  with  normal  menstruation,  blood 
would  be  found  mixed  with  the  urine.  He  could  not  yet  say  whether 
it  was  a  case  of  vicarious  menstruation  from  the  kidney  or  bladder, 
or  one  of  litluemia  or  other  state,  giving  rise  to  the  haemorrhage. 

The  Chairman  had  three  cases  of  vicarious  menstruation  under 
observation;  in  one,  a  patient  of  twenty-eight  years,  there  was  pro- 
fuse cpistaxis  each  month,  and  very  little  discharge  from  the  vagina. 
The  second  one  menstruated  in  part  from  the  umbilicus.    He  had 
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been  unable  to  find  an  opening,  and  the  inference  was,  the  blood 
oozed  from  the  sudoriferous  glands.  The  third  case  consisted  in 
hsematuria  occurring,  not  at  every  menstrual  period,  yet  at  no  other 
time  did  it  take  place.  He  said  that  some  years  ago,  Dr.  Cairo  pre- 
sented a  woman  who  menstruated  from  a  molar  tooth.  The  tooth 
was  drawn  by  an  enterprising  dentist,  but  the  patient  continued  to 
bleed  every  twenty-eight  days  from  the  cavity  where  the  tooth  had 
been. 

Being  asked  by  Dr.  Kelsey  what  management  he  would  suggest 
in  the  case  presented,  Dr.  Grandin  said  he  would  let  the  case  alone, 
so  long  as  ho  harm  occurred. 

Dr.  Kelsey  suggested  that  since  at  the  last  period  the  blood 
seemed  to  have  come  from  the  trachea,  possibly  danger  would  arise 
in  the  future. 

The  Chairman  was  still  of  the  opinion  that  it  was  best  to  wait, 
for  it  would  be  like  looking  for  a  needle  in  a  haystack  to  operate 
where  one  knew  not  what  he  was  operating  for.  The  only  sugges- 
tion which  he  could  make  in  the  case  was  to  encourage  freer  flow 
from  the  uterus. 

Dr.  Kelsey  stated  that  Dr.  Rice  had  excluded  connection  be- 
tween this  cicatrix  and  the  thyroid  gland. 

Dr.  G.  M.  Edebohls  recalled  a  case  of  vicarious  menstruation 
from  the  stomach,  the  patient  vomiting  blood  every  month.  There 
was  double  pyosalpinx  in  this  case,  but  he  was  unable  to  say 
whether  the  tubal  disease  had  any  influence  in  diverting  the  men- 
strual flow  from  the  uterus  to  the  stomach. 

Dr.  Wallace  said,  that  while  he  was  house-surgeon  at  the  Kings- 
ton General  Hospital,  Canada,  a  patient  entered,  who,  instead  of 
menstruating  normally,  vomited  blood  monthly.  There  was  only 
a  "  show  "  from  the  vagina.  The  os  in  her  case  was  stenosed,  and 
after  it  was  dilated  she  menstruated  in  the  normal  way  during  the 
time  she  was  under  observation,  which  was  six  months. 

Dr.  Edebohls  knew  a  girl,  who,  at  each  menstrual  period,  had 
a  marked  flush  on  one  side  of  the  face  over  a  semilunar-shaped  area, 
which  revealed  to  all  her  friends  the  date  of  the  event.  She  men- 
struated, however,  in  the  regular  way. 

The  first  paper  of  the  evening  was  read  by  Dr.  C.  S.  Cole,  entitled, 
A  Clinical  Record  :  Ectopic  Gestation  i — (See  p.  31). 

Dr.  R.  A.  Murray  mentioned  the  difficulty  of  diagnosticating  ec- 
topic pregnancy  before  the  tumor  had  reached  a  size  at  which  rup- 
ture was  likely  to  take  place  at  any  time.    Moreover,  the  patient 
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having  only  the  ordinary  signs  of  pregnancy,  was  not  likely  to  con- 
sult a  physician  during  the  first  two  months.  It  was  not  until  pain 
began  to  trouble  her  that  she  sought  advice.  If  the  case  were  one 
in  which  the  patient  had  been  under  the  physician's  constant  care, 
as  for  sterility,  then  any  evidence  of  pregnancy,  either  uterine  or 
ectopic,  should  present,  it  would  at  once  attract  his  attention.  How 
frequently  did  one  find  the  tubes  displaced  and  enlarged;  and  it  was 
in  cases  of  displaced  tubes  that  ectopic  gestation  was  most  fre- 
quently seen.  Regarding  a  choice  between  electricity  and  the  knife, 
he  did  not  think  it  necessary  in  these  cases  to  immediately  condemn 
the  patient  to  laparotomy  after  making  a  diagnosis.  It  should  be 
remembered,  that  while  one  might  reach  a  probable  diagnosis,  it 
was  yet  possible  to  make  a  mistake.  We  were  justified  in  using 
electricity.  Rupture  did  not  necessarily  take  place  into  the  peritoneal 
cavity,  and  a  hsematoma  might  form  and  be  shut  off  from  the  peri- 
tonaeum. Where  one  did  kill  the  foetus  by  electricity,  the  case  should 
be  watched  subsequently,  for  symptoms  demanding  an  operation. 

Dr.  H.  J.  Boldt  thought  the  diagnosis  in  ectopic  pregnancy  was 
almost  impossible,  if  not  quite  so,  in  a  few  cases, but  in  the  majority, 
it  could  be  made  with  considerable  certainty.  He  did  not  doubt 
that  the  galvanic  current  would  kill  the  foetus,  up  to  the  second 
month,  and  it  might  be  proper  to  use  it  in  some  cases,  yet  he  would 
feel  that  it  was  safer  for  the  patient  to  open  the  abdomen  and  remove 
the  tumor  and  thus  avoid  all  possible  danger  of  rupture  subse- 
quently. He  was  unable  to  understand  how  an  ectopic  pregnancy 
could  be  converted  into  a  uterine. 

Dr.  Edebohls  said  he  was  a  firm  believer  in  the  possibility  of 
diagnosticatikg  extra-uterine  gestation  before  rupture  had  taken 
place.  Indeed, he  believed,  that  fallopian  gestation  had  just  as  defi- 
nite a  complex  of  signs  and  symptoms  as  any  other  intra-pelvic 
condition.  All  knew  that  in  the  latter  we  were  able  to  make  a  diag- 
nosis, sometimes  incorrectly,  usually  correctly,  and  there  was  no 
reason  why  the  same  thing  should  not  be  done  in  ectopic  pregnancy- 
He  had  succeeded  in  recognizing  this  condition  in  three  different 
cases  before  rupture  took  place.  In  one  rupture  it  occurred  subse- 
quently, confirming  his  diagnosis.  In  one,  the  faradic  current  de- 
stroyed the  foetus,  and  in  the  third,  the  tumor  was  entered  by  the 
needle,  during  exploratory  puncture;  the  foetus  died  and  was  ab- 
sorbed. 

A  diagnostic  point  of  some  value  was  the  fact  that  no  other 
pelvic  tumor  had  such  a  steady  growth  as  that  of  ectopic  pregnancy 
before  rupture.    In  treatment,  he  fully  endorsed  the  conclusion  that 
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laparotomy  was  not  called  for  before  rupture  took  place;  other  treat- 
ment, with  a  view  to  destroying  the  foetus,  was  appropriate  before 
the  end  of  the  second  month. 

Dr.  Jarman  said  there  was  no  doubt  but  what  the  diagnosis  had 
at  times  been  made  before  rupture  had  occurred,  yet  in  the  majority 
of  cases,  this  accident  was  the  first  thing  to  cause  the  patient  to  con- 
sult a  physician.  He  was  convinced  that  electricity  might  kill  the 
foetus,  but  he  was  unable  to  understand  how  it  could  cause  it  to 
pass  from  the  tube  into  the  uterus.  And  why  should  the  uterus  not 
expel  anything  which  might  be  forced  into  it  by  the  tube  ?  How 
could  the  softened,  friable  tube  force  a  foetus  into  the  uterus  which 
was  not  softened  ?  He  thought  that  if  the  patient  were  in  a  hospital 
where  there  were  trained  assistants,  any  treatment  might  be  carried 
out  which  one  might  prefer,  but  under  other  conditions,  he  would 
advise  immediate  laparotomy. 

The  Chairman  thought  Dr.  Cole  was  wise  in  putting  an  interro- 
gation point  after  the  word  ectopic  gestation.  Wise  for  more  than 
one  reason,  but  particularly,  because  absolute  proof  of  the  existence 
of  ectopic  gestation  was  alone  afforded  through  abdominal  section. 
He  could  only  say,  that  when  he  saw  the  case  with  Dr.  Cole,  there 
was  a  rational  history  of  extra-uterine  pregnancy  and  the  physical 
signs.  That  there  was  a  tumor,  there  could  be  no  question.  Bi- 
manual palpation  could  be  made  with  the  greatest  ease,  and  elec- 
tricity was  used,  a  milliampere  metre  measuring  the  current,  and 
later  there  was  no  tumor.  And  the  subsequent  course,  now  two 
months,  had  been  that  of  uterine  pregnancy.  What  could  have 
been  the  character  of  the  tumor  if  it  were  not  that  of  an  extra-uterine 
pregnancy  ?  He  was  unable  to  say  why  the  electric  current  should 
not  have  killed  the  foetus,  unless  on  acount  of  its  low  vitality  at 
this  early  period — about  the  fourth  week.  It  was  able  to  survive - 
fifty  milliamperes.  Perhaps,  too,  at  this  early  period,  the  vermicular 
power  of  the  tube  was  sufficient  to  force  its  contents  down  into  the 
uterus. 

The  Chairman  also  mentioned  a  case  in  which  he  made  the  di- 
agnosis of  ectopic  pregnancy,  treated  the  patient  by  electricity, 
which  was  followed  by  rupture  into  the  broad  ligament,  and  by  a 
haematocele,  and  the  woman  got  well.  It  was  possible  in  this  case 
there  had  been  rupture  of  the  sac  following  the  use  of  electricity. 

Glass  Pessary  Worn  Twenty -five  Fears. 

Dr.  R.  A.  Murray  presented  a  glass  ball,  hollow  within,  which  a 
woman  set  seventy-eight,  had  carried  in  her  vagina  about  twenty- 
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five  years.  He  had  considerable  difficulty  in  removing  it  from  its 
embedded  position. 

Three  Cases  of  Fibroids. 

Dr.  Murray  also  showed  three  small  submucous  fibroids  from 
three  different  cases.  All  the  patients  had  suffered  much  from 
haemorrhage,  and  had  been  treated  by  different  physicians,  who, 
it  seemed,  had  not  recognized  the  real  cause  of  the  trouble,  but  at- 
tributed it  to  the  approaching  menopause.  The  cases  illustrated  the 
necessity  for  examining  all  women  who  bled  about  the  time  of  the 
climacteric. 

The  Treatment  of  Incomplete  Miscarriage  at  Roosevelt  Hospital. 
Dr.  H.  G.  Locke  read  a  paper  with  this  title. 

Dr.  R.  A.  Murray  thought  the  method  outlined  rather  complex 
to  be  useful  in  private  practice,  and  in  hospitals  simpler  methods 
should  be  used  in  order  that  physicians  training  there  might  be  able 
to  apply  them  outside,  where  few  assistants  could  be  obtained. 

He  believed  there  was  no  necessity,  short  of  haemorrhage  or 
sepsis,  for  interfering  with  the  uterus.  Cleanse  the  vagina,  for  until 
this  was  done  we  could  not  say  that  an  odor  was  from  the  uterus 
and  not  from  retained  clots  in  the  vagina.  If  now,  the  tip  of  the 
finger  introduced  into  the  cervix  had  a  foul  odor,  the  uterus  should 
be  entered.  He  would  not  use  any  puncturing  instrument  in  hold- 
ing the  cervix,  lest  it  might  thus  be  inoculated  with  septic  matter. 
The  metal  dilator  caused  pain,  and  therefore  an  anaesthetic  should 
be  given;  unless  the  uterus  were  held,  it  was  liable  to  slip  and  do 
harm.  He  thought  dilatation  could  be  effected  with  tampon  or  tent 
with  antiseptic  precautions.  After  the  uterus  had  been  emptied 
completely,  all  haemorrhage,  according  to  his  experience  in  cases  up 
to  the  fourth  month,  would  stop.  He  had  never  introduced  the 
tamponade  into  the  uterus  even  at  full  term;  in  abortion  as  in 
normal  labor,  he  applied  the  antiseptic  pad. 

Dr.  J.  Clifton  Edgar  considered  the  dorsal  position  the  most 
convenient  in  dealing  with  cases  of  abortion.  He  thought  there 
were  cases  which  might  be  treated  by  the  expectant  plan,  for  in- 
stance, at  the  third  month  the  ovum  might  be  felt  at  the  cervix,  and 
if  one  proceeded  to  remove  it  at  once,  he  would  cause  rupture,  some 
of  the  membranes  would  adhere  and  necessitate  immediate  or  sub- 
sequent curetting.  Instead  of  this  course,  render  the  vagina  aseptic, 
and  if  there  were  no  signs  of  sepsis,  tampon  it  and  wait  for  the 
ovum  to  come  away,  which  it  would  be  likely  to  do  complete,  and 
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the  necessity  for  subsequent  curetting  would  be  avoided.  Some- 
times where  it  was  necessary  to  empty  the  uterus  immediately,  the 
forceps  could  grasp  the  ovum  and  bring  it  away  with  the  membranes 
unruptured,  and  then  there  would  be  no  necessity  for  introducing 
the  finger  or  curette.  He  would  prefer  to  draw  the  uterus  down 
with  the  bullet  forceps  to  puncturing  the  cervix  with  the  tenaculum. 

The  Chairman  also  thought  it  impracticable  to  apply  in  private 
practice,  except  among  people  in  the  higher  walks,  the  ideal  method 
for  a  hospital  described  by  Dr.  Locke.  One  chief  reason  was  the 
want  of  assistants,  and  another,  the  patient's  surroundings  of  pov- 
erty. Personally,  he  had  never  lost  a  case,  yet  he  had  never  in- 
jected anything  more  than  hot  water  into  the  uterus,  had  never 
tamponed  it,  and  if  he  should,  it  would  be  gauze  without  iodoform. 
Where  the  uterus  was  septic,  he  curetted  with  a  sharp  curette,  and 
now  used  peroxide  of  hydrogen. 


ABSTRACTS  FROM  AMERICAN  SOURCES. 


Uterine  Treatment  during  Gestation. 

Dr.  Gilcreest,  Med.  and  Surg.  Reporter,  Nov.  14,  1891,  cautions 
against  use  of  the  sound  with  women  who  have  passed  over  any 
periods.  He  gives  several  illustrative  cases,  and  one  where  abortion 
followed  the  use  of  the  sound.  Of  the  other  cases,  one  was  of  exces- 
sive vomiting.  There  was  found,  on  examination,  an  incacerated 
retroverted  uterus,  and  retention  of  urine.  The  nausea  was  improved 
and  finally  relieved  by  applications  of  nitrate  of  silver,  gr.  xl. — §i. 
The  third  and  fourth  cases  were  those  of  granular  and  eroded  cer- 
vices, attended  with  vomiting,  which  was  relieved  by  local  appli- 
cations and  a  tampon.  In  the  fifth  case,  suffered  from  an  ulcer  of 
the  cervix  (specific).    Local  applications  cured  the  case. 

Rupture  of  Uterus  During  Third  Month  of  Pregnancy. 

Wm.  A.  Dickey,  Annals  of  Gyn.  and  Fed.,  October,  1891,  found 
patient  suffering  from  shock  from  internal  haemorrhage.  The  face 
perfectly  bloodless,  the  eyes  sunk,  the  radial  pulse  almost  imper- 
ceptible, and  the  extremities  cold ;  her  head  turned  restlessly  from 
side  to  side.  The  examination  that  was  made  revealed  tenderness 
and  increased  fulness  in  the  most  dependent  portion  of  the  abdo- 
men, with  a  feeling  of  bogginess. 

She  had  had  three  healthy  children  and  one  miscarriage,  and 
was  then  in  the  latter  part  of  the  third  month  of  her  fifth  pregnancy. 
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A  few  days  before  her  present  illness  she  called  at  the  office  of  Dr. 
G.,  complaining  of  a  frequent  desire  to  urinate,  with  a  scalding, 
burning  sensation  during  the  act  ;  the  urine  scanty  and  high- 
colored.  Conceiving  the  idea  that  the  trouble  arose  from  malposi- 
tion of  the  uterus,  he  placed  the  woman  in  his  operating  chair  and 
inserted  a  sound  up  to  the  fundus  of  the  uterus,  correcting,  presum- 
ably, any  deviation  from  the  normal  that  may  have  existed.  [n 
the  course  of  three  or  four  days  the  patient  experienced  much  pain 
in  the  lower  portion  of  the  abdomen,  which  failing  to  yield  to  do- 
mestic remedies  her  physician  was  summoned.  Anodynes  were 
administered,  which  relieved  for  the  time  being  her  sufferings. 
This  was  followed  by  a  few  days  of  comparative  ease,  when  the  pain 
again  returned  with  increased  violence,  which  continued  for  a  few 
hours,  when  suddenly  something  seemed  to  give  way  in  her  abdo- 
men and  she  went  into  a  state  of  collapse.  Whiskey,  carbonate  of  am- 
monia, and  digitalis  were  administered,  and  hot  applications  were 
made  to  the  extremities.  .  Morphine  and  atropia  were  given  hypo- 
dermically  to  relieve  pain  and  secure  quietude,  with  the  hope  that 
some  reaction  would  take  place,  when  a  more  careful  examination 
could  be  made  and  a  diagnosis  reached  which  would  guide  to  fut- 
ure action.  This  hope  was  not  realized,  for  after  remaining  in  this 
condition  for  three  hours  she  suddenly  expired. 

On  the  following  evening  a  post-mortem  was  made.  The  ab- 
dominal cavity  was  found  filled  with  clotted  blood;  and  a  three- 
months-old  foetus  found  enveloped  in  its  membranes,  together  with 
the  placenta,  was  found  wholly  within  the  abdominal  cavity.  The 
uterus  was  torn  transversely  through  the  fundus  from  one  fallopian 
tube  to  the  other.  The  uterine  walls  were  thinner  than  normal,  of 
a  yellowish  hue,  soft  and  friable,  and  the  torn  edges  had  much  the 
appearance  of  having  been  sprinkled  with  fine  mustard  seed.  It 
had  undergone  fatty  degeneration.  This  morbid  change  was  more 
marked  in  the  body  than  the  neck  of  the  womb. — Cincinnati  Lancet 
Clinic. 

ANNOUNCEMENT. 

In  the  February  number  will  appear  original  papers  by  the  fol- 
lowing authors  :  Dr.  D.  R.  L.  Dickinson,  Thomas  H.  Manly,  Dr. 
W.  B.  Edger,  and  others.  Also,  a  "sketch"  and  portrait  of  Dr. 
Wm.  T.  Lusk,  in  the  "Series  of  Eminent  Living  Gynaecologists  and 
Obstetricians  of  America.'' 
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Island  College  Hospital. 

REATER  manual  dexterity,  with  surer  promptness  of 
action,  is  demanded  in  a  difficult  breech  extrac- 
tion than  in  any  obstetric  emergency  commonly 
encountered.  We  dare  not  waste  time  with  half- 
way measures  during  the  few  minutes  which  determine  the  life 
or  death  of  the  child  after  the  birth  of  the  lower  part  of  the  trunk. 
With  a  relatively  large  foetus  or  a  relatively  small  pelvis,  the  trunk 
partly  delivered,  the  arms  stretched  upward,  the  elbows  below  the 
inlet,  and  the  head  extended,  the  key  to  the  situation  lies  in  fetching 
the  elbows  below  the  brim.  Once  drawn  into  the  cavity  of  the  pel- 
vis, the  elbow  is  readily  brought  out.  When  the  accepted  methods 
fail  to  free  the  dead-lock,  as  they  often  do,  I  have  succeeded  with 
the  thorough-going  manipulation  here  described. 

The  text-books  imply  that  traction  on  the  body  will  always 
draw  the  elbow  of  an  extended  arm  into  the  pelvic  cavity  within 
reach.  This  I  deny.  And  if  the  elbow  is  not  below  the  brim  and 
a  hand  is  slipped  beneath  the  child  into  the  vagina  and  a  finger 
hooked  over  the  humerus,  that  bone  is  supported  at  one  end  by  the 
shoulder  joint,  and  at  the  other  by  the  pelvic  brim,  and  traction 
will  break  the  bone  before  the  arm  can  be  liberated. 


1  Read  before  the  Brooklyn  Gynaecological  Society,  February,  1891. 
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To  avercome  the  difficulty,  Winckel  (Text-book  of  Midwifery, 
translated  by  Edgar,)  recommends  shoving  the  body  upward,  seiz- 
ure of  the  trunk  with  both  hands,  and  rotation  in  the  direction  of 
the  arrow  which  is  numbered  i  in  my  initial  letter,  in  order  to 
carry    the  elbow    backward.      Failing   in    this,    he    advises  a 
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STEPS  3  and  4.  Sweeping  the  first  arm  across  the  face.  /'.—Fingers  whose 
tips  make  the  pressure. 

more  extensive  rotation  in  the  direction  of  the  arrow  numbered  2. 
Then  he  slips  a  whole  handjnto  the  pelvis  alongside  of  the  child's 
body  and  seizes  the  arm.  In  his  illustration,  the  hand  goes  past  the 
brim  to  clutch  the  elbow. 
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In  the  remarkable  new  book  by  Faraboeuf  and  Varnier  on 
"Accouchements"  (Steinheil,  Paris,  1891  ;  soon  to  be  published  in 
this  country),  which  contains  the  most  clearly  illustrated  and  elabo- 
rate study  of  breech  delivery  yet  published,  the  operator  is  directed 
to  pass  the  whole  hand  below  the  child  along  the  sacral  concavity 


Step  6.  The  attempt  to  sweep  the  second  arm  across  the  face  fails  without 
external  assistance.    The  hand  should  be  further  forward  under  the  symphysis. 

so  that  the  wrist  goes  into  the  vulva,  and  the  ringers  reach  above 
the  brim  to  seize  the  arm. 

Barnes  (System  of  Obstetrics)  warns  us  of  the  danger  of  great  ro- 
tation of  the  body,  because  if  the  head  fails  to  turn  also  and  the  chin 
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points  toward  the  acromion  or  further  back,  laceration  of  the  liga- 
ments of  the  atlo-axoid  articulation  and  of  the  spinal  cord  is  likely 
to  occur.  He  also  warns  us  against  undue  compression  of  the 
thorax  as  dangerous  to  the  child.  It  is  he  who  counsels  the  ante- 
rior reach— namely,  that  part  of  the  hand  be  passed  above  the 
child  and  under  the  pubic  arch,  as  shown  in  the  illustrations. 


Step  6a.  The  head  rotates  under  the  combined  pressure  and  the  arm  sweeps 
across. ^The  ri<dit  hand  shculd  be  forward  under  symphisis. 

The  method  that  has  succeeded  in  a  considerable  number  of 
cases  in  my  hands,  after  failure  of  other  methods,  has  been  the 
following  : 


Extraction  of  Extended  Arms  in  Breech  Labors. 


*5 


1.  Twist  the  child's  body  so  that  the  shoulder  lying-  nearest  the 
sacrum  is  carried  toward  the  sacrum. 

2.  Draw  the  legs  and  trunk  sharply  toward  the  opposite  side 
and  somewhat  forward  until  the  scapula  is  felt.  This  drags  the 
elbow  down  near  the  brim. 

3.  Slip  in  two  fingers  (or  the  flat  hand)  well  forward  under  the 
pubic  arch  and  reach  along  the  child's  humerus  to  the  elbow. 

4.  Push  the  arm  across  the  face,  and  then  sweep  it  down  to  the 
chest  and  across  it,  and  out  of  the  vulva. 

5.  Rotate  the  body  to  bring  the  remaining  shoulder  back  toward 
the  sacrum,  and  the  liberated  arm  under  the  symphysis. 

6.  Slip  the  ringers  of  the  other  hand  under  the  pubic  arch  and 
along  the  child's  arm,  and  attempt  to  sweep  the  elbow  past  the  face. 

6a.  At  the  same  time  the  other  hand  on  the  suprapubic  region  must 
push  the  occiput  in  the  opposite  direction,  so  that  the  head  turns  on 
the  neck,  and  elbow  and  face  go  over  together. 

This  last  manoeuver  is  the  one  to  which  I  wish  to  draw  atten- 
tion, as  all  the  other  steps  are  well-recognized  methods. 

The  arm  "jams'*  between  the  projecting  face  and  the  project- 
ing promontory  unless  the  external  assistance  is  employed.  The 
greater  the  force  used  to  push  the  elbow  across  the  face,  the  greater 
is  the  resistance  unless  such  external  assistance  is  called  into  play.* 

*  The  literature  is  fully  given  in  Kehrer's  Operative  Geburtshiilfe,  Ferd 
Enke,  Stuttgart,  1891,  pp.  319. 
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DRAINAGE  WITH  GAUZE-PACKING  AS  APPLIED  TO  THE 
UTERUS  IN  CHRONIC  ENDOMETRITIS  AND  CHRONIC 
METRITIS,  NOT  ONLY  WHEN  THESE  CONDITIONS  EX- 
IST INDEPENDENTLY  OF  SALPINGITIS  OR  OTHER 
FORMS  OF  PERIMETRITIS,  BUT  ALSO  WHERE  THEY 
ARE  ASSOCIATED  WITH  SUCH  DISORDERS— FORTY 
CASES.1 

By  William  M.  Polk,  M.D., 

New  York. 

This  rather  long  title  is  needed  in  order  to  define  clearly  the 
area  I  propose  to  coYer.  To  those  who  are  familiar  with  uterine 
disease,  it  will  seem  to  compass  quite  a  number  of  the  cases  that 
come  up  for  treatment,  especially  in  our  hospitals  and  dispensaries,, 
and  in  fact  it  does,  because  among-  that  class  the  causes  producing 
the  diseases  in  question  are  very  common. 

Drainage  as  applied  to  the  uterus  is  an  old  subject,  but  owing- 
to  a  doubt  of  the  efficacy  of  some  of  the  methods  tried,  and  a  dread 
of  the  dangers  involved  in  the  application  of  others,  it  has  not 
made  much  headway  among  the  profession  at  large. 

What  I  haYe  to  say  here  turns,  then,  less  upon  the  principle  of 
drainage  as  applied  to  the  body  of  the  uterus,  the  advisability  of 
which  all  of  us  admit,  than  upon  the  manner  of  applying  it.  I  will 
not  stop  to  notice  the  seYeral  plans  or  methods  that  haYe  been  pro- 
posed in  the  past,  because  no  one  of  them  has  sufficiently  held  the 
confidence  of  workers  in  gynaecology  to  induce  its  wide  application. 
The  mere  fact  that  a  certain  line  of  procedure  is  successful  in  one 
man's  hands  is  not  necessarily  a  guarantee  that  it  will  be  success- 
ful in  the  hands  of  other  workers. — So  that  it  may  be  stated,  almost 
as  an  axiom,  that  any  procedure  which  can  only  be  made  success- 
ful in  the  hands  of  one  or  two  operators  is  open^o  question.  There 
can  be  no  doubt  but  that  some  of  our  best  workers  are  overcome, 
even  to-day,  by  a  dread  of  the  interior  of  the  non-pregnant  uterus. 
This  is  seen  in  the  guarded  statements  contained  in  Palmer's  article 
(American  System  Gynecology,  Mann)  upon  the  treatment  of 
chronic  endometritis,  and  those  made  in  the  last  edition  of  Thomas's 
work  just  published.  It  is  true  that  Dr.  Thomas's  associate,  Dr. 
Munde,  joins  issue  upon  this  point,  but  even  lie,  avowed  advocate 
of  intra-uterine  medication  as  he  is,  possessed  of  as  much  experience 


'Read  before  the  New  York  Academy  of  Medicine,  December  3,  1891. 
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as  any  of  you,  evidently  feels  that  he  is  treading  on  dangerous 
ground  in  writing  of  the  treatment  appropriate  to  the  inside  of  the 
non-parturient  uterus. 

One  must  not  suppose  that  those  of  us  who  are  firm  believers  in 
the  great  dangers  which  accompany  all  kinds  of  intra-uterine  medi- 
cation have  dropped  into  this  attitude  upon  insufficient  evidence. 
Such  is  far  from  the  truth,  as  any  one  may  learn  who  will  look 
into  the  society  reports  as  found  in  the  library.  In  addition  to  these 
evidences  of  danger,  the  consensus  of  the  best  opinion,  even  at  the 
present  day,  is  in  favor  of  the  extreme  obstinacy  of  chronic  inflam- 
mation of  the  body  of  the  uterus,  and  some  even  go  so  far  as  to 
pronounce  it,  under  conditions  that  are  reasonably  common,  incu- 
rable. The  aggressive  spirit  of  modern  gynaecology  has  not  been 
idle  in  the  face  of  opposition,  and  in  the  case  of  chronic  inflamma- 
tion of  the  body  of  the  uterus  it  has  tried  again  and  again  to  alter  the 
prognosis,  but  the  results  in  the  main  appear  to  have  confirmed  rather 
than  dispelled  the  belief ;  first,  that  intra-uterine  medication  is  very 
dangerous  ;  second,  that  even  the  best  methods  of  treatment  alter  but 
little  the  unfavorable  prognosis  that  has  always  bestrode  the  disorder. 

No  one  has  a  more  profound  respect  for  the  carefully  formed 
opinions  of  my  predecessors  than  I,  and  I  would  never  have  dared 
invade  the  uterus  as  a  matter  of  routine  in  treatment  had  it  not 
been  for  the  lessons  learned  in  vaginal  hysterectomy.  If  you  can 
take  out  a  uterus  with  comparative  impunity,  you  ought  to  be  able 
to  invade  its  cavity  with  absolute  impunity.  I  know  of  no  special 
conditioivof  the  organ  that  forbids  it.  It  is  only  necessary  in  both  oper- 
ations that  you  should  be  scrupulously  clean  and  provide  for  the  escape 
of  infecting  material — should  any  be  present — by  adequate  drainage. 
The  free  use  of  gauze-packing  has  been  found  to  give  the  best  drain- 
age in  all  operations.     Why  not  apply  it  to  the  cavity  of  the  uterus? 

This  I  have  done  in  many  instances,  and  the  results  have  been 
so  surprising  to  me  that  I  again  venture  to  urge  it  upon  you.  I 
have  done  it  before,  beginning  with  the  New  York  Practitioner's 
Society  inthe  spring  of  1888  (see  New  York  Medical  Record),  con- 
tinuing it  before  the  American  Gynaecological  Society  (see  Transac- 
tions, 1888),  and  now  I  repeat  it  as  the  result  of  a  more  extended 
experience,  including  a  wider  application,  my  last  efforts  being  in 
the  direction  of  chronic  metritis  and  salpingitis. 

The  conditions  to  which  the  method  has  been  applied  include 
acute  as  well  as  chronic  inflammation  of  the  uterus  and  its  append- 
ages, parturient  and  non-pregnant,  but  in  this  paper  I  propose  call- 
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ing  your  attention  to  its  use  in  the  chronic  inflammatory  disorders 
only,  such  as  : 

1.  Chronic  endometritis. 

2.  Chronic  metritis  (subinvolution).  . 

3.  Chronic  metritis,  with  associated  salpingitis. 

The  cases  of  endometritis  have  been  dependent,  originally, 
upon  puerperal  and  gonorrhceal  infection  in  the  main,  but  some 
originated  in  stenosis,  such  as  exist  in  retro-  and  anti-flexions. 
That  type  of  the  disease  known  as  endometritis,  fungosa,  or  haemor- 
rhagica,  as  some  call  it,  was  present  in  a  fair  proportion  of  the  cases, 
quite  enough  to  furnish  a  complete  test  of  the  efficiency  of  the  plan 
of  treatment  adopted,  and  when  the  preliminary  curetting  was 
thoroughly  done  the  results  in  all  were  as  good  as  one  could  de- 
sire. If  any  class  can  be  said  to  have  proved  stubborn  it  was  that 
which  depended  upon  flexions,  for  in  these  permanency  was  only 
obtained  by  correcting  the  flexions  by  pessaries,  as  in  the  retro-dis- 
placements or  by  the  Dudley  operation  or  the  stem,  as  in  the  anti- 
flexions.  This,  however,  did  not  constitute  an  objection  to  the  use 
of  the  packing,  as  these  measures  were  subsidiary  to  it.  The 
packing  cured  the  endometritis  more  quickly  than  any  other 
means  ever  employed  by  me,  but  the  deformity  of  the  uterus  was 
dealt  with  either  at  the  time  or  subsequently  by  operation,  the  pes- 
sary or  the  stem  as  seemed  indicated  in  the  individual  case. 

The  most  striking  results  were  obtained  in  chronic  metritis, 
especially  in  the  more  common  form  known  as  subinvolution,  and 
when  one  considers  the  therapeutic  modus  operandi  of  the  packing 
this  is  readily  understood.  The  consideration  of  this  same  modus 
operandi  will  reconcile  some  skeptics  to  the  use  of  the  remedy  in 
chronic  metritis  with  associated  chronic  salpingitis.  It  is  in  this  latter 
compound  affection,  however,  that  the  greatest  opposition  is  to  be 
expected,  because  if  there  be  one  statement  more  strongly  made 
than  all  others  in  works  upon  diseases  of  women  it  is  this,  In  the 
presence  0/  peri-utei'ine  inflammatio7i  the  interior  of  the  uterus  is  not 
to  be  invaded,  and  yet,  I  must  say,  that  I  find  myself  strongly  at 
variance  with  this  assertion. 

It  is  to  be  hoped  that  no  one  will  misunderstand  me  in  reference 
to  the  treatment  of  chronic  salpingitis  and  infer,  because  I  favor 
attacking  the  interior  of  the  uterus  in  certain  cases,  that  I  oppose 
direct  operation  upon  the  appendages  in  appropriate  cases.  Such 
is  far  from  being  the  attitude  I  maintain.  I  favor  attacking  the 
interior  of  the  uterus  in  chronic  metritis  and  endometritis,  because 
by  so  doing  we  can  prevent  the  extension  of  disease  into  sound 
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appendages,  and  in  the  diseased  tube  modify  the  disease  so  as  to 
limit  the  damage  that  may  be  done.  This  is  of  special  value  in 
cases  where  already  one  set  of  appendages  are  diseased,  and  yet 
the  other  remains  healthy.  Cases  in  other  words  in  which  at  the 
the  present  time,  were  we  to  open  the  abdomen  we  would  not  only 
remove  the  diseased  member  but  the  sound  one  as  well,  because 
experience  teaches  that  in  such  cases  the  unaffected  organs  soon 
become  diseased.  This  I  believe  to  be  solely  due  to  the  absence 
of  efficient  treatment  of  the  interior  of  the  uterus.  I  likewise  favor 
this  measure  in  the  presence  even  of  double  chronic  salpingitis, 
because  there  are  some  patients  who,  with  a  full  knowledge  of  all 
the  dangers  and  inconveniences  of  the  disease,  prefer  to  take  their 
chances  rather  than  submit  to  mutilation,  and  yet  their  condition 
is  such  as  to  demand  treatment  at  our  hands.  In  all  such  cases  I 
have  sought  to  allay  any  acute  processes  that  might  be  at  work 
outside  the  uterus  by  the  routine  treatment  comprised  in  rest,  saline 
purgatives,  hot-water  douches  and  glycerinized  cotton  tampons,  but 
with  the  subsidence  of  these  processes,  or  in  their  absence,  when- 
ever the  uterine  body  shows  evidence  of  a  persistent  chronic  inflam- 
mation either  of  lining  membrane  or  walls  I  have  not  hesitated  to 
apply  the  method  of  treatment  which  furnishes  the  excuse  for  this 
paper. 

The  amount  of  depletion  which  the  uterus  suffers  consequent 
upon  this  treatment  is  greater  than  that  obtainable  by  any  other 
plan  I  know  of,  and  upon  this  depends  the  extraordinary  efficiency 
which  it  has  displayed  when  properly  applied.  This  is  clearly  in 
the  line  of  therapeutic  action  which  all  agree  upon  as  essential  for 
the  cure  of  these  cases  ;  any  further  comment  upon  the  modus  oper- 
andi of  the  method  would  therefore  be  out  of  place  before  this  audi- 
ence. The  question,  however,  that  urges  itself  upon  all  of  us  is 
this :  Is  it  dangerous  ;  will  it  produce  a  peritonitis,  a  salpingitis  ? 
Most  certainly ',  if  it  is  done  improperly.  •  Properly  done  it  will  not. 

I  present  you  in  connection  with  this  paper  the  temperature 
tracings  of  forty  cases,  and  you  can  judge  for  yourselves  as  to  the 
immediate  effect  of  the  treatment.  Immediately  after  the  operation 
there  is  slight  elevation  of  temperature,  and  in  cases  in  which  uterine 
colic  was  pronounced  the  tracing  remains  high  for  twenty-four  or 
thirty-six  hours  ;  it  then  subsides  and  remains  down.  I  am  aware 
that  there  are  cases  in  which  the  tubes  and  even  the  peritonaeum 
may  become  involved  and  yet  the  temperature  curve  be  influenced 
but  little.  Yet  even  in  such  cases  physical  signs  afford  abundant 
evidence  of  any  damage  that  may  have  occurred.     In  all  my  cases 
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the  most  careful  examination  failed  to  show  any  inflammatory 
change  outside  the  uterus,  except  in  the  cases  where  peri-uterine 
masses  existed  prior  to  the  operation,  and  in  these  the  masses  were 
lessened  in  size  and  the  tenderness  diminished  or  even  abolished. 

I  beg-  leave  to  present  at  the  end  of  this  paper  a  synopsis  of 
the  histories  of  some  of  these  patients.  In  one  it  will  be  noted  that  a 
laparotomy  was  done,  and  then  the  uterus  was  attacked.  The  charts 
cover  several  of  these  cases  ;  they  represent  instances  in  which,  hav- 
ing freed  the  appendages  from  all  adhesions,  or  the  ovary  from  a 
cyst,.  I  attacked  an  associated  metritis. or  endometritis  at  the  same 
sitting. 

In  other  cases  trachelorraphy  and  perineorraphy  were  done  all  at 
the  same  sitting  as  the  packing  this  latter  requiring  but  little 
time. 

Packing  the  uterus  with  gauze  is  essentialty  an  operation.  Justi- 
fied, however,  by  the  certain  relief  of  disorders  which  by  other 
methods  are  acknowledged  to  be  intractable  and  thought  by  some 
to  be  incurable,  the  evil  sequences  springing  from  the  disorders 
in  question  are  in  themselves  justification  for  even  more  ultra 
measures  than  are  here  proposed.  This  being  clearly  understood, 
the  manner  of  procedure  will  be  described  as  concisely  as  possible. 

First,  as  to  the  materials  or  instruments  required. — They  are  soap 
and  water,  solution  bichloride  1-2000  and  1-500,  a  strip  of  sterilized 
cheese-cloth  the  width  of  the  index  ringer,  containing  about  four 
thicknesses  of  the  cloth — the  whole  about  three  feet  long ;  a  small 
can  of  sterilized  cheese-cloth,  a  large-sized  cervical  speculum  with 
an  interior  diameter  of  about  five  sixteenths  of  an  inch.  This  diameter 
should  be  maintained  from  one  end  of  the  speculum  to  the  other.  The 
instrument  should  be  straight,  although  a  slight  antero-posterior  curve 
may  not  be  objectionable.  It  should  be  provided  with  a  plug, 
which  projecting  from  its  further  end.  facilitates  introduction.  A 
Sims'  tampon  screw  ;  a  volsellum  forceps  to  fix  and  when  possible 
draw  down  the  uterus ;  a  long  dressing  forceps,  a  Sims'  or  bivalve 
speculum,  a  good  dilator,  or  a  set  of  the  hard  rubber  dilators,  a 
sharp  curette,  a  fountain  syringe  with  a  glass-tube  nozzle,  or  else  a 
soft  catheter,  of  about  the  same  size  as  the  glass  tube,  say  No.  8. 
To  these  I  will  add  but  one  other  essential,  namely,  an  anaesthetic. 
In  seventy-five  per  cent,  of  all  cases  I  believe  general  anaesthesia 
necessary  ;  in  twenty-five  per  cent.,  to  be  found  chiefly  among  cases 
of  subinvolution,  the  os  internum  is  sufficiently  open  to  admit  of 
the  procedure  with  the  aid  of  local  anaesthesia  only. 
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TJie  operation. — Cleanse  the  vulva,  the  vagina  and  the  cervical 
canal,  as  if  it  were  your  intention  to  take  out  the  uterus — which 
means  that  with  soap  and  water  and  bichloride  you  must  be  thor- 
ough— now  dilate  the  cervix  so  that  you  may  introduce  the  specu- 
lum :  then  irrigate  the  interior  of  the  uterus  with  bichloride  1-2000. 
keeping  the  cervical  speculum  in  place  while  so  doing,  because  it 
insures  the  return  flow  of  the  fluid  as  no  uterine  irrigator  can  ; 
next  use  the  sharp  curette  thoroughly  over  the  entire  sur- 
face of  the  uterine  body,  gauging  the  energy  of  your  attack 
by  the  density  of  the  walls  as  indicated  by  their  resistance  :  repeat 
the  washing  with  bichloride  solution  through  the  speculum  as  be- 
fore. At  the  commencement  of  the  anaesthetic  you  place  the  gauze 
(the  strip  as  prepared  for  the  interior  of  the  uterus,  and  a  good 
piece  as  it  comes  from  the  can)  in  the  1-500  bichloride  solution; 
there  it  remains  until  you  have  completed  the  irrigation,  which  is 
made  subsequent  to  the  curetting  :  take  it  now  from  the  solution 
and  throw  it  into  hot  water  in  order  to  free  it  of  the  excess  of  the  i 
mercuric  salt.  Squeeze  the  strip  dry  and  then  by  means  of  the 
tampon  screw  carry  it  section  by  section  through  the  cervical  spec- 
ulum into  the  uterine  cavity,  packing  it  firmly  In  place,  first  in  one 
cornua,  then  in  the  other,  until  the  excavation  is  filled  down  to  the 
internal  os.  Then  bring  the  end  of  the  strip  out  into  the  vagina 
and  coil  it  up  against  the  cervix.  Next  squeeze  dry  a  portion  of 
the  gauze  left  in  the  hot  water  and  place  it  loosely  in  the  vagina. 
This  completes  the  operation. 

The  subsequent  treatment  consists  of  rest  in  bed  for  a  week,  the 
use  of  a  saline  cathartic  on  the  second  day  :  hot  fomentations  over 
the  supra-pubic  region  if  there  be  disturbing  pain.  The  gauze  is 
left  undisturbed  in  the  uterus  until  the  sixth  day,  when  in  case  it 
has  not  been  expelled  by  contractions  it  is  removed  :  a  cleansing 
vaginal  douche  is  then  given,  and  the  next  day  the  patient  is  allowed 
to  get  up.  As  soon  as  she  is  sufficiently  strengthened  she  is 
allowed  to  return  to  her  usual  avocation.  As  a  rule  but  one  pack- 
ing is  needed,  but  if  another  is  desirable,  as  in  certain  cases  of  sal- 
pingitis or  endometritis  fungosa,  it  is  made  without  anaesthesia  at  the 
time  of  withdrawal  of  the  gauze,  as  the  internal  os  is  then  well 
open. 

A  word  as  to  the  tampon  screw  and  speculum.  I  use  the  screw 
because  it  can  be  better  disengaged  from  the  gauze  than  any  other 
contrivance  I  have  employed,  a  mere  reversal  of  it  being  all  that  is 
needed  to  bring  it  out  from  any  depth.  The  speculum  is  used,  first 
to  facilitate  the  irrigation,  and  then  to  facilitate  introduction  of  the 
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gauze.  The  gauze  will  catch  on  tissue  upon  which  mercuric  solu- 
tions have  been  used ;  this  the  speculum  obviates,  so  that  it  adds  to 
the  facility  with  which  the  packing  is  applied.  The  plug  which 
accompanies  the  speculum  facilitates  its  introduction  as  pointed 
out  by  Palmer,  and  serves  no  other  purpose. 

I  cannot  refrain  from  repeating  what  is  said  above  touching  the 
utility  of  the  speculum  in  uterine  irrigation.  When  in  position  it 
provides  for  the  return  of  any  fluid  that  may  be  introduced,  pro- 
vided this  be  done  through  a  nozzle  enough  smaller  than  the  lumen 
of  the  speculum.  A  Xo.  8  soft  rubber  catheter  or  a  glass  tube  of 
the  same  dimension  are  the  nozzles  I  employ,  allowing  the  fluid  to 
flow  from  a  fountain  syringe.  I  have  never  had  a  disagreeable  ex- 
perience with  this  form  of  irrigation,  and  I  do  not  hesitate  to  pass 
as  much  as  a  pint  of  fluid  into  a  three-inch  uterus,  if  I  consider  it 
indicated,  as  in  gonorrhoea. 

The  symptoms  created  by  the  process  of  packing  are  interest- 
r,  ing  because  they  show  how  extremely  tolerant  the  cavity  of  the 
uterus  really  is,  provided  drainage  is  maintained.  The  temperature 
charts  afford  a  fair  indication  of  the  amount  of  annoyance  sus- 
tained by  the  several  individuals,  elevation  of  the  curve  coinciding 
with  the  suffering. 

In  general,  it  may  be  said  that  while  patients  differ  in  the 
matter  of  susceptibility  to  pain  from  the  packing,  the  annoyance 
was  insignificant,  amounting  in  the  majority  of  instances  to  about  as 
much  as  the  individual  in  question  sustained  at  the  menstrual 
epoch. 

The  amount  of  depletion  sustained  by  the  uterus  is  fairly  repre- 
sented by  the  degree  of  saturation  of  the  gauze  which  is  placed  in 
the  vagina.  It  varies,  of  course,  with  the  extent  of  the  bleeding 
which  follows  the  curetting,  but  apart  from  this  there  is  enough 
oozing  of  serous  fluid,  particularly  in  the  cases  of  subinvolution,  to 
assure  one,  not  only  of  the  completeness  of  the  drainage,  but 
upon  the  question  of  depletion  as  well.  It  is  thorough,  and  there- 
fore I  have  no  hesitation  in  commending  this  plan  of  treatment  to 
your  consideration. 

Appendix. 

Case  I. — K.  M  ,  aged  twenty-one;  Germany;  married;  ad- 
mitted October  12,  1891.  (jives  a  history  of  pelvic  inflammation, 
beginning  six  months  ago,  and  coming  on  after  what  was  no  doubt 
an  induced  abortion.  She  has  had  constant  pain  in  the  left  iliac 
region,  backache  and  at  times  pains  extending  to  left  thigh.  All 
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of  this  pain  is  increased  just  before  and  during  menstruation. 
There  has  been  constant  leucorrhcea.  At  the  time  of  entrance  to 
hospital  the  patient  had  been  under  treatment  two  weeks  at  the 
Bellevue  Dispensary  for  chronic  metritis  (subinvolution)  and  chronic 
salpingitis.  No  special  improvement  had  been  noticed,  although 
the  usual  course  had  been  carefully  carried  out,  the  patient  in  con- 
sequence was  placed  in  the  hospital.  Upon  admission  the  entire  uter- 
ine cavity  measured  four  and  a  half  inches.  The  organ  was  generally 
enlarged,  sensitive,  and  partially  fixed  upon  the  left  side.  On  this 
same  side,  the  left,  is  a  sensitive  mass  with  dimensions  that  are 
about  two-thirds  those  of  the  uterus  ;  it  is  closely  adherent  to  the 
uterus,  and  extends  thence,  in  connection  with  the  left  broad  liga- 
ment, toward  the  left  pelvic  wall.  The  physical  evidence  shows 
clearly  that  the  case  is  one  of  chronic  metritis  (subinvolution)  and 
salpingitis,  and  ample  confirmation  of  this  is  obtained  at  the  time 
of  etherization. 

October  19th. — Under  ether  ;  the  uterus  is  freely  curetted,  using 
the  sharp  instrument,  and  then  packed  with  gauze. 

October  26th. — Uterus  again  packed,  this  time  without  anaes- 
thetic, os  being  well  open. 

November  3d. — Free  from  all  discomfort.  Uterus  and  mass 
lessened  in  size.  No  tenderness,  even  on  firm  pressure;  canal 
three  inches.  Discharged  at  her  own  request,  as  she  felt  well  and 
fully  able  to  do  her  housework.    (See  temperature  chart  No.  27.) 

Case  II-. — C.  K  ,  aged  forty  ;  married  ;  Germany  ;  admitted 

March  12,  1 89 1 .  Patient's  history  prior  to  entrance  to  hospital  is 
imperfect.  She  says  she  has  had  pain  in  the  right  iliac  region,  and 
has  suffered  some  leucorrhceal  discharge.  Physical  examination 
shows  enlargement  of  the  right  ovary,  enlargement  and  tenderness 
of  the  uterus,  and  a  discharge  from  the  cervical  canal.  It  measures 
three  and  one-quarter  inches. 

April  13th. — The  abdomen  was  opened  and  the  right  ovary 
found  to  contain' a  cyst  about  the  size  of  a  pigeon's  egg.  In  other 
respects  the  organ  was  healthy.  *  The  cyst  was  enucleated,  the  open- 
ing in  the  ovary  closed  with  catgut.  After  closing  the  abdomen 
the  uterus  was  curetted  with  the  sharp  curette  and  then  packed  with 
gauze. 

May  1 6th. — The  patient  was  discharged  cured.  There  was  no 
discharge  from  the  uterus,  and  its  canal  measured  two  and  a  half 
inches.  (The  temperature  chart  of  this  case  has  been  lost.  It  pre- 
sented no  unusual  feature,  however.) 
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Case  III. — M.   T  ,    aged   twenty-three;    single;  Canada; 

nurse;  admitted  February  12,  1 891.  The  history  is  one  of  painful 
menstruation.  In  other  respects  her  health  is  good.  Bowels  in- 
clined to  constipation.  The  ailment  began  eight  years  ago,  and 
with  varying  intensity  has  continued  up  to  her  last  menstruation, 
two  weeks  ago.  There  is  a  great  deal  of  pain  at  the  beginning  of 
the  flow  ;  this  continues  for  three  days,  growing  gradually  less. 
The  flow  last  five  days  coming  away  with  difficulty ;  much  of  it  in 
the  shape  of  clotted  blood.  In  the  intervals  of  the  menstruation, 
which  is  regular,  she  has  backache  and  for  two  years  past  has  had 
slight  leucorrhcea. 

The  uterus  is  anteflexed  ;  its  body  enlarged  and  tender;  the  sound 
shows  that  the  tenderness  is  chiefly  in  the  cavity ;  this  is  enlarged 
and  measures  three  inches.  The  appendages  are  normal,  so  far  as 
physical  examination  under  ether  can  show. 

February  14th. — The  patient  being  under  ether,  the  uterine 
canal  was  dilated,  curetted  and  packed  with  gauze.  The  operation 
devised  by  Prof.  E.  C.  Dudley,  of  Chicago,  for  straightening  the 
canal  was  then  performed. 

February  27th. — The  patient  was  discharged  in  good  condition. 

December  28th. — The  patient  was  examined  to-day,  the  canal 
was  well  open  and  straight.  She  had  had  no  return  of  the  dysmen- 
orrhcea  and  considered  herself  well.    (See  temperature  chart  No.  35. ) 

Case  IV. — L.  W  ,  aged  twenty-two;  Germany;  single;  do- 
mestic ;  admitted  October  31,  1891.  The  history  of  the  case  is  that 
of  miscarriage  at  five  months,  eight  weeks  ago.  Up  to  this  time 
health  in  all  respects  had  been  excellent.  She  has  been  flowing 
almost  constantly  since  the  miscarriage.  Her  appearance  bears 
out  this  statement,  as  marked  anaemia  is  present.  The  uterus  is 
tender  and  large,  measuring  three  and  a  quarter  inches.  Blood 
flows  freely  from  the  canal  as  the  sound  is  withdrawn.  The  ap- 
pendages are  normal. 

November  2d. — The  uterus  was  curetted  and  packed. 

November  8th. — Canal  two  ancf  three-quarter  inches.  No  ten- 
derness in  or  about  the  uterus.  Discharged. 

December  2d. — Reports  herself  as  well  ;  last  menstruation  nor- 
mal. Canal  two  and  one-half  inches.  No  tenderness  in  or  about 
the  uterus.    (See  temperature  chart  No.  32.) 
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TABLE  OF  CASES  SHOWING  HIGHEST  TEMPERATURE  REACHED  TWO  DAYS  BE- 
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c.  n. 

14 

99.4 

99.2 

98.2  99.8 

99.6 

100. 

99.4 

99. 

99.8 

99.2 

99.3 

93.4 

98.6 

c.n 

15 

98.7 

99. 

98.4  99. 

99.6 

98.8 

98.6 

98.4 

93.2 

98.2 

98.2 

c  n. 

16 

99.4 

99.4 

99.6  99.4 

99.6 

99.8 

99.8 

99.6 

99.2 

99. 

98.4 

98.4 

98  8 

98.4 

17 

98.8 

98.7 

99.4  99.6 

99.5 

99. 

9-.  4 

98.4 

98.3 

98.6 

99. 

98.4 

16 

98.4 

98.5 

98.5  99. 

99.5 

9  .4 

99 . 6 

99.2 

99.1 

99.2 

99.1 

98.8 

98.9 

98.4 

19 

98. 

98.6 

100.8  99.6 

99  2 

98.8 

98.4 

98.4 

9*.s 

98.7 

98.4 

98.8 

99. 

98.4  c.n. 

20 

99.2 

99.3 

100.6  100. 

99.6 

100. 

99.4 

99. 

99.4 

99. 

99.1 

99.1 

99.2 

c.n. 

21 

99.4 

99.4 

99.5  100. 

100.1 

100.8 

100.8:100.4  100.4  100.4 

99.8 

99.4 

99. 

98.6 

22 

99. 

99. 

99.  100.8 

100.6 

98.10 

98.4 

98.2 

98.8 

98.8 

98.8 

98.8 

23 

98.6 

99.6  99.6 

99.6 

99.4 

100.61 

99.8 

99.4 

98.10 

100.4  100. 

99.8 

99. 

98.9 

24 

98.2 

99. 

99.8  99.2 

99.6 

100.2 

99.9 

99.8 

'.'3.2 

98.2 

25 

99.6 

99.4 

100.3  93.2 

98.8 

99. 

9-v  6 

98.8 

99. 

93.8 

101.2  100. 

99.4 

98.7 

98.8 

26 

99.4 

99.6  101.8 

100.1 

100. 

99.8 

98.9 

98.8 

98.4 

dis. 

27 

101.4 

100.4 

98.8  99. 

99.4 

99. 

98 . 4 

98.4 

99. 

99.2 

99.8 

99.4 

99.6 

99.2 

99.8 

28 

98.9 

99. 

99.  99.7 

99.10 

100.2 

99.2  100. 

100.1  100.8 

100. 

98  -  4 

99. 

98.4 

29 

99.4 

H30. 2  99.4 

99.4 

99. 

98. 4| 

98.3 

99.3 

98.2 

98.3! 

98.3 

98. 

30 

99.4  100.2  100. 

99.2 

99.2 

99.2 

99.2 

99. 

98.8| 

99. 

98.8 

dis. 

31 

100.2  99.4 

."  4 

99.4 

99.8 

99.  > 

98.2 

98.2 

98.8 

98.4 

98.2 

98.8 

32 

99. 

100.4  100.2 

100.1 

100. 

99.6 

99.6 

99.4  100.2 

99. 

98.4 

99.4 

99.4 

33 

98.6 

98.6;  99.2 

98.8  . 

98.9 

99.6 

99. 

98 .  S 

98.4 

op.  100.4 

100.2 

99.2  99.3 

34 

98. 

98.9 

98.51  98.7 

99.4 

98.6 

98.61 

98.6 

98.6 

98.5 

98.5 

98.6 

98.5 

35 

98.7 

93.6 

98.8  100. 

100. 

99.6 

99.5 

99.6 

99. 

98.6 

98.6 

99 

98.8 

98.6 

36 

99.8 

100.    100.6  100.2 

99.6 

99.6  100.5 

99.6 

99.2 

98.61 

98.8 

98.6  98.6 

37 

99. 

100.2 

104.2  101.2 

93.8  i 

100.1 

99.8 

99. 

99.5 

99  6 

99.5! 

99.5 

99.5 

38 

99.4 

99.3 

100.    1O0.9  101.4 

100.4 

99. 4j 

99. 

98.8 

98  4 

98.4 

39 

98.5 

9*.  5 

98.5  98.3 

98.5 

98.4 

98.6 

98.5 

98.6 

98. 

97.8 

98.2 

98. 

40 

99. 

99.8 

100.2  100. 

99.2 

99.4 

99.6 

98. 

98  5 

c.  n.  1 

Note.— Case  25.  On  the  15th  day  temperature  was  102.5,  but  was  normal,  and  con- 
tinued  so  after  18th  day. — The  report  of  one  case  was  mislaid.— Shortest  time  in  hospital, 
11  days;  longest  time,  51  days:  average  time,  18  1-2  days.— c.  n.  =  continued  normal. 


CURETTING  THE   UTERUS  AS  AN  OPERATION  PRELIMI- 
NARY TO  A  PROPOSED  LAPAROTOMY. 1 

By  Wm.  R.  Pryor.  M.  D. 

The  subject  which  I  offer  for  your  consideration  is,  in  my  esti- 
mation of  so  great  importance,  and  the  operation  advocated  of  so 
wide  an  application  as  to  warrant  my  presenting  it  to  you  in  a 
rather  incomplete  form.  I  can  quote  you  no  authorities,  for  I  know 
of  none  :  and  yet  doubtless  others  are  working  in  the  same  line. 
It  isjmy  belief  that  vastly  the  greater  number  of  inflammatory  pel- 


1  Read  before  The  New  York  Obstetrical  Society,  January  5,  1892. 
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vie  diseases  in  women  begin  in  an  endometritis.  And  of  the  new 
growths  in  and  about  the  uterus,  few  reach  an  inconvenient  size 
without  some  manifestation  of  their  existence  being  shown  in  the 
endometrium.  Whether  gonorrhceal  or  occurring  after  an  abortion 
or  labor,  all  cases  of  pyo-salpinx  are  accompanied  by  a  most 
vicious  form  of  endometritis.  Even  tubercular  salpingitis  I  must 
consider  secondary  to  a  tubercular  endometritis.  Hydrosalpinx, 
a  cyst  of  retention,  may,  I  admit,  exist  without  endometritis.  The 
hypertrophy  of  the  lining  membrane  of  the  uterus  co-existent  with 
fibroid  is  familiar  to  us  all.  But  it  is  not  the  cases  of  the  various 
tumors  that  I  wish  especially  to  discuss.  I  merely  desire  to  insist 
upon  the  importance  of  endometritis  occurring  coincidently  with 
any  form  of  pelvic  disease.  A  laparotomy  is  indicated  in,  perhaps, 
a  case  of  pyo-salpinx.  That  is  all  we  want  to  know.  We  open  the 
belly,  the  abscess  is  removed  and  the  patient  recovers.  But  is  she 
cured  ?  Cannot  each  one  of  us  recall  cases  which  have,  for  weeks 
after  recovery  from  the  laparotomy,  returned  again  and  again  to 
our  hands  to  be  treated  for  a  persistence  of  some  of  the  original 
symptoms  ?  I  have  now  under  my  care  a  patient  who,  reduced  to 
the  last  extremity  by  a  double  pyo-salpinx,  was  successfully  oper- 
ated upon  by  a  colleague.  But  her  backache  persists,  with  much 
"bearing  down  "  and  an  irritating  uterine  discharge.  She  is  not 
cured.  The  operator  did  his  work  well,  so  far  as  it  went ;  but  it 
was  but  partial.  The  great  part  which  endometritis,  whether  sim- 
ple or  septic  or  tuberculous,  plays  in  the  causation  of  distress  is 
not  given  that  attention  which  it  deserves. 

Even  in  cases  of  flexures  of  the  uterus,  it  is  by  all  means  the 
greatest  factor  in  the  production  of  the  dysmenorrhoea  incident  to 
such  distortions.  That  all  of  you  have  not  been  indifferent  to  this 
subject,  I  am  aware,  and  I  may  quote  the  report  of  a  case  of  Dr. 
Boldt.1  He  thought  the  distress  caused  by  an  endometritis  and 
metritis  of  so  great  importance  as  to  warrant  the  removal  of  the 
uterus  per  vaginam.  This  one  case  may  be  taken  as  a  text  to  illus- 
trate some  points  in  my  paper.  The  doctor  removed  from  the 
right  side  a  small  ovarian  cyst.  I  presume  the  left  adnexa  were 
normal,  otherwise  they  would  have  been  removed.  At  any  rate 
distressing  symptoms  persisted,  and  upon  doing  a  second  lapa- 
rotomy a  left  pyo-salpinx  was  found.  A  "  complex  and  serious  con- 
dition "  continuing,  which  "  actually  jeopardized  her  life,"  the  re- 
maining special  organ  was  removed  per  vaginam.  Now  I  believe 
that  the  cause  of  this  pyo-salpinx  was  an  endometritis  ;  and  after 


1  Medical  Record,  December  26,  1891. 
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removing  this  pyo-saipinx.  I  believe  the  symptoms  persisted  because 
of  the  same  endometritis.  Understand  me,  I  do  not  quote  this  case 
with  the  object  of  criticising-  the  treatment;  and  neither  do  I  endorse 
the  operation  of  vaginal  hysterectomy  for  either  metritis  or  endo- 
metritis. But  I  think  the  case  shows  very  prettily  the  causative  rela- 
tion of  endometritis  to  pelvic  inflammation.  Inflammation  of  the 
inside  of  the  uterus  begins  the  history  in  these  cases,  ami  the  en- 
dometritis persists  after  the  more  serious  effect  of  it  has  been 
removed.  I  preach  the  doctrine  of  cure  the  cause  of  the  pelvic 
lesions  before  you  do  your  laparotomy.  Destroy  the  inflamed  en- 
dometrium before  you  proceed  to  the  more  grave  operation.  If 
you  do  this,  the  convalescence  of  your  patients  will  be  much  more 
smooth.  But  you  will  say,  there  are  cases  so  acute  that  we  must  at 
once  proceed  to  a  laparotomy.  This  I  admit,  but  let  me  quote  you 
a  case  : 

A  patient  of  mine  married  a  man  with  gleet.  She  sent  for 
me  for  a  profuse  menstruation.  This  was  not  sufficient  to  warrant 
interference  and  ceased  in  a  few  days.  A  leucorrhcea  ensued,  the 
discharge  being  very  purulent  and  coming  entirely  from  the  cervi- 
cal canal.  There  was  no  vaginitis.  I  at  once  got  the  inside 
history  of  the  husband  and  advised  an  operation.  This  was 
refused.  In  a  few  days  a  sudden  violent  peritonitis  came  on  with 
rapid  enlargement  of  one  tube.  The  pain  was  so  exquisite  as  to 
make  my  patient  eagerly  accept  an  operation.  In  the  midst  of  an 
acute  pelvic  "peritonitis  and  salpingitis,  I  operated  as  I  shall  describe. 
My  patient  came  out  of  her  ether  and  suffered  no  pain  whatever. 
The  peritonitis  gradually  subsided  and,  strange  to  say,  so  did  the 
distention  of  the  tube.  In  a  few  weeks  she  returned  to  her  profes- 
sional work  with  a  movable  uterus,  with  but  a  faint  trace  of  ten- 
derness on  one  side.  The  menstruation  following  the  operation 
was  painless.  I  do  not  say  that  I  have  removed  the  tubal  disease 
entirely.  But  I  do  say  I  cured  a  septic  endometritis  which  caused 
destructive  disease  in  one  tube  and  would  probably  have  extended 
to  the  other.  I  believe  this  woman  will  yet  come  to  a  laparotomy, 
but  she  may  not.  The  tube  was  emptied  because  its  uterine  end 
had  not  yet  closed.  I  lost  a  laparotomy,  but  I  cured  my  patient 
without  it.  If  ever  I  saw  an  acute  salpingitis,  this  was  one.  Not 
only  did  the  operation  not  aggravate  the  pelvic  inflammation,  but 
it  actually  caused  it  to  disappear.  We  can  not  often  be  so  fortu- 
nate in  cases  of  pyo-salpinx  ;  for,  as  Mr.  Tait  says,  they  partake 
usually  of  the  characteristics  of  cold  abscesses,  both  ends  of  the 
affected  tube  being  closed.    But  none  the  less  do  I  think  we  should 
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first  relieve  the  endometritis.  Under  ether  I  dilate  the  uterus  to  as 
great  an  extent  as  I  dare.  With  a  sharp  curette  and  as  large  as  can 
be  introduced  into  the  uterus,  I  absolutely  remove  the  entire  en- 
dometrium. I  stop  curetting  and  thoroughly  wash  out  the  uterus 
with  bichloride  mercury  solution,  1-3000.  and  curette  again.  I  repeat 
the  scraping  and  irrigation  until  I  feel  convinced  I  have  a  uterus, 
the  inside  of  which  is  entirely  raw  and  free  from  sepsis.  I  should 
have  said  the  vagina  is  thoroughly  cleansed  before  anything  else 
is  done.  Having  finished  the  curetting  I  pack  into  the  uterus  iodo- 
form gauze,  filling  the  whole  cavity  as  tightly  as  I  can  with  one  long 
strip,  the  end  of  which  protrudes  from  the  cervix.  The  vagina  is  then 
packed  with  the  same  dressing,  but  lightly.  Suppose  you  intend 
in  five  days  to  remove  the  diseased  tissues.  As  a  preliminary  to 
your  laparotomy,  you  let  an  assistant  remove  the  gauze  from  the 
vagina  and  uterus  and  thoroughly  cleanse  the  vagina.  Should  it 
be  found  necessary  to  do  a  total  extirpation,  you  have  an  entirely 
clean  field  to  work  in.  And  as  a  preliminary  to  the  operation  on 
fibroids  or  cancer,  and  whenever  it  is  found  necessary  to  extirpate 
the  uterus,  I  would  recommend  this  preliminary  curetting  as  but  a 
part  of  the  preparatory  toilet.  Those  of  you  who  examine  under 
ether  can,  having  determined  upon  a  radical  operation,  curette  at 
once  and  remove  this  first  dressing  at  the  time  of  doing  the  lapa- 
rotomy. The  stump  of  a  fibroid  uterus  may  have  to  be  treated 
extra-peritoneally.  How  important,  then,  that  the  uterine  canal  be 
rendered  aseptic  before  the  operation,  and  not  wait  until  the  oper- 
ation to  do  it  !  Furthermore,  I  believe  that  the  canal,  constricted 
by  ecraseur  or  rubber  ligature  and  rendered  raw  by  a  curetting, 
may  more  readily  become  obliterated  than  where  the  lining  mem- 
brane still  exists.  But  it  is  in  cases  of  endometritis  with  pelvic 
inflammatory  disease  sufficient  to  warrant  a  laparatomy  that  I 
believe  the  greatest  benefit  is  to  be  derived  from  this  preliminary 
curetting.  The  first  etherization  is  but  short.  No  ill  effect  is  pro- 
duced either  generally  or  locally.  During  this  short  narcosis  the 
most  thorough  examination  may  be  made,  and  above  all  the  parts 
can  be  rendered  perfectly  aseptic  by  curetting  and  irrigation. 

In  conclusion,  let  me  say  a  word  about  the  operation  of  curet- 
ting. I  believe  it  is  about  the  only  gynaecological  operation  the 
general  physician  should  do,  and  he  should  know  how  to  do  it 
thoroughly  and  without  risk.  I  believe  every  doctor  should  under- 
stand this  operation.  The  more  remote  his  field  of  work  from  the 
great  cities  the  greater  the  necessity  for  his  knowing  how  to  do  it, 
for  the  greater  his  responsibility  when  the  operation  is  indicated. 
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There  is  no  gynaecological  operation  which  has  so  wide  an  appli- 
cation as  this.  Were  I  left  but  one  instrument  with  which  to  treat 
women,  I  would  beg  that  that  one  be  the  sharp  curette.  The  dull 
curette  should  be  forgotten  ;  it  has  no  place  in  scientific  gynaecology. 
I  curette  on  the  side  and  use  a  speculum  covered  with  hard  rubber. 
I  use  Braun's  double  tenaculum  to  fasten  the  uterus  and  Simpson's 
sound  to  determine  the  direction  of  the  canal.  There  is  no  dilator 
like  the  one  of  Sims,  and  without  the  extra  curve  advocated  by  Dr. 
Wylie.  The  latter  but  tends  to  lacerate  the  tissues.  The  curetting 
should  be  most  thorough  opposite  the  tubal  openings,  because 
there  the  membrane  is  most  thick  and  harder  to  reach  if  inflamed. 
The  vagina  should  be  scrubbed  with  soap  and  water  and  then  with 
HgCl.o  solution,  1-3000.  Irrigation  should  be  done  with  the  same 
solution.  I  use  a  stiff  catheter  and  Davidson's  syringe  as  irrigating 
apparatus.  Both  may  be  disinfected  and  cleansed  by  boiling.  The 
iodoform  gauze  may  at  once  be  made  by  soaking  purified  mull  in 
HgCl.o  solution,  1-3000,  rinsing  out  and  dusting  thoroughly  with 
iodoform  until  the  wet  gauze  will  contain  no  more.  I  never 
inject  vinegar,  iron,  iodine  or  other  astringents  into  the  uterus,  and 
I  never  use  the  nasty  styptic  cotton.  I  go  thus  minutely  into  the 
simple  operation  of  curetting  because  the  proceedings  of  this 
Society  are  widely  read.  I  do  not  wish  to  advocate  a  measure 
without  telling  how  to  do  it.  To  you  it  is  the  very  a,  b,  c  of  your 
work  ;  to  another  it  may  be  a  slight  help. 

To  epitomize :  I  believe  that  most  of  the  distress  follow- 
ing laparotomy  is  due  to  the  neglected  endometritis  and  not 
to  "adhesions.''  I  believe  those  secondary  pyo-salpinx  occurring 
in  apparently  healthy  tubes  left  after  removal  of  the  adnexa  of  one 
side  are  likewise  due  to  the  overlooked  endometritis.  The  per- 
sistent backache,  the  descent  and  posterior  displacement  of  the 
uterus  so  often  seen  are  due  to  the  uterus  remaining  enlarged  and 
heavy  from  endometritis.  All  of  these  may  be  avoided  by  a  cur- 
etting preliminary  to  the  major  operation. 
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THE    SURGICAL    TREATMENT    OF  EXTRA-PERITONEAL 
PELVIC  EFFUSIONS.1 

By  Paul  F.  Minde,  M.D., 

Professor  of  Gynaecology  at  the  New  York  Polyclinic  and  at  Dartmouth  College  ;  Gynaecologist  to- 
Mount  Sinai  Hospital,  and  Consulting  Gynaecologist  to  the  St.  Elizabeth  and  Italian  Hospitals. 

I  have  chosen  this  subject  for  a  brief  paper,  because  I  wish  to 
oppose  the  tendency  which  seems  to  prevail  in  certain  quarters  to 
attack  every  form  of  intra-pelvic  effusion  and  exudation  through  the 
anterior  abdominal  wall,  and  to  deny  the  propriety  of  evacuating" 
purulent  and  bloody  effusions  into  the  pelvic  cellular  tissue  through 
any  other  channel.  I  am  aware  that  in  selecting  this  subject  I  am 
laying  myself  open  to  criticism  which  may  be  as  universal  as 
it  is  severe  ;  but  still  I  feel  that  an  expression  of  opinion,  based  upon 
a  fairly  large  experience,  which  is  adverse  to  the  views  prevailing 
among  many  of  the  laparotomists  of  the  present  day,  may  be  of 
service  and  may  prevent  an  unnecessary  and  hurtful  extension  of 
the  now  so  fashionable  operation  of  abdominal  section." 

The  title  of  my  paper,  as  will  be  noticed,  refers  only  to  extra- 
peritoneal  pelvic  effusions.  I  do  not  include  either  loose  or  encap- 
sulated exudations  into  the  peritoneal  cavity  under  this  caption. 
I  will  admit  that  the  diagnosis  between  these  conditions  is  fre- 
quently very  difficult  to  make,  and  I  do  not  intend  in  this  paper  to 
describe  how  it  can  be  made,  nor  do  I  pretend  to  deny  that  at  times 
an  encapsulated  intra-peritoneal  effusion  may  be  mistaken  for  one 
situated  outside  of  the  peritoneal  cavity — that  is,  in  the  cellular  tis- 
sue. But  practically  the  rules  of  treatment  which  I  shall  here  lay 
down  will  apply  as  well  to  encapsulated  intra-peritoneal  effusions 
(that  is,  really  extra-peritoneal)  as  to  those  which  are  anatomically 
and  primarily  situated  outside  the  peritoneal  cavity. 

The  effusions  which  occur  in  the  cellular  tissue  of  the  pelvic 
cavity  are  : 

1.  Blood-serum,  which  remains  fluid,  coagulates,  or  may  event- 
ually turn  into  pus. 

2.  Blood. 

Under  the  first  heading  we  include  the  fluid  and  solid  effusions 
of  pelvic  cellulitis,  and  the  occasionally  resulting  suppuration  or 
true  pelvic  abscess. 

Under  the  second  heading  we  include  pelvic  haematoma,  result- 
ing from  the  rupture  of  a  blood-vessel  in  the  pelvic  cellular  tissue 


i  Read  before  The  New  York  Obstetrical  Society,  January  19,  1892. 
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between  the  two  layers  of  the  broad  ligament.  That  such  rupture 
may  frequently  be  due  to  the  distension  of  the  Fallopian  tube  by  an 
ectopic  pregnancy  cannot  be  denied. 

I  do  not  propose  to  include  in  this  category  the  occurrence  of 
cysts  of  the  ovary,  which  develop  between  the  layers  of  the  broad 
ligament,  and  of  cysts  of  the  parovarium  (or  broad-ligament  cysts), 
nor  do  I  refer  to  solid  tumors  of  the  uterus — fibroid  tumors — which 
have  grown  into  the  cellular  tissue  between  the  layers  of  the  broad 
ligament,  nor  to  echinococcus  sacs  in  this  region.  The  question  of 
opening,  draining,  and  possibly  enucleating  cysts  of  the  broad  lig- 
ament per  vagi?iam,  or  of  peeling  out  uterine  fibroids  per  vaginam, 
is  not  intended  for  consideration  in  this  paper. 

My  object  is  chiefly  to  advocate  the  treatment  by  aspiration, 
incision,  and  drainage  per  vaginam,  whenever  practicable,  of  all 
fluid  pelvic  effusions  which  can  be  as  easily  or  more  easily  reached 
through  that  channel  than  through  the  anterior  abdominal  wall ;  and 
the  avoidance  of  opening  the  peritoneal  cavity  in  all  cases  where 
the  accumulated  fluid  can  be  evacuated  by  an  incision,  which 
leaves  the  peritonaeum  intact.  I  do  not  follow  this  practice  because 
I  am  afraid  of  opening  the  peritoneal  cavity,  but  simply  because  I 
am  opposed  to  it  if  the  same  result  can  be  obtained  through  an- 
other channel. 

I  may  as  well  say  right  here  that  the  incentive  for  these  re- 
marks was  given  by  a  number  of  reports  published  in  different  jour- 
nals, by  operators  of  more  or  less  experience  (such  as  Martin  in 
Berlin,  and  Rosenwasser  in  Cleveland,  Ohio),  who  advocated  the 
opening  of  ^i7ra-peritoneal  effusions  of  blood  through  a  median  ab- 
dominal section — that  is  to  say,  through  the  peritoneal  cavity,  stitch- 
ing the  edges  of  the  broad  ligament  into  the  abdominal  wound,  and 
evacuating  and  draining  the  blood-sac  in  this  manner.  Not  only  from 
logical  and  anatomical  reasons,  but  also  from  my  own  experience, 
I  have  become  decidedly  opposed  to  this  method  of  treatment  of 
these  particular  cases.  So  far  as  accumulations  of  pus  are  con- 
cerned, I  presume  I  will  not  meet  with  serious  opposition  when  I  say 
that  I  am  in  favor  of  evacuating  pus  at  once  at  any  point  wherever 
it  is  most  prominent  and  can  be  most  easily  and  safely  reached.  In 
this  respect  I  am  simply  carrying  out  a  universally  accepted  surgical 
rule. 

Effusions  of  serum  which  rapidly  coagulates  and  becomes  a  hard, 
dense,  immovable  mass,  and  which  occasionally  may  eventually 
suppurate  and  form  a  true  pelvic  abscess — that  is  to  say,  an  accu- 
mulation of  pus  in  the  pelvic  cellular  tissue — may  occur,  as  is  well 
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known,  in  any  part  of  the  pelvic  cavity  where  cellular  tissue  exists. 
The  favorite  locations  of  such  effusions  are  between  the*  layers  of 
the  broad  ligaments,  between  vagina  and  rectum,  and  occasionally 
immediately  posterior  to  the  uterus  between  the  bottom  of  Douglas' 
pouch  and  the  vaginal  vault.  These  effusions  may  extend  down 
as  far  as  the  perinaeum,  almost  closing  the  vaginal  canal,  or  they 
may  dissect  up  the  peritonaeum  nearly  as  far  as  the  diaphragm  and 
form  large,  hard,  flat  indurations  between  the  posterior  surface  of 
the  abdominal  muscles  and  the  anterior  layer  of  the  parietal  peri- 
tonaeum. Besides,  such  exudations  may  occur  between  the  blad- 
der and  the  uterus,  extending  almost  down  as  far  as  the  symphysis 
pubis.  According  to  the  location  of  the  exudation,  the  suppuration 
which  subsequently  occurs  (in  my  experience  in  about  ten  per  cent, 
of  all  cases  of.pelvic  cellulitis)  will  be  more  or  less  extensive,  and 
the  pus  will  point  in  one  or  other  of  the  directions  where  anatomi- 
cally it  will  find  the  best  means  of  exit.  The  rectum  is  probably  the 
most  frequent  channel  for  the  spontaneous  escape  of  the  pus  ;  next, 
the  bladder  ;  third,  the  vagina  ;  fourth,  the  uterus  ;  and  fifth,  the 
peritoneal  cavity.  All  of  these  channels  are  comparatively  safe  and 
devoid  of  immediate  or  future  danger  except  the  last  ;  rupture  of  a 
pelvic  abscess  into  the  peritoneal  cavity,  while  fortunately  very  rare, 
is  usually  a  fatal  accident.  These  are  the  methods  of  escape  of 
purulent  accumulations  in  the  pelvic  cellular  tissue  when  Nature 
herself  undertakes  the  means  of  relief.  But  frequently,  indeed  most 
frequently,  the  pus  points  in  one  or  the  other  direction  ;  chills  and 
high  temperature  alternate  in  rapid  succession,  and  still  there  is  no 
escape  of  the  cause  of  these  symptoms,  namely,  of  the  retained  pus. 
But  an  examination  per  vaginam,  per  rectum,  or  through  the  ante- 
rior abdominal  walls  reveals  a  point  where  the  finger  encounters  a 
resisting,  elastic,  and  fluctuating  membrane,  and  the  aspirator 
needle  shows  the  proximity  of  pus.  The  most  common  spots  for 
the  so-called  pointing  of  pelvic  abscesses  are  the  vaginal  vault,  usu- 
ally to  one  side  or  other  of  the  cervix,  according  as  to  which  side 
of  the  pelvic  cellular  tissue  is  affected,  sometimes  the  posterior  va- 
ginal wall,  and  finally  the  skin  covering  the  iliac  fossa  and  inguinal 
groove.  In  whichever  of  these  places  fluctuation  is  the  most  dis- 
tinct, there  an  aspirator  needle  should  be  introduced  under  care- 
ful antiseptic  precautions,  and  if  pus  is  found  its  evacuation  con- 
ducted on  the  following  principles  : 

I  have  so  far  never  found  it  advisable  to  open  a  pelvic  abscess 
through  the  rectum. 
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If  the  pus  points  through  the  vagina,  a  bistoury  or,  what  is 
better,  a  pair  of  closed,  sharp-pointed  scissors  should  be  inserted 
along  the  aspirator  needle  into  the  cavity  of  the  abscess,  the  blades 
separated,  and  as  the  pus  gushes  out,  a  two-branched  dilator 
passed  between  the  blades  of  the  scissors  and  screwed  open 
to  its  fullest  extent.  The  abscess  cavity  should  then  be  washed 
out  with  a  1 -1 0000  bichloride  solution  until  the  fluid  escapes  per- 
fectly clear.  A  drainage  tube  composed  of  white  rubber  tubing 
perforated  by  numerous  holes  is  then  introduced,  its  retention 
being  assured  by  a  cross-piece  attached  to  the  top  of  the  tube. 
The  incision  in  the  vaginal  vault  rapidly  contracts,  so  that  the  tube 
will  rarely  escape  if  it  has  been  thoroughly  inserted.  The  end  of 
the  tube  is  closed  by  bending  and  tying  it,  and  the  vagina  loosely 
packed  with  iodoform  gauze.  At  least  once  and  probably  several 
times  a  day  the  abscess  cavity  should  be  irrigated  with  a  1- 10000  bi- 
chloride solution  or,  what  is  equally  good,  a  two-per-cent.  carbo- 
lized  or  Thiersch's  solution,  the  gauze  being  changed  as  often  as  it 
becomes  saturated,  which  may  readily  be  every  day.  In  the  course 
of  a  week  or  two  the  abscess  will  have  so  contracted  that  the  tube 
will  be  expelled,  and  the  after-treatment  consists  in  packing  the 
cavity  loosely  with  iodoform  gauze  every  two  or  three  days.  If  it 
still  persists  in  not  closing,  it  may  be  painted  out  with  tincture  of 
iodine  or  cauterized  with  a  stick  of  nitrate  of  silver,  or  curetted,  or 
treated  by  all  these  methods  together,  until  it  finally  closes.  Some 
patience  is  required  in  most  of  these  cases,  since  the  sinuses  result- 
ing from  pelvic  abscess  are  among  the  most  tedious  things  to  cure 
in  our  branch  of  practice.  In  several  instances  I  have  even  sewed 
a  small  draining  tube  of  hard  rubber  with  a  flange  into  the  sinus, 
leaving  it  in  for  several  months  until  finally  the  closure  of  the  duct 
required  the  permanent  removal  of  the  tube. 

When,  on  the  other  hand,  the  abscess  points  towards  the  ab- 
dominal skin,  it  should  be  opened  as  soon  as  the  aspirator  shows 
the  presence  of  pus,  and  it  is  best  to  make  a  free  incision,  evacuate 
the  pus  thoroughly,  scrape  out  with  the  finger  or  dull  curette  all 
broken-down  cellular  tissue,  irrigate  the  cavity  with  a  1- 10000  bi- 
chloride or  a  weak  permanganate  of  potash  solution,  and  pack  it 
loosely  with  iodoform  gauze,  the  after-treatment  being  conducted  on 
the  general  principles  applicable  to  such  cases. 

In  reality  the  opening  of  such  abscesses  as  point  in  the  iliac  or 
inguinal  fossae  is  in  no  way  different  from  the  opening  of  an  ab- 
scess under  the  cutaneous  surface  of  any  part  of  the  body.  The 
healing  of  these  sinuses  is  also  liable  to  be  exceedingly  protracted. 
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To  call  such  an  operation  as  the  opening  of  a  pelvic  abscess  which 
points  at  the  abdominal  skin  a  laparotomy  or  an  abdominal  section 
is,  of  course,  absurd,  at  least  from  the  understanding  which  the 
most  of  us  have  as  to  what  an  abdominal  section  really  means, 
namely,  the  opening  of  the  peritoneal  cavity. 

I  find  that  I  have  opened  during  the  last  few  years  forty  pelvic 
abscesses  through  the  abdominal  walls,  eighteen  through  the  vagina, 
and  four  through  the  abdominal  wall  and  the  vagina  at  the  same 
time.  In  seven  of  these  cases  it  was  found  necessary  to  puncture 
the  anterior  vaginal  wall  in  the  neighborhood  of  the  bladder  from 
the  abdominal  incision,  in  order  to  secure  thorough  drainage  and  the 
closure  of  the  sinus,  which  was  not  achieved  by  abdominal  drain- 
age only.  In  three  of  these  instances,  while  drawing  through  the 
drainage  tube  from  the  vagina  into  the  abdominal  wound,  the  blad- 
der, which  was  closely  adherent,  was  accidentally  opened  ;  but  the 
placing  of  a  permanent  catheter  in  the  bladder,  with  frequent  irriga- 
tion of  that  organ  and  of  the  sinus,  resulted  in  a  closure  of  the  rent 
within  a  few  days  in  each  case,  and  all  three  cases  rapidly  recov- 
ered. In  all  these  sixty-two  cases  recovery  ensued,  although  in 
several  the  closing  of  the  sinus  was  delayed  for  a  number  of  months. 

I  will  admit  that  in  a  certain  small  proportion  of  cases  of  pelvic 
abscess  (and  I  mean  hereby  without  reservation  abscesses  situated 
outside  of  the  peritoneal  cavity  and  not  connected  with  it  directly  or 
indirectly,  primarily  or  secondarily)  the  diagnosis  of  the  exact  lo- 
cation of  the  abscess  may  be  attended  with  some  difficulty.  Such 
cases  may  at  times  simulate  accumulations  of  pus  in  the  Fallopian 
tubes,  ovaries,  or  encapsulated  within  the  peritoneal  cavity.  The 
aspirator  needle  introduced  per  vaginam  or  possibly  through  the  ab- 
dominal walls  shows  the  presence  of  pus,  but  the  exact  location  of 
the  abscess  is  doubtful,  and  the  question  as  to  whether  it  had  bet- 
ter be  evacuated  per  vaginam  or  by  an  extra-peritoneal  abdominal 
incision,  or  whether  a  true  laparotomy  in  the  median  line  with  the 
opening  of  the  peritoneal  cavity  and,  the  complete  extirpation  of  the 
pus  sac  should  be  practiced,  comes  up  for  discussion.  In  such  cases, 
Martin,  of  Berlin,  Wylie,  Reed,  of  Cincinnati,  and  other  prominent 
laparotomists  have  suggested  an  exploratory  laparotomy  for  the  pur- 
pose of  locating  the  exact  relations  of  the  abscess  with  the  fingers 
introduced  into  the  peritoneal  cavity.  Under  the  guidance  of  the 
fingers  thus  inserted  an  aspirator  trocar  or  bistoury  was  then  to  be 
introduced  into  the  abscess  per  vaginam  and  the  case  treated  as  al- 
ready described  for  vaginal  abscesses,  the  abdominal  incision  being 
closed  as  soon  as  the  abscess  was  evacuated.     I  have  never  had 
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occasion  to  practice  this  method,  but  I  can  readily  imagine  that  in 
certain  cases  of  firmly  adherent  pyo-salpinx  it  might  be  useful  and 
advisable. 

The  importance  of  large  incisions,  free  drainage,  and  persistent, 
if  careful,  stimulation  of  the  sinuses  remaining  after  the  evacuation 
of  these  pelvic  abscesses  cannot  be  emphasized  sufficiently  if  we 
would  avoid  a  long,  protracted  recovery.  I  hardly  suppose  that  my 
views  or  practice  on  the  subject  of  pelvic  abscess  as  stated  in  the 
previous  lines  will  excite  either  much  comment  or  adverse  criticism, 
since  they  are  probably  accepted  and  followed  by  all  modern  gynae- 
cologists. Perhaps  I  may  make  an  exception  in  favor  of  the  ultra- 
laparotomists  who  do  not  admit  that  anything  in  the  pelvic  cavity 
of  a  woman  "can  be  properly  diagnosed,  treated  or  cured,  except 
through  the  anterior  abdominal  wall.  I  do  not  intend  to  waste  any 
time  in  endeavoring  to  convince  these  gentlemen,  since  they  evi- 
dently are  beyond  conviction. 

As  regards  the  treatment  of  effusions  of  blood  between  the  lay- 
ers of  the  broad  ligament,  however,  I  may  possibly  strike  upon  some 
opposition  to  my  views  and  practice.  Briefly  I  would  say  that  no 
matter  what  the  cause  of  the  sanguineous  effusion,  so  long  as  it  re- 
mains extra-peritoneal,  so  long  as  it  can  be  reached  safely  and 
thoroughly  through  the  vagina,  so  long  I  am  opposed  to  opening 
the  peritoneal  cavity  from  above  and  treating  the  extra-peritoneal 
effusion  as  though  it  were  an  intra-peritoneal  tumor.  I  mean 
that  whenever  the  aspirator  introduced  per  vaginam  into  the 
soft,  fluctuating,  or  doughy  pelvic  mass  reveals  blood — that  is  to 
say,  when  the  contents  of  that  mass  are  susceptible  of  evacuation 
per  vaginam,  my  plan  is  invariably  so  to  treat  such  cases.  I  do 
not,  of  course,  mean  to  say  that  every  case  of  pelvic  haematoma 
should  be  evacuated  (let  me  mention  here  that  I  call  extra-perito- 
neal effusions  of  blood  hcematoma,  in  contradistinction  from  intra- 
peritoneal effusion,  whether  encapsulated  or  not,  which  I  term 
hematocele)  quite  the  contrary — so  long  as  the  effusion  is  compara- 
tively small,  does  not  extend  beyond  the  pelvic  cavity,  does  not 
interfere  with  the  immediate  health  of  the  patient,  is  not  steadily  in- 
creasing by  recurrent  haemorrhages,  has  not  undergone  suppuration 
as  evinced  by  chills  and  fever,  so  long  I  should  allow  such  an  effu- 
sion of  blood  to  remain  surgically  untouched  ;  hoping  that  rest,  an 
ice  bag,  opium,  and  time  would  control  the  effusion  and  eventually 
produce  its  absorption.  In  this  respect  I  am  glad  to  see  that  my  friend 
Dr.  Tuttle,  who  has  been  so  eminently  successful  in  his  operations  for 
ruptured  tubal  pregnancy,  entirely  agrees  with  me.     In  his  recent 
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article  published  in  the  last  volume,  No.  XVI.,  of  the  "  American 
Gynaecological  Transactions," he  states  that  so  long  as  the  peritoneal 
envelope  of  the  effusion  (that  is,  the  layers  of  the  broad  ligament)  is 
intact,  and  none  of  the  contents  of  the  blood-sac  have  escaped  into  the 
peritoneal  cavity,  he  would  not  operate  on  the  case  either  per  vaginam 
or  by  abdominal  section.  Of  course  we  all  agree  that  if  the  sac  has 
ruptured  into  the  abdominal  cavity,  immediate  laparotomy,  evacu- 
ation of  the  escaped  coagula,  and  ligation  and  removal  of  the  source 
of  the  haemorrhage  should  be  at  once  performed. 

Such  extra-peritoneal  effusions  of  blood,  whether  due  to  the  intra- 
ligamentous rupture  of  a  tubal  pregnancy  (as  is  undoubtedly  more 
frequently  the  case  than  we  have  hitherto  been  willing  to  admit)  or 
to  an  intra-ligamentous  haemorrhage  from  some  other  cause,  may 
sometimes  extend  as  far  down  as  the  perinaeum,  pushing  upward 
and  downward  the  posterior  vaginal  wall,  and  as  far  upward  as  the 
kidney,  having  dissected  up  the  peritonaeum  from  its  attachments 
to  the  posterior  pelvic  and  abdominal  walls.  Of  course  the 
strength  of  the  patient  may  suffer  under  this  drain  upon  her  blood 
supply.  The  irritation  of  the  peritonaeum  may  produce  inflamma- 
tion of  that  membrane,  and  therefore  more  or  less  high  tempera- 
ture, which  will  complicate  not  only  the  diagnosis  but  also  the 
prognosis  of  the  case ;  and  the  question  is  very  difficult  to  decide 
whether  at  all,  when,  and  finally  how  to  operate  in  order  to  give 
relief  with  as  little  risk  as  possible.  It  has  been  my  fortune  to  en- 
counter a  number  of  such  cases,  and  my  practice  has  always  been 
to  evacuate  the  bloody  effusion  per  vaginam  when  it  could  easily  be 
reached  through  that  canal,  of  course  always  deferring  such  opera- 
tion until  it  became  evident  that  Nature  would  not  succeed  in  effect- 
ing an  absorption  of  the  effused  blood  or  until  symptoms  of  suppu- 
ration in  the  sac  had  appeared.  In  1885  I  published  the  reports  of  two 
cases,  one  of  ten  weeks',  the  other  of  six  weeks'  duration  according 
to  the  histories,  in  which  I  evacuated  in  this  manner  thirty-six  and 
twenty  ounces,  respectively,  of  dark  grumous  blood  per  vaginam, 
verifying  the  diagnosis  of  extra-peritoneal  effusion  with  my  finger, 
and  rapidly  curing  the  patients  by  irrigation  and  drainage.  Since 
then  I  have  had  six  more  similar  cases  with  equally  good  results. 
In  one  of  these  cases  I  even,  being  doubtful  in  my  diagnosis  as  to 
the  extra-  or  intra-peritoneal  location  of  the  tumor,  although  vaginal 
aspiration  had  told  me  that  it  was  a  blood  cyst,  opened  the  abdom- 
inal cavity  and  made  a  careful  exploration  of  the  relations  of  the 
tumor,  which  was  situated  in  the  left  broad  ligament.  Finding  that 
I  could  not,  if  I  opened  the  sac,  bring  the  edges  in  the  abdominal 
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incision  so  as  to  unite  them  there,  I  closed  that  incision  and  at  once 
opened  the  blood-sac  per  vaginam,  emptied,  irrigated,  and  drained 
it.  with  the  result  of  a  speedy  recovery.  I  firmly  believe  that  if  I 
had  completed  the  operation  on  this  patient  through  the  abdominal 
incision,  I  would  have  had  a  death  from  septicaemia  or  from  septic 
peritonitis  to  record.  In  another  case  of  a  very  similar  character  I 
succeeded  in  attaching  the  edges  of  the  broad  ligament,  after  evac- 
uation of  the  contents,  to  the  abdominal  incision,  with  great  diffi- 
culty, however,  on  account  of  the  tension  of  the  broad  ligament. 
In  doing  so  a  knuckle  of  intestine,  which  was  adherent  to  the  pos- 
terior layer  of  the  broad  ligament,  was  brought  into  such  close  con- 
tact with  the  abdominal  wound  and  the  sutures  that,  brittle  as  it  un- 
doubtedly was,  its  coats  gave  way  and  a  faecal  fistula  formed  several 
days  after  the  operation.  A  secondary  operation  was  finally  re- 
quired to  close  this  fistula  (Zymanowsky's  transplantation  being 
performed)  with  poor  result,  a  spontaneous  closure  of  the  fistula 
eventually  taking  place.  I  am  equally  positive  that  this  woman 
would  have  been  spared  a  great  deal  of  pain  and  suffering  if  the 
blood  had  been  evacuated  ^er  vaginam.  Besides  these  two  cases  of 
laparotomy  for  pelvic  haematoma — in  only  one  of  which,  however, 
the  operation  was  completed  in  this  manner — I  have  had  six  other 
cases  of  abdominal  section  for  this  indication.  Of  these  two  have 
died,  one  of  septic  peritonitis,  the  other  of  vomiting,  probably  in- 
duced by  intestinal  obstruction,  and  one  patient  retained  an  ab- 
dominal fistula  with  which  she  left  the  hospital  and  which,  for  all 
I  know,  is  still  open.  Let  it  be  understood  that  in  all  these  cases  of 
abdominal  section  the  haematoma  was  unruptured,  the  operation 
was  performed  for  intense  pain,  the  probable  diagnosis  being  intra- 
ligamentous rupture  of  a  tubal  pregnancy,  and  that  the  whole  of  the 
sac  was  ligated  by  deep  stitches  and  removed.  Careful  cleansing 
and  flushing  of  the  peritoneal  cavity  rendered  drainage  unnecessary. 
In  none  of  the  cases  was  a  distinct  evidence  of  tubal  pregnancy 
discovered  so  far  as  the  detection  of  an  embryo  is  concerned,  but 
all  presented  to  the  naked  eye  the  characteristic  appearances  of  the 
chorionic  villi  in  a  greater  or  lesser  degree  of  disintegration. 

Now,  of  these  seven  cases  two  died  and  one  retained  a  possibly 
incurable  abdominal  fistula  ;  of  the  other  eight  pelvic  haematomas, 
probably  of  entirely  similar  origin,  which  were  treated  by  vaginal 
incision  and  drainage  all  recovered  without  having  incurred  any  of 
the  risks  which  laparotomy,  no  matter  how  simple  it  may  be,  al- 
ways will  carry  with  it.  Surely  this  record  speaks  highly  in  favor  of 
the  vaginal  evacuation  of  extra-peritoneal  pelvic  effusions  of  blood. 
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I  do  not  include  in  this  series  two  cases  of  apparent  pelvic  he- 
matoma, where  I  opened  per  vaginam,  and  found  a  retro-peritoneal 
sarcoma  with  a  central  blood  cavity  ;  the  diagnosis  was  verified  by 
the  microscope.  Both  patients  died,  of  course,  from  the  disease, 
not  from  the  haematoma  or  the  operation. 

There  is  another  method  of  evacuating-  these  extra-peritoneal 
effusions,  and  that  is  by  doing  exactly  what  I  have  already  de- 
scribed as  indicated  in  cases  where  a  pelvic  abscess  points  through 
the  abdominal  wall  in  the  inguinal  or  iliac  regions,  namely,  of 
making  an  incision  parallel  to  Poupart's  ligament,  perhaps  extend- 
ing it  'even  towards  the  median  line  over  the  symphysis  pubis,  and 
dissecting  down  upon  the  extra-peritoneal  effusion  and  evacuating 
the  blood  in  this  manner.  This  necessitates  a  large  incision,  and 
in  the  often  exceedingly  enfeebled  condition  of  the  patient  more  or 
less  loss  of  blood  and  surgical  shock  which  might  be  contra-indica- 
tions  to  this  method  of  treatment.  I  have  in  mind  a  case  which 
was  under  my  observation  a  year  or  more  ago,  the  worst  of  the 
kind  that  I  have  seen,  in  which  the  posterior  vaginal  wall  was  so 
much  distended  by  the  blood  effused  into  the  pelvic  cellular  tissue 
that  it  ruptured,  and  the  diagnosis  (which  had  already  been  made 
by  me  with  the  aspirator)  was  thus  confirmed  by  the  spontaneous 
escape  of  coagulated  blood.  The  great  shock  attending  the  rapid 
recurrence  of  the  haemorrhages  and  the  high  fever  were  so  sudden, 
taking  place  as  it  were  over  night,  that  no  time  was  given  me  for 
operative  interference — that  is,  evacuation  of  the  blood  per  vaginam 
and  tamponing  of  the  bleeding  cavity.  When  the  patient  rallied  on 
the  next  morning,  by  wish  of  the  friends,  she  passed  into  the  hands 
of  another  surgeon,  who  performed  the  operation  just  described, 
namely,  of  opening  the  blood  cavity  from  above  through  the  ab- 
dominal walls — that  is,  without  intentionally  invading  the  peri- 
toneal cavity  (as  he  wrote  me,  the  latter  was  opened  accidentally, 
but  immediately  closed  by  sutures),  but  in  spite  of  the  large  incision 
thus  made  and  the  free  access  to  the  cavity  containing  the  blood,  it 
was  found  necessary  to  make  a  counter-opening  in  the  vagina  in 
order  to  secure  entire  evacuation  and  free  drainage  of  the  sac.  The 
patient  eventually  recovered.  I  have  always  thought  that  in  this 
case  the  superior  incision  was  entirely  unnecessary,  since  it  was 
found  imperative  to  open  per  vaginam  also  in  order  to  secure  the 
desired  result.  I  believe  that  the  cavity  could  have  been  entirely 
emptied,  drained,  and  packed  so  as  to  control  future  hcemorrhage 
through  a  vaginal  incision,  which  would  have  been  very  much  less 
dangerous  and  troublesome  to  the  patient.    The  question  in  such 
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cases  is  exactly  when  to  operate.  The  point  as  to  where  to  operate 
seems  to  me  to  depend  upon  the  accessibility  of  the  intra-pelvic 
mass,  which  will  usually  be  through  the  vagina.  Of  course  one 
cannot  expect  to  extirpate  a  ruptured  tube  per  vaginam,  but  this  is 
not  necessary,  since  the  contraction  of  the  cavity  between  the  broad 
ligaments  containing  the  blood  produces  a  closure  of  the  tube, 
which  is  thereafter  practically  impermeable  and  productive  neither 
of  good  nor  evil.  In  this  respect  the  operation  is  quite  as  curative 
as  though  the  tube  had  been  entirely  removed  in  the  usual  way, 
through  an  abdominal  incision.  Such  blood  cavities  opened 
through  the  vaginal  vault  usually  contract  and  heal  very  rapidly, 
and  sinuses  are  not  the  rule.  In  this  respect  they  differ  from  the 
pus  sacs  treated  in  this  manner. 

I  will  but  say  in  conclusion  that  as  a  practical  laparotomist  I 
am  heartily  in  favor  of  that  operation  wherever  it  seems  to  me  to 
offer  either  the  better  or  the  only  chances  for  the  patient's  recovery. 
The  peritonaeum  has  no  horrors  for  me,  and  I  am  just  as  ready  to 
invade,  injure,  and  open  it  if  I  think  my  patient  will  be  benefited 
thereby,  as  I  would  be  to  make  an  incision  into  the  external  skin  ; 
but  I  think  many  of  us  are  too  prone  nowadays  to  attack  every 
ailment  of  a  woman's  pelvic  organs  through  an  abdominal  incision, 
forgetting  that  Nature  has  provided  channels  of  approach,  which 
are  open  to  us  without  the  preparatory  aid  of  the  knife. 


RUPTURE  OF  THE  SAC  OF  AN   EXTRA-UTERINE  PREG- 
NANCY THROUGH  THE  FIMBRIATED  EXTREMITY 
WITHOUT  TEARING  THE  FALLOPION  TUBE. 
OPERATION,  RECOVERY. 

By  Hunter  Robb,  M.  D. 

Resident  Gynaecologist  to  the  Johns-Hopkins  Hospital,  Baltimore,  Md. 

Mrs.  E.  E.  was  admitted  August  16,  1891,  to  Ward  H  of  the 
Johns  Hopkins  Hospital,  and  came  under  my  charge  in  the  absence 
of  Prof.  Kelly.  She  was  thirty  years  of  age,  had  been  married  six 
months  and  had  had  no  previous  pregnancy.  Her  menses  appeared 
first  at  the  age  of  thirteen,  were  monthly  and  without  pain  until  last 
March.  The  flow  was  always  moderate  lasting  three  or  four  days. 
Bowels  constipated.    Frequent  micturition. 

March  nth  she  complained  of  an  unusual  amount  of  aching 
pain  in  the  left  ovarian  region  during  the  time  of  her  menstrual 
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period  ;  this  recurred  at  each  succeeding  period.  She  returned  home 
July  ioth  after  an  absence  of  one  month. 

August  ii,  1 89 1 ,  no  period  appeared.  The  last  menstruation 
July  nth  had  lasted  three  days,  in  no  respect  differing  from  the 
preceding  ones. 

August  1  st  she  suddenly  complained  of  sharp  shooting  cramp- 
like pains,  in  the  left  lower  zone  of  the  abdomen,  accompanied  by 
nausea  and  severe  vomiting,  which  had  not  been  present  previous 
to  the  attack  of  pain.  The  pain  was  severe  enough  to  cause  fainting 
and  "spasms"  lasting  "four  hours.  The  next  day  she  was  able  to 
rise  from  bed  and  attend  to  her  household  duties  for  two  hours, 
when  she  was  again  seized  with  pain  and  vomiting  as  before.  The 
pain  was  now  constant  in  the  left  lower  abdominal  region,  while 
the  "spasms"  recurred  morning  and  night  lasting  three  hours  each 
time.  She  also  continued  to  suffer  from  nausea  and  vomiting  and 
was  unable  to  take  any  nourishment.  In  this  condition  she  was 
admitted  to  the  hospital  August  16th. 

A  vaginal  examination  made  on  the  day  after  admission  revealed 
nothing  definite.  At  the  examination  (without  anaesthesia)  the  fol- 
lowing notes  were  made :  Outlet  relaxed,  cervix  near  the  outlet,  pat- 
ulous and  soft.  Uterus  enlarged,  anteflexed  and  sensitive;  sensi- 
tiveness most  acute  along  its  left  side.  To  the  left  of  the  uterus  an 
enlarged  and  soft  "tubo-ovarian  mass"  can  be  felt.  This  mass  is 
of  a  doughy,  semi-fluctuant  consistence.  Nothing  can  be  felt  on  the 
right  side.  There  was  a  peculiar  stringy,  slightly  bloody  secretion 
in  the  vagina.  The  breasts  were  not  painful ;  and  did  not  contain 
milk. 

A  diagnosis  was  at  once  made  of  a  tubo-ovarian  mass  of  doubt- 
ful nature. 

Absolute  rest  was  enjoined,  and  the  patient  prepared  for 
more  thorough  examination  upon  the  following  day  under  chloro- 
form narcosis  ;  when  the  following  additional  notes  were  recorded  : 
the  outlet  relaxed," cervix  in  the  axis  of  the  vagina,  soft  and  some- 
what bluish  in  appearance,  most  marked  upon  the  posterior  lip. 
The  external  os  patulous,  discharging  a  long,  tenacious,  muco-san- 
guineous  plug.  I  also  removed  a  dead  house-fly  from  the  upper 
part  of  the  vagina.  The  uterus  was  anteflexed,  movable,  and  en- 
larged about  the  size  of  a  two-months'  pregnancy.  On  the  right  side 
slight  resistance  in  the  broad  ligament.  The  tube  and  ovary  on 
this  side  could  not  be  distinguished.  On  the  left  side  the  adherent 
tubo-ovarian  mass,  somewhat  larger  than  a  hen's  egg  is  easily  pal- 
pable.   This  is  closely  adherent  to  the  uterus  without  a  pedicle,  and 
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hiis  up  the  pelvis  on  this  side,  and  with  its  axis  obliquely  upwards 
from  the  left  cornu  uteri  towards  the  sacro-iliac  symphysis. 

Urine  :  Analysis  of  voided  urine  on  the  17th  of  August  Reaction 
acid,  color  opaque,  slightly  reddish.  Specific  gravity  ic.34.  Abun- 
dant pinkish  sediment.  Amorphous  urates,  bladder  cells  and  a  few 
pus  corpuscles.    Xo  albumen. 

Examination  August  21st  catheterized  urine:  cloudy  amber 
color.  Sp.  gr.  10.23.  Xo  albumen,  mucous  sediment.  Microscop- 
ical examination  negative 

Operation  :  Incision  through  fat  abdominal  walls  (6  cm.  thick). 
On  opening  the  peritoneal  cavity  a  stream  of  black  blood  spouted 
out  The  incision  was  enlarged  to  8  cm.  enabling  me  to  rapidly 
remove  many  large  clots  { about  500  cc)  of  blood,  associated  with 
about  500  cc.  of  fluid  blood.  After  removing  the  blood  from  the 
pelvis,  handful  by  handful,  the  mass  was  grasped,  elevated  and  re- 
moved by  transfixion  ligature  and  cautery.  The  mass  comprised 
the  tube  and  ovary,  densely  adherent  to  each  other  and  to  the  broad 
ligament  The  extra-uterine  sac  lay  in  the  tube  near  its  fimbriated 
extremity  and  just  within  the  ostium  abdominale.  Rupture  had 
taken  place  through  the  fimbriated  extremity  which  was  patulous, 
and  2  cm.  in  diameter  and  choked  with  clotted  blood. 

The  right  tube  and  ovary  were  normal,  perfectly  free  from  ad- 
hesions, and  were  therefore  not  removed.  The  pelvis  was  washed 
out  with  six  litres  of  a  sterilized  salt  solution  and  then  sponged  as 
dry  as  possible.  On  account  of  the  liability-  to  subsequent  haemor- 
rhage from  the  adhesions  I  used  a  drainage  tube.  The  abdomen 
was  then  closed  as  usual.  The  drainage  tube  was  removed  six 
hours  after  the  operation,  only  a  few  pledgets  of  cotton  being  moist- 
ened with  blood.  The  patient  reacted  well :  pulse  and  temperature 
remaining  below  100  3  F.  for  the  first  twelve  hours.  They  then  be- 
gan to  increase :  the  tongue  became  dry  and  brown  and  consider- 
able nausea  with  some  abdominal  distention  existed.  These  symp- 
toms continued  for  three  davs  and  then  subsided.    Through  this 
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time  she  was  receiving  stimulating  treatment  and  after  a  thorough 
faecal  evacuation  on  the  fourth  day  she  improved.  Again  the  tem- 
perature arose  and  the  pulse  became  rapid :  the  outlook  was  not  at 
all  promising :  but  the  vomiting  diminished  and  she  began  to  look 
better.  After  the  seventh  day  she  was  out  of  danger.  On  removal 
of  the  sutures  on  the  seventh  day  a  small  amount  of  purulent  fluid 
exuded  from  the  track  of  the  drainage  tube.  The  sutures  at  the 
upper  and  lower  angles  of  the  wound  were  not  infected  at  this  time, 
but  the  track  of  the  drainage  tube  was  thoroughly  infected  and 
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within  twelve  hours  time  the  whole  line  of  the  incision  was  also 
infected.  The  pus  discharged  freely  for  three  or  four  days.  Inocu- 
lations made  from  the  pus  in  the  track  of  the  drainage  tube  at  the 
time  of  the  removal  of  the  sutures,  were  pure  cultures  of  the  Staph- 
ylococcus Pyogenes  Aureus.  Cover  slip  examinations  were  also 
made  showing  numerous  bacteria  within  and  without  the  pus 
corpuscles. 

I  do  not  believe  the  infection  originally  existed  in  the  abdominal 
cavity,  but  came  entirely  from  the  skin ;  entering  by  the  track  of 
the  drainage  tube,  and  to  it  were  due  in  all  likelihood  the  tempera- 
ture and  pulse  disturbances  as  well  as  her  general  systemic  dis- 
turbance. 


Figure  is  diagrammatic,  showing  the  relation  of  the  sac  to  the  tube  wall,  its 
ruptured  outer  extremity  pouring  blood  out  of  the  intact  tube  through  its  fim- 
briated end.    The  shading  represents  the  blood  clot  plugging  the  tube. 


Analysis  of  te?nperature  chart  following  operation: 
The  temperature  was  registered  for  fourteen  days  by  the  mouth, 
rectum  and  vagina,  and  shows  in  some  instances  a  difference  of 
two  degrees.  The  highest  point  registered  was  1050  F.  by  the  rec- 
tum on  the  third  day.  It  then  fluctuated  between  99.4 0  F.  by  the 
mouth  and  101 0  F.  by  the  rectum  to  104.  20  F.  by  the  rectum  and  102.40 
F.  by  the  mouth.  The  temperature  then  progressively  decreased 
from  the  eighth  day  until  the  fourteenth,  when  it  registered  ioo°  F. 
by  the  rectum  and  99. 40  F.  by  the  mouth,  and  98. 8°  F.  by  the  va- 
gina. From  the  fifteenth  day  until  the  twenty-ninth  the  rectal  tem- 
perature fluctuated  from  ioo°  F.  to  103. 20  F.  This  point  it  reached 
only  once.    The  patient  is  now  perfectly  well. 


Rupture  of  the  Sac  of  an  Extra-Uterine  Pregnancy.     1 13 


Macroscopic  description  of  specimen: 

The  specimen  consists  of  the  right  fallopian  tube  containing 
the  fcetal  sac,  and  the  right  ovary.  The  tube  is  9  cm.  long  (31/2 
in.).  Beginning  at  the  cornual  end  of  the  uterus  it  is  1.2  cm.  in  di- 
ameter (1/2  in.)  for  4  cm.  (1  1/2  in.)  of  its  length;  the  remaining  5 
cm.  (2  in.)  is  4  cm.  (1  1/2  in.)  in  diameter.  The  posterior  surface 
of  the  tube  is  covered  with  well  formed  connective  tissue  adhesions, 
which  had  bound  the  tube  to  the  posterior  surface  of  the  uterus  in 
the  cul-de-sac. 

The  walls  of  the  tube  are  thickened  and  injected.  At  no  point 
can  a  rupture  be  discovered  in  the  tube.  The  fimbriated  extremity 
however,  is  patulous,  1.3  cm.  (1/2  in.)  in  diameter;  the  fimbriae  are 
enlarged,  congested,  thickened  and  spreading ;  the  ostium  abdomi- 
nale  is  plugged  with  a  firm  clot  of  blood.  On  displacing  this  and 
opening  the  tube  a  stellate  rupture  is  seen  in  the  sac  communicat- 
ing with  the  ostium  abdominale  by  a  short  canal,  6  mm.  (1/4  in.) 
in  diameter.  Here  the  rupture  occurred,  and  from  this,  part  of  the 
haemorrhage  followed,  thus  entering  the  abdominal  cavity  without 
rupture  of  the  tube.  In  an  area  adjacent  to  this  point  of  rupture 
there  is  also  a  complete  separation  of  the  sac ;  from  the  wall  of  the 
tube,  this  space  was  filled  with  a  yellowish,  firm,  decolorized 
clot. 

Microscopic  examination  showed  the  chorionic  villi.  A  thorough 
examination  of  the  two  litres  of  blood-clots  removed  failed  to  dis- 
cover the  embryo,  which  could  not  therefore  be  found. 

Summary  : 

We  had  therefore  the  following  elements  in  forming  a  diagnosis  : 

1.  A  woman  always  regular  in  her  menstrual  habit  and  free  from 
disease. 

2.  Marriage,  menstrual  period  continued  regular  and  natural. 

3.  Sudden  cessation  of  menses  without  any  apparent  morbid  cause. 

4.  Seventeen  days  after  cessation  of  last  menstrual  period  {which 
occurred  on  fuly  nth)  she  was  suddenly  seized  with  paroxysms  of  se- 
vere cramping  pains  in  the  left  lower  abdomen  accompanied  by  nausea 
and  severe  vomiting.  Another  attack  the  day  following.  The  pain  and 
nausea  were  persistent. 

5.  The  next  menstrual  period  due  August  nth  failed  to  appear. 

6.  Examination.  Bloody  discharge  in  the  vagina,  soft  cervix, 
blue  color,  enlarged  anteflexed  uterus.  Ovoid  mass  to  the  left  of  the 
uterus,  very  tender  to  touch. 

Diagnosis:  ruptured  early  extra-uterine  pregnancy,  verified  by 
operation. 
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INCLINED    DECUBITUS— AN    IMPORTANT  AID   IN  THE 
TREATMENT  OF  THE  DISEASES  OF  WOMEN.1 

By  Thomas  Addis  Emmet,  M.D.1 

Much  that  I  have  to  say  to  you  on  this  subject  will  be  familiar, 
as  you  have  heard  me  frequently  give  expression  to  my  views.  It 
may  be  like  the  service  of  old  wine  in  new  bottles,  but  improved  I 
hope  by  age,  as  I  propose  to  give  the  result  of  my  experience  in  a 
practical  application. 

Before  doing  so,  however,  let  us  briefly  consider  certain  physi- 
cal conditions  which  have  a  very  close  relation  to  the  subject. 

I  have  taught  that  the  more  tortuous  the  course  of  the  veins  in 
the  female  pelvis  the  more  these  vessels  are  diminished  in  calibre, 
so  that  in  the  normal  state  the  circulation  through  them  by  this  con- 
traction is  made  to  correspond  exactly  with  the  supply  received 
from  the  arteries.  The  pelvic  veins,  as  you  know,  are  without 
valves,  and  to  overcome  the  effects  of  gravitation  and  to  maintain 
healthy  circulation,  while  a  woman  is  in  the  upright  position,  this 
tortuous  course  of  the  vessels  is  necessary. 

Any  prolonged  degree  of  prolapse,  below  what  I  have  termed 
"  the  health  line,"  must  straighten  out  these  veins.  Then,  from  this 
retarded  circulation  and  consequent  accumulation  of  venous  blood, 
the  vessels  become  distended  so  that  in  time  many  of  them  open 
out  into  large  cavities  or  mere  receptacles  of  an  almost  stagnant 
venous  circulation. 

I  have  also  taught  that  the  fascia  and  pelvic  connective  tissue 
must  preserve  a  certain  relation  to  each  other  that  a  proper  support 
may  be  given  to  the  coats  of  these  vessels.  When  these  rela- 
tions become  disturbed  or  lost,  the  same  changes  take  place  which 
I  have  described  as  resulting  from  a  simple  prolapse.  Local  peri- 
tonitis is  the  most  common  cause  by  which  the  health  condition  of 
the  blood-vessels  becomes  changed.  This  occurs  from  the  adhe- 
sions to  neighboring  tissues,  whereby  too  much  traction  may  be 
exerted  in  one  direction,  while  in  another  all  proper  support  is  lost. 
Both  veins  and  arteries  follow  a  more  tortuous  course  in  the  pelvis 
than  they  do  elsewhere,  and  this  is  a  necessary  provision  of  nature 
to  admit  of  the  changes  of  position  in  the  uterus  due  to  gestation 
and  from  new  growths.  The  arteries,  however,  are  not  so  readily 
affected  by  these  changes,  within  certain  limits,  as  are  the  veins. 
When  the  arteries  are  drawn  into  an  approximation  to  a  straight 
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line,  a  decidedly  increased  supply  of  blood  will  flow  through  them. 
This  effect  is,  however,  limited,  so  that  from  a  state  of  over-disten- 
tion  the  opposite  condition  may  be  produced  by  direct  traction  on 
the  arteries  themselves.  I  have  demonstrated  that  the  uterus  can 
be  drawn  down  to  the  vaginal  outlet  and  only  the  veins  will  be 
affected,  but,  if  it  be  drawn  down  further,  a  point  is  reached  when 
direct  traction  will  be  exerted  on  the  arteries  themselves,  and  their 
calibre  is  lessened.  A  like  condition  would  be  produced  in  the 
neighboring  circulation  if  it  were  possible  to  exert  a  like  force  in 
pushing  the  uterus  upward  toward  the  abdominal  cavity.  Hence  a 
fibrous  tumor  without  or  a  pedunculated  growth  within  the  womb 
ceases  to  grow  or  begins  to  slough  when  its  blood  supply  is  cut  off, 
by  a  sufficient  degree  of  prolapse  into  the  pelvis  or  from  undue 
elevation  into  the  abdominal  cavity. 

We  are  all  familiar  with  the  relief  given  by  the  knee-and-chest 
position.  The  weight  of  the  atmosphere  distends  the  vagina  and 
doubtless  lifts  the  pelvic  organ  to  the  limit  allowed  by  the  fascial  at- 
tachments, while  the  amount  of  blood  in  the  pelvic  circulation  is 
greatly  diminished.  This  temporary  relief  is  certainly  not  main- 
tained by  the  vaginal  distention,  because  the  air  is  always  displaced 
from  the  canal  (when  there  has  been  no  injury  to  the  pelvic  floor)  on 
the  first  change  of  position  and  as  soon  as  the  posterior  wall  of  the 
vagina  comes  in  contact  with  the  anterior  one.  The  marked  relief 
is  due  alone  to  correcting  the  degree  of  prolapse,  which  change 
enables  the  blood-vessels  to  become  convoluted,  and  the  circulation 
is  thereby  lessened. 

I  have  long  since  pointed  out  the  fact,  and  it  must  be  one  familiar 
to  all  of  you,  that  great  temporary  relief  can  be  often  obtained  by 
placing  a  woman  on  her  back  with  the  limbs  drawn  up,  as  we  slowly 
lift  the  uterus  to  a  certain  point  with  the  index  finger.  She  can 
generally  appreciate  in  a  few  moments  when  the  proper  plane  of 
elevation  has  been  reached,  and,  as  the  pulsation  of  the  circular 
artery  lying  alongside  of  the  finger  gradually  diminishes  in  force, 
no  argument  is  necessary  to  prove  that  the  pelvic  circulation  at  this 
point  has  been  restored.  The  same  change  in  the  condition  of  the 
blood-vessels  has  been  brought  about,  from  lifting  the  organ,  as  the 
one  I  have  just  described  as  occurring  after  correcting  a  more  seri- 
ous prolapse  of  the  uterus. 

When  we  properly  pack  the  vagina  with  pledgets  of  wool  and 
vaseline,  we  doubtless  effect  much  good  in  reducing  the  size  of  the 
over-distended  veins  of  the  pelvis  which  may  be-  within  reach  of  the 
uniform  pressure  excited  by  the  tampon.    But  the  permanent  good 
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to  be  gained  must  be  from  correcting  the  prolapse  and  by  maintain- 
ing this  correct  position,  thereby  relieving  the  drag  on  the  pelvic 
vessels  beyond  the  direct  reach  of  the  tampon  and  enabling  them 
to  recover  their  tortuous  course. 

By  the  use  of  a  pessary,  with  a  full  appreciation  of  the  true  con- 
dition or  cause  of  displacement,  we  doubtless  afford  great  relief. 
But  you  have  often  heard  me  express  my  belief  that  many  could  fit 
a  pessary  so  that  it  would  do  no  harm,  while  very  few  ever  learned 
how  to  gain  the  greatest  good  from  its  use.  I  have  demonstrated 
time  and  again  to  my  entire  satisfaction  that  relief  will  be  obtained 
by  the  use  of  a  pessary  only  when  the  exact  degree  of  prolapse  has 
been  corrected,  while  a  change  of  version,  unless  existing  backward 
in  an  exaggerated  degree,  is  but  comparatively  of  secondary  im- 
portance. If  we  exclude  the  displacements  of  the  uterus  due  to  new- 
growths,  it  will  be  found  that  most  of  the  other  deviations  from  the 
normal  condition  are  due  to  traction  exerted  by  adhesions  and  other 
effects  of  pelvic  inflammation.  The  proper  relation  between  the 
connective  tissue  of  the  pelvis  and  the  blood-vessels  becomes  thereby 
lost  for  a  time,  from  too  great  traction  exerted  in  one  direction  and 
from  a  want  of  proper  support  in  another.  Now  whatever  tempo- 
rary benefit  may  seem  due  to  the  use  of  a  pessary  after  the  inflam- 
mation has  disappeared,  no  permanent  good  can  be  gained  unless 
"the  slack'"  in  the  connective  tissue  be  taken  up  and  the  pelvic  ves- 
sels by  this  means  be  supported  and  lifted  to  the  exact  position 
where  they  may  become  again  doubled  upon  themselves,  with  a 
corresponding  lessening  of  the  pelvic  circulation. 

I  doubt  if  any  one  who  has  had  much  experience  in  the  use  of 
the  Trendelenburg  position  will  deny  that  the  pelvic  circulation  is 
greatly  lessened  by  it.  While  the  force  of  gravitation  in  this  posi- 
tion empties  the  pelvis  it  certainly  at  the  same  time  retards  the 
arterial  circulation,  and  consequently  the  veins  soon  become  less 
distended. 

In  my  work,  "The  Principles  and  Practice  of  Gynaecology,"  I 
detail  the  method  employed  for  curing  procidentia  by  a  country 
practitioner  living  on  Currituck  Sound,  Virginia.  This  was  a  com- 
monly existing  condition  among  the  negroes  of  that  neighborhood 
who  received  no  professional  care  during  labor  and  got  up  too  soon, 
with  the  uterus  enlarged  and  with  the  floor  of  the  pelvis  more  or 
less  injured.  The  natural  result  followed.  This  physician  was 
noted  for  his  success,  as  he  seldom  failed  in  curing  a  case  of  this 
injury.  He  was  accustomed  to  swing  the  woman  in  the  knee-and- 
chest  position,  and  this  he  maintained  unchanged  for  at  least  two 
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or  three  weeks.  In  addition  he  kept  a  few  ounces  of  an  infusion  of 
white-oak  bark  in  the  vagina,  the  astringent  effect  of  which  must 
have  been  very  limited,  while  the  weight  of  the  fluid  may  have  had 
some  efficacy;  beyond  question  the  position  accomplished  the  cure. 

The  enlarged  and  heavy  uterus  by  force  of  gravitation  returned 
to  its  place,  leaving  the  vessels  to  retract  and  assume  their  natural 
shape.  As  the  circulation  gradually  diminished  a  better  stimulant 
to  excite  uterine  contraction  could  not  be  furnished  than  these  con- 
tracting blood-vessels.  The  result  was  not  unlike  that  following 
the  use  of  ergot  which  I  believe  has  little  if  any  effect  on  the  uterine 
tissue  itself.  It  seems  rather  to  cause  arteries  in  the  erectile  tissue 
to  contract  and  thus  lessens  the  circulation  throughout  the  uterus. 
The  uterine  tissues  would  then  naturally  close  up  or  contract  upon 
the  emptied  vessels  and  thus  the  size  of  the  uterus  would  be 
reduced.  By  this  plan  of  postural  treatment  rapid  involution  of  the 
uterus  and  vagina  was  brought  about  as  the  pelvic  circulation 
diminished,  and  as  the  position  was  maintained  long  enough  for  the 
pelvic  fascia  and  connective  tissue  to  recover  their  tone  the  woman 
remained  cured  afterwards.  The  plan  of  treatment  was  perfectly 
correct  in  principle,  but  one  of  impossible  application,  as  he  prac- 
ticed it,  to  any  other  race  than  the  negro,  whose  summum  bonum  » 
was  an  extra  diet  and  the  opportunity  for  prolonged  slumbers. 

In  concluding  this  part  of  the.  subject  let  me  make  an  addi- 
tional explanation  as  to  the  upward  movement  towards  the  ab- 
dominal cavity.  While  any  single  position  or  part  may  be  dragged 
upward  as  a  result  of  a  new  growth,  where  the  vessels  are  affected 
as  I  have  described,  ^it  is  impossible  to  lift  the  contents  of  the  pelvis 
beyond  a  certain  point  without  committing  violence.  In  conse- 
quence of  the  anatomical  structure  existing  any  degree  of  prolapse 
may  take  place  towards  the  pelvic  outlet  as  a  natural  provision  of 
nature,  but  the  upward  range  is  a  very  limited  one  beyond  the 
natural  position  of  the  parts  reduced.  Therefore  when  any  portion 
of  the  pelvic  contents  can  be  readily  lifted  to  a  certain  plane,  be- 
yond which  force  would  be  necessary  to  increase  the  elevation,  we 
have  then  reached  its  natural  position.  If  this  position  can  be 
maintained  the  blood-vessels  will  then  receive  their  proper  support 
and  must  rapidly  return  to  their  normal  condition. 

The  application  of  what  I  have  thus  briefly  endeavored  to  pre- 
sent is  to  show  that  in  the  treatment  of  the  diseases  of  women  we 
have  a  most  valuable  agent  in  the  continuous  use  of  the  inclined 
plane.  I  am  always  fearful  of  getting  under  the  influence  of  a 
hobby  and  with  a  full  appreciation  of  the  tendency  of  human 
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nature  to  exaggerate  even  if  we  do  not  go  further.  I  always  strive 
not  to  deceive  myself  nor  mislead  others.  Yet  I  do  not  hesitate,  as 
the  result  of  my  observation,  to  make  the  statement  that  there 
seems  to  be  scarcely  a  condition  of  disease  in  the  female  pelvis 
which  is  not  benefited  to  some  extent  by  maintaining  the  recum- 
bent position  with  the  foot  of  the  bed  elevated  from  twelve  to 
eighteen  inches.  Trendelenburg's  position  would  be  most  advan- 
tageous if  we  could  get  our  patients  to  remain  in  it  long  enough. 
The  nearest  approximation  in  elevation  of  the  foot  of  the  bed  is 
about  eighteen  inches  to  which  a  patient  may  get  easily  accus- 
tomed ;  but  anything  under  twelve  inches  is  of  little  value. 

For  ten  years  or  more  I  have  recognized  the  efficacy  of  the  posi- 
tion and  have  often  temporarily  employed  it  to  give  a  good  night's 
rest  without  the  aid  of  an  anodyne,  where  the  patient  has  been 
nervous  and  could  not  sleep.    I  naturally  supposed,  when  success- 
ful, that  it  was  due  to  increasing,  by  the  position,  the  amount  of 
blood  going  to  the  brain,  but  I  am  now  satisfied  that  the  position 
temporarily  removed  the  local  cause  of  irritation  by  diminishing 
the  amount  of  blood  circulating  in  the  pelvis.    During  the  past 
year  or  two  a  large  number  of  the  patients  in  my  private  hospital 
»  sleep  habitually  in  this  position.    In  the  past  year  I  have  kept 
others  in  bed  for  weeks  who  were  not  allowed  to  assume  the  up- 
right position  under  any  pretext.    To  use  a  bed-pan,  to  have  the 
vaginal  injections  administered  or  to  receive  local  treatment,  the 
patient  was  for  the  time  turned  across  the  bed.    To  my  surprise  I 
have  found  but  few  who  have  experienced  any  difficulty  after  the 
first  or  second  night,  if  the  degree  of  elevation  was  within  the  limit 
I  have  given.    I  have,  however,  had  no  occasion  to  try  the  effects 
of  the  position  where  the  patient  was  plethoric,  very  fleshy,  or  with 
any  cardiac  difficulty,  and  under  these  circumstances  I  would  hesi- 
tate or  be  very  careful  in  resorting  to  it.    In  several  instances  the 
position  was  continued  in  use  through  choice  and  after  all  necessity 
had  ceased,  as  it  was  found  they  could  not  sleep  so  well  with  the 
body  in  the  horizontal  plane.    I  have  found  the  position  of  marked 
value  in  the  treatment  of  enlarged  and  prolapsed  ovaries,  in  threat- 
ening attacks  of  pelvic  peritonitis  and  in  all  old  cases  of  pelvic  in- 
flammation, where  tamponing  the  vagina  so  often  proves  of  benefit 
and  where  the  packing  and  other  treatment  is  applied  to  the  greatest 
advantage  in  the  knee-and-chest  position.    I  have  cured  several 
cases  of  tubal  disease  in  this  way,  and  there  were  no  fresh  attacks 
of  peritonitis  so  long  as  the  patient  maintained  the  inclined  position. 
But  above  all  the  relief  has  been  most  prompt  in  allaying  the  con- 
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stant  irritation  of  the  bladder  attending  many  cases  who  suffered 
from  local  peritonitis  about  the  utero-sacral  ligaments.  It  is,  how- 
ever, a  matter  of  experiment  to  ascertain  the  proper  degree  of  eleva- 
tion which  will  afford  relief,  as  I  have  noticed  a  difference  exists  in 
cases  where  apparently  the  condition  of  pelvic  disease  was  about 
the  same.  I  have  also  noticed,  in  one  instance,  that  a  woman  with 
a  fibrous  tumor  flowed  much  less,  and  what  was  apparently  becom- 
ing a  rapid  growth  was  checked  by  remaining  for  several  weeks  in 
this  position.  With  the  use  of  the  inclined  plane  I  am  disposed 
now  to  keep  more  patients  in  bed  than  formerly,  for  I  find  that  the 
treatment  can  be  carried  out  for  weeks  with  no  loss  of  strength  and 
with  decided  gain  if  special  attention  be  given  to  keeping  up  the 
general  condition.  In  this  connection  I  may  state  that  unless  there 
be  some  contra-indication.  as  from  the  existence  of  acute  inflam- 
mation, massage  in  some  form,  for  the  limbs  at  least,  will  be  found 
most  useful. 

I  believe  that  the  continued  use  of  the  inclined  plane  will  prove 
of  great  .value  in  connection  with  the  course  of  treatment  outlined 
by  Dr.  Wier  Mitchell  for  the  class  of  cases  needing  the  -'rest  cure." 
In  these  cases,  as  a  rule,  only  a  functional  disturbance  of  the  geni- 
tal organs  exists,  with  a  tendency  to  more  or  less  congestion,  due 
rather  to  impaired  nutrition  from  some  fault  or  injury  lying  in  the 
nerve  centres  than  from  any  actual  disease. 

One  of  the  last  cases  benefited  by  treatment  in  this  position 
presents  a  history  of  great  interest.  She  was  brought  to  me  by  Dr. 
Rice  of  New  Brunswick.  X.  J.,  after  having  suffered  from  re- 
peated attacks  of  peritonitis.  There  was  a  slight  discharge  of  pus 
from  the  vagina,  she  had  frequent  rigors  and  with  a  rise  of  temper- 
ature every  afternoon.  I  found  the  right  tube  distended  with  pus 
to  about  the  size  of  my  wrist  and  lying  behind  the  uterus  which 
was  crowded  well  forward  against  the  bladder.  The  uterus  was 
quite  fixed  in  this  position  and  the  evidence  of  extensive  inflamma- 
tion throughout  the  pelvis  could  be  readily  detected.  Her  general 
and  local  condition  were  so  unpromising  at  this  time  that  I  had  not 
the  courage  to  operate  for  removal  of  the  tube  until  she  had  had  the 
benefit  of  an  attempt  to  improve  both  conditions  of  treatment  if 
possible.  Having  had  just  before  an  experience  in  a  somewhat 
similar  case,  and  where  recovery  did  take  place  without  an  oper- 
ation, I  had  less  hesitation  in  giving  the  benefit  of  the  delay. 
Almost  immediately  after  she  was  put  to  bed.  with  the  foot  of  her 
bed  elevated  some  eighteen  inches,  a  free  and  continuous  drainage 
of  pus  was  established  through  the  uterine  canal.     In  less  than  a 
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week  she  ceased  to  have  any  rise  of  temperature  in  the  afternoon 
or  at  any  other  time,  and  as  she  had  improved  so  much  I  allowed 
her  to  get  up  in  the  morning  that  she  might  be  treated  locally  in 
my  office.  Twice  was  this  attempted  and  with  the  same  result  on 
assuming  the  upright  position  ;  the  escape  of  pus  ceased  with  in- 
creased pain,  the  rigors  returned  and  her  temperature  went  up  to 
one  hundred  and  two  degrees  each  afternoon. 

She  remained  on  the  inclined  plane  for  some  five  weeks  and 
during  the  whole  of  this  time  her  temperature  remained  normal. 
She  had  her  period  without  any  special  trouble  and  the  discharge  of 
pus  becoming  gradually  less,  circumstances  arose  making  it  neces- 
sary for  her  to  return  and  have  the  treatment  carried  on  at  home. 
Before  her  departure  a  thorough  examination  was  made  by  my  son, 
Dr.  Duncan  Emmet,  and  myself  under  ether,  as  I  was  particularly 
interested  to  note  the  changes  in  her  condition.  We  found  that  the 
right  tube  had  become  reduced  in  size  to  about  that  of  the  little  fin- 
ger and  it  had  returned  to  its  normal  position.  The  uterus  was 
smaller  and  decidedly  more  movable,  and  altogether  there  had 
been  a  remarkable  change  for  the  better.  Since  her  return  I  have 
learned  that  she  has  continued  to  improve,  but  she  is  certainly  yet 
very  far  from  being  a  well  woman  and  suffers  greatly  at  times  from 
colicky  pains  which  I  suppose  are  due  to  adhesions  among  the 
small  intestines.  But  I  firmly  believe  that  she  will  eventually  get 
perfectly  well  and  will  do  so  without  an  operation,  as  the  drainage 
is  so  perfect  while  lying  on  the  inclined  plane.  Nature  will  eventu- 
ally cure  the  case  as  she  often  does  unaided,  when  drainage  can 
take  place  through  the  uterine  canal,  and  it  will  be  done  by  obliter- 
ating the  passage  through  the  tube,  as  the  track  of  every  other 
abscess  is  cleared  up  by  what  has  been  termed  adhesive  inflamma- 
tion. 

To  keep  the  foot  of  the  bed  elevated  I  use  a  wooden  support  for 
each  leg  in  the  shape  of  a  four-sided  pyramid,  the  base  of  which 
should  be  about  as  broad  as  the  height  and  with  the  apex  sawed  off 
to  receive  a  cap  of  thick  wood  about  four  inches  square.  In  the 
centre  of  this  a  receptacle  should  be  made  deep  enough  to  hold  the 
castor  from  slipping  out. 

I  hope  the  use  of  the  inclined  plane  may  prove  as  valuable  an 
agent  in  your  practice  as  it  has  done  in  mine.  But  do  not  look 
upon  it  as  a  cure-all,  but  as  a  most  valuable  adjunct,  and  you  will 
not  be  disappointed. 
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EDITORIAL. 

FIRM  GROUND. 

Nothing  shows  the  intense  vitality  of  medical  science — not  bril- 
liant discoYeries  nor  life-giving  operations — as  the  unfailing  Neme- 
sis which  sooner  or  later  overtakes  each  false  principle  or  practice, 
hailed  upon  its  advent  by  no  matter  how  universal  praise.  Equally 
is  this  true  of  that  hyperbole  of  adoption  which  frequently  endeav- 
ors to  fit  a  new  principle  or  operative  procedure,  valuable  and  true 
in  itself,  to  totally  unsuitable  conditions  of  disease.  In  time  this 
excessive  growth  and  fungous  excrescence  is  thoroughly  pruned 
away,  and.  the  new  plant  takes  on  its  normal  development.  No- 
where do  we  see  these  phenomena  so  frequently  as  in  the  gynae- 
cology of  to-day,  and  in  the  principles  and  practice  of  that  operation 
called  Tait's  or  Hegar's  we  see  this  process  taking  place  at  the 
present  time.  But  a  few  years  ago  men  were  drunk  with  admira- 
tion of  this  operation,  blinded  by  its  fascinations,  and  deaf  to  any 
note  of  warning.  It  became  the  rallying-cry,  the  sound  of  the 
bugle  in  the  vanguard  of  progress.  But  one  or  two  men,  in  this 
country  at  least,  were  sober  enough  to  proclaim  a  jeremiad.  They 
were  laughed  at,  in  the  happy  laughter  of  assured  success.  To-day 
the  reaction  has  set  in.  Not  one  nor  two  but  hundreds  of  men 
all  over  the  world  are  calling  a  halt,  are  diligently  reviewing  the 
ground  over  which  they  have  rushed,  and  are  earnestly  seeking 
again  the  high-road  of  moderation.  Let  us  hail  these  signs  with 
gratitude,  for  we  have  not  yet  come  to  realize  the  full  effects  of  a 
decade  of  wholesale  spaying  of  women.  For  several  years  many 
individuals  have  been  moderating  their  practice  in  this  regard,  hon- 
estly endeavoring  to  obtain  better  results  with  more  conservative 
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methods.  The  aim  has  been  to  relieve  the  symptoms  for  which 
the  operation  was  devised,  and  to  preserve  at  the  same  time  the 
sexual  individuality  of  the  woman.  This  was  begun  by  rejecting 
many  so-called  indications,  and  patients  got  well  without  any  op- 
eration. Then,  in  cases  where  diseased  adnexa  on  one  side  de- 
manded removal,  the  operator  learned  to  leave  those  on  the  other 
side,  if  healthy.  These  patients  also  got  well  in  many  cases,  and 
some  also  became  wives  and  mothers.  At  last  some  progressive 
men  came  to  realize  the  fact  that  it  was  not  necessary  to  destroy 
a  whole  organ  because  a  part  was  the  seat  of  disease.  The  con- 
demned portion  was  removed,  the  symptoms  cured,  and  all  the 
sexual  functions  remained  intact.  A  greater  advance  still  was 
made  when,  even  in  cases  of  occluded  and  purulent  tubes,  it  was 
attempted  to  preserve  them  and  to  restore  their  usefulness  by  prob- 
ing, that  they  might  empty  their  contents  through  the  uterus. 
This  has  been  practiced  for  several  years  now  by  Dr.  A.  Palmer 
Dudley,  of  this  city,  with  success.  He  undoubtedly  deserves  to 
be  rated  among  the  pioneers  of  this  practice  in  this  country. 

But  the  crowning-point  of  this  reaction  is  reached  in  a  recent 
monograph  by  A.  Martin,  of  Berlin,  in  which  he  gives  his  results 
in  21  resections  of  the  ovary  and  in  24  resections  of  the  tube. 
These  are  taken  from  a  list  of  four  hundred  cases  on  which  he 
performed  Tait's  or  Hegars  operation.  Of  the  whole  45  cases, 
(which  he  has  divided  into  two  tables  according  to  -the  above- 
mentioned  classification),  but  eight  were  attempted  previous  to 
the  year  1888,  and  nearly  two-thirds  of  the  total  number  were  per- 
formed within  the  past  three  years. 

In  all  the  cases  but  two  the  appendages  of  one  side  were  neces- 
sarily removed,  and  the  resection  done  upon  the  remaining  ovary 
or  tube.  In  three  cases  only  the  need  arose  of  a  second  laparot- 
omy, owing  to  subsequent  degenerative  processes  in  the  resected 
ovary.  Two  deaths  occurred,  one  in  an  ovarian  and  one  in  a 
tubal  resection,  and  both  due  to  acute  septic  peritonitis — in  the 
latter  case  caused  by  an  unavoidable  bursting  of  an  adherent  and 
gonorrhoea-infected  pyosalpinx  during  excision. 

And  what  are  his  results  ? 
Of  the  20  ovarian  resections  : 

I.  Menstruation  became  normal  in  14  cases  and  remained  irreg- 
ular or  painful  in  5  cases. 

II.  Subsequent  pregnancies  took  place  in  5  cases,  where  large 
cystomata  were  removed  from  the  one  remaining  ovary.  From 
one  of  these  a  follicular  cyst  as  large  as  a  hen's  egg  was  resected. 
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All  these  patients  were  able  to  work  after  operation. 
Of  the  23  tubal  resections  : 

I.  Menstruation  was  restored  in  all,  and  remains  regular  and 
painless  in  8  cases. 

It  is  irregular  or  painful  or  both  in  13  cases,  though  a  majority 
of  these  consider  themselves  well  in  other  respects. 
In  one  case  the  menopause  occurred. 
Another  case  is  too  recent  for  reports. 

II.  Subsequent  pregnancy  occurred  in  one  case  after  resection 
for  hydrosalpinx  and  where  the  opposite  appendages  had  been 
removed  for  chronic  salpingitis  and  oophoritis. 

The  longest  time  of  observation  after  operation  (one  case)  was 
six  years  ;  the  shortest  (three  cases),  three  months. 

He  quotes  an  interesting  case  of  Skutsch's  in  which,  after  re- 
section of  a  hydrosalpinx  on  both  sides,  the  menstrual  function 
was  restored. 

Finally,  he  describes  the  situation,  which  he  justly  terms  "this 
especially  burning  question  of  the  day,''  in  the  following  words  : 
"And  while,  therefore,*' (from  these  results)  "the  demand  is  justified 
that,  not  without  further  evidence,  should  an  atresic  tube  or 
swollen  ovary  be  removed  even  where  pyosalpinx  or  ovarian  ab- 
scess exist  in  the  opposite  appendages,  we  have  an  extra  induce- 
ment to  caution  from  the  fact  that  we  often  meet  with  changes  in 
these  conditions  which  are  entirely  amenable  to  medical  treatment. 
Such  a  demand  obtains  greater  weight  in  that  we  are  able  to  prove, 
in  no  small*  number  of  the  cases  mentioned,  an  uninterrupted  re- 
turn to  health  where  the  diseased  portions  had  been  entirely  ex- 
cised from  the  ovary,  and  where  the  atresic  tube  had  been  opened, 
emptied,  and  held  open  by  stitching  together  the  edges  of  the  new 
orifice.  A  further  and  surely  very  important  support  must  such  a 
procedure  derive  from  the  fact  that  patients  thereafter  menstruate 
regularly,  are  free  from  pain,  and  are  capable  of  work.  " 

No  clearer  exposition  could  be  given  of  the  limitations  to  be  ob- 
served, as  well  as  the  benefits  derivable  from  a  proper  use  of  this 
operation.  Martin's  results  demolish  forever  the  mischievous  dic- 
tum of  Tait,  (fully  discussed  in  an  article  in  the  November  number 
of  this  Journal),  that  the  appendages  of  both  sides,  even  though 
healthy  on  one,  should  simultaneously  suffer  extirpation,  because  his 
experience  taught  him  that,  zvhe?i  this  was  not  done,  the  healthy  tube 
after  a  time  became  similarly  affected. 

Many  other  things  of  equal  interest  appear  in  this  monograph 
besides  those  we  have  noticed,  and  so  altogether  important  is  the 
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whole  paper  that  it  undoubtedly  marks  an  epoch  in  the  history  of 
this  operation. 

There  is  one  point,  however,  of  large  bearing  which  the  author 
does  not  clearly  indicate.  This  is  the  length  of  time  after  opera- 
tion each  patient  continued  to  suffer  from  one  or  more  indicative 
symptoms.  He  gives  dates,  it  is  true,  in  nearly  every  case,  on  which 
the  patient  reported  herself  as  well,  (in  some  cases  this  is  years 
after),  but  it  is  impossible  to  tell  from  the  data  whether  the  patients 
had  remained  well  up  to  that  time,  or  whether  the  dates  given  are 
those  of  the  patients'  complete  restoration  to  health.  At  any  rate, 
from  the  importance  given  to  the  single  entry  in  which  a  cure  is 
announced  as  occurring  four  months  after  operation,  we  are  appar- 
ently justified  in  believing  that  in  Martin's  cases,as  in  the  large  ma- 
jority of  all  reported  cases  of  Tait's  or  Hegar's  operation,  the  con- 
valescence from  the  indicative  symptoms  was  slow  and  variable  in 
length.  It  is  strange  that  so  many  men  ignore  the  important  signifi- 
cance of  this  fact,  and  still  more  strange  that  so  many  grope 
blindly  and  vainly  after  the  cause,  when  the  true  and  patent  one 
stares  them  in  the  face.  Even  Martin  himself  but  indicates  this 
cause,  and  without  full  stress,  in  the  lines  quoted  above.  The  apparent 
expectation  common  to  so  many  laparotomists,  that  a  crushing  and 
deadly  blow  is  given  to  all  inflammatory  action  in  the  pelvis,  past 
or  to  come,  by  the  mere  act  of  tying  off  a  more  or  less  implicated 
ovary  or  tube,  is  one  of  the  phenomena  of  the  Tait  craze.  It  can 
only  be  explained  on  a  basis  of  division  similar  to  that  adopted  by 
the  Frenchman,  who  classed  all  women  as  lifemmes  meres  "  and 
il femmes  cocottes."  If  we  consider  our  specialists  as  "Gynaecol- 
ogici-Medici"  and  "  Gyngecologici-Chirurgici "  by  nature,  main- 
things  would  be  explained.  Blessed  is  the  man  who  combines  both 
these  types  in  due  proportion  in  himself ! 

That  some  men  are  thus  blessed  and  that  there  are  hopeful 
signs  of  the  return  of  the  profession  at  large  to  the  proper  appreci- 
ation of  the  great  role  pelvic  inflammation,  i.  e.,  peritonitis  and 
cellulitis,  plays  even  in  the  indications  for  Tait's  or  Hegar's  opera- 
tion, is  evidenced  by  the  unequivocal  statements  of  Dr.  Paul  Munde 
in  the  discussion  following  the  reading  of  his  own  paper  before  the 
New  York  Obstetrical  Society  at  its  last  session,  and  by  the  spon- 
taneous applause  which  followed  his  declaration  of  belief.  Dr. 
Munde's  answer  to  an  opponent  who  denied  the  possibility  of  a 
pelvic  abscess  other  than  intra-peritoneal  that,  "if  any  one  tried 
to  make  him  believe  that  there  did  not  exist  cellular  tissue  capa- 
ble of  inflammatory  action   behind  the  uterus,   in  front  of  the 
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uterus,  in  the  folds  of  the  broad  ligaments  and  along  the  coats  of 
the  pelvic  vessels,  and  finally  between  the  parietal  peritonaeum  and 
the  bony  pelvis,  he  would  not  believe  hm,"  proves  the  truth  of 
his  belief  undeniably. 

So  important  and  such  prime  factors  do  we  believe  peritonitis 
and  cellulitis,  with  their  sequels,  to  be  in  all  intra-pelvic  inflamma- 
tory conditions,  that  we  dare  to  prophesy  that  our  opponents  will 
see  in  their  own  generation  the  bursting  of  their  bubble,  as  they 
have  often  seen  over-ripe  cystomata  collapse  in  the  ovaries  they  so 
frequently  handle.   

IX  MEMORY  OF 
EDWARD  CURRAN  SPENCER,  M.D. 

We  have  lately  received  from  St.  Paul,  Minn.,  the  news  of  the 
death  of  one  who  was  a  warm  friend  of  ours  and  who  was  well 
known  of  many  contributors  to  this  Journal. 

Dr.  Edward  C.  Spencer,  while  convalescing  from  a  severe  at- 
tack of  typhoid  fever,  died  at  the  Coronado  Hotel,  California,  on 
Saturday,  December  26,  1891. 

It  has  never  been  our  privilege  to  know  any  one  whose  indi- 
viduality impressed  itself  so  strongly  and  with  such  admiring  effect 
upon  his  friends. 

He  was  full  of  good,  high  and  honorable  impulses,  a  hater  of 
cant  and  deceit  of  all  kinds,  and  a  fearless  man,  physically 
and  morally.  Yet  withal  he  was  modest  and  gentle,  and  possessed 
to  a  marked  degree  of  that  sweetness  of  disposition  which  is  still 
called  feminine,  because  few  men  are  so  manly  that  a  true  balance 
has  been  struck  between  their  physical  and  their  mental  qualities. 
So  far  are  we  yet  from  ideal  manhood  that  to  prove  the  superiority 
of  our  sex  it  is  still  necessary  to  show  as  predominant  traits  the 
best  attributes  of  the  male  brute.  Yes,  Spencer  approached  the 
ideal  type  and  his  friends  when  they  spoke  of  him  used  such 
terms  as  "fine,"  "  remarkable'  -  or  "good."  He  was  not  altogether 
above  the  faults  and  follies  common  to  young  men,  yet  with  this 
difference — they  remained  faults  and  follies  to  him  always.  He 
was  very  human  and  he  loved  the  company  of  his  fellows,  but  he 
loved  best  what  was  good  and  noble  and  true  in  men.  Every  great 
and  generous  trait  or  act  in  another  awoke  instant  response  in  him, 
while  I  have  seen  nothing  so  strong  as  his  scorn  for  the  cowardly 
liar  or  the  trickster.  Physically  fearless,  he  loved  the  weak  and 
timid — in  the  children's  ward  in  hospital  he  was  happiest. 
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Though  very  intelligent,  well-educated  and  possessed  of  much 
native  shrewdness  and  appreciation  of  the  mainsprings  of  thought 
and  action  in  himself  and  in  others,  he  was  not  an  introspective 
man.  Perhaps  I  should  qualify  this  and  say  that  he  did  not  study 
himself  as  most  introspective  men  do.  These  usually  begin  with 
much  satisfaction  in  superior  self-knowledge,  continue  with  sur- 
prise and  chagrin  when  they  appreciate  their  many  weaknesses,  and 
end  in  a  comparative  anthropology  which  induces  the  pleasing  and 
permanent  state  of  mind  that  though  they  themselves  be  des- 
picable, their  neighbors  are  just  as  bad  but  are  too  stupid  to  know  it. 
Thus,  self-study  usually  becomes  but  the  mirror  of  self-satisfaction. 
Not  so  with  Spencer  !  It  was  his  constant  sense  of  inferiority  to  his 
own  ideal  which  kept  him  modest,  and  it  was  a  noble  impatience 
with  cruelty  and  injustice  and  the  general  wrong-headedness  of  the 
world  which  made  his  disposition  a  serious  and  even  sad  one. 

Most  of  us  who  are  intelligent  have  had  ideal  hopes  and  aspira- 
tions with  much  fine  courage  to  do  battle  for  them,  when  we  first 
stepped  into  the  arena  of  life.  But  most  of  us,  alas,  have  long 
since  put  them  away  shamefacedly.  But  Spencer's  heart  never 
"grew  up."  His  ideals  were  living  principles  and  were  to  him  as 
friends  and  constant  companions. 

Of  his  physical  traits,  his  eyes  and  mouth  were  characteristic  ; 
the  former  intelligent,  honest  and  calm.  His  smiling  was  slow- 
coming  and  lingering.  His  one  marked  talent  was  a  remarkable 
and  ready  facility  with  his  pencil  in  figuring  happy  conceits  or 
humorous  thoughts  with  great  accuracy  and  skill. 

It  is  hard  to  avoid  exaggeration  of  expression  in  analyzing  the 
character  of  this  man,  for  our  high  admiration  and  his  merit  warm 
our  words.  But  I  have  tried  to  be  only  just — to  him  and  to  myself 
in  my  judgment — as  he  would  have  had  it,  a  lover  of  truth. 

And  now,  though  we  lay  his  memory  because  we  must  travel  fur- 
ther than  he,  his  friends  will  not  forget  him.  The  thought  of  him  will 
come  to  us  again  and  again  as  pleasant  resting-places — as  the  tired 
traveler  through  the  forest  lingers  and  smiles  where  occasional 
glints  of  sunlight  strike  the  path.  When  we  drink  to  him  in  the 
wine  of  our  thoughts,  in  the  wine  of  tender  admiration  and  regret, 
we  shall  say  with  Omar  the  poet  : 

Yon  rising  Moon  that  looks  for  us  again — 
How  oft  hereafter  will  she  wax  and  wane  ; 

How  oft  hereafter  rising  look  for  us 

In  this  same  Garden — and  for  one  in  vain  I 

And  when  like  her,  O  Saki,  you  shall  pass 

Among  the  ('.nests  Star-scattered  on  the  Grass, 

And  in  your  blisstitl  errand  reach  the  spot 

Where  he  made  One — turn  down  an  empty  Glass  ! — J.  D.  E. 


\VM.  THOMPSON  I.rSK,  A.M.,  M.D, 

New  York  Jouknal  of  Gynecology 
and  Obstetrics. 

Eminent  Living  Gynecologists  and  Obstetricians  of  America. 
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SERIES  OF  EMINENT  LIVING  GNY.ECOLOGISTS  AND  OBSTETRICIANS  OF  AMERICA. 

WILLIAM  T.  LUSK,  A.M.,  M.D., 

Professor  of  Obstetrics  and  Diseases  of  Women  and  Children  in  the  Bellevue  Hospital  Medical 
College  :  Consulting  Physician  Maternity  Hospital  :  Visiting  Physician  Emergency  Hospital 
and  Catholic  Foundling  Asylum  :  Gynaecologist  to  Bellevue  Hospital  and  to  St.  Vin- 
cent's Hospital  :  Hon.  Fellow  Edinburgh  Obstetrical  Society ;  Cor.  Fellow- 
Obstetrical  Societies  of  London,  Paris,  Leipsic,  and  of  the  Academy 
of  Medicine,  Paris. 

No  physician  now  living  stands  higher  as  an  obstetrician  than 
the  present  subject  of  this  series.  Like  the  majority  of  New  York's 
most  eminent  medical  men,  he  had  the  stimulus  of  a  stranger  to 
spur  him  to  success. 

He  was  born  in  Norwich,  Conn. ,  May  23,  1838.  While  still  a  boy, 
he  attended  in  New  Haven  a  private  military  school,  which  training 
stood  him  in  good  stead  subsequently,  as  we  shall  see.  He  entered 
Yale  College  in  1855,  though  he  spent  but  one  term  in  that  institution. 
Fifteen  years  later,  however,  Yale  conferred  upon  him  the  honorary 
degree  of  Master  of  Arts.  Being  much  attracted  to  the  study  of  chem- 
istry and  physiology  and  there  being  little  opportunity  at  that  time  to 
pursue  these  studies  apart  from  a  professional  course,  he  determined 
to  study  medicine  solely  with  this  object  in  view.  It  is  a  curious 
commentary  on  the  theory  of  selection  that  the  majority  of  success- 
ful men  in  every  branch  of  work,  as  in  this  instance,  do  not,  as  a 
fact,  adopt  a  special  career  from  any  distinct  love  or  evident  fitness 
therefor.  It  is,  after  all,  conscientiousness  and  the  strength  of  pur- 
pose to  do  well  that  upon  which  the  hand  is  placed,  whatever  it  be, 
which  brings  about  the  most  praiseworthy  accomplishment. 

Dr.  Lusk  devoted  two  years  to  the  study  of  medicine  in  Heidel- 
berg and  one  year  in  Berlin.  Our  civil  war  breaking  out  at  this 
time,  he  hurried  home  that  he  might  perform  the  first  duty  of  a  cit- 
izen. He  entered  the  United  States  Army  as  a  volunteer  private, 
but  shortly  after  the  first  battle  of  Bull  Run  was  elected  (as  was 
then  the  custom)  to  a  2d  lieutenancy  in  the  regiment  to  which  he 
was  attached.  After  serving  a  year  he  became  a  general  staff 
officer  and  was  thereafter  steadily  promoted.  He  took  part  in 
nearly  all  the  great  battles  of  the  first  years  of  the  war,  when,  being 
transferred  finally  to  Delaware  and  little  active  service,  he  resigned 
with  the  rank  of  assistant  adjutant-general.  Returning  to  New 
York,  he  matriculated  at  the  Bellevue  Hospital  Medical  College  and 
graduated  in  the  following  year.  Eighteen  months  more  were  de- 
voted to  medical  study  in  Edinburgh  and  Paris,  with  Carl  Braun  in 
Vienna,  and  with  Seifert  in  Prague.    Most  of  this  time  he  spent  in 
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the  last-named  cities,  and  it  is  to  Seifert  he  attributes  his  special 
interest  in  obstetrics.  Upon  his  return  he  became  assistant  to  Dr. 
Barker,  already  widely  known,  and  settled  permanently  in  New 
York.  This  association  continued  for  about  six  years,  when,  in 
1 87 1,  he  received  an  invitation  from  Dr.  Oliver  Wendel  Holmes  to 
lecture  on  physiology  before  the  Harvard  Medical  School.  He 
spent  that  winter  in  Boston,  continuing  his  lectures  with  great  suc- 
cess. The  theories  of  Professor  Dalton  were  then  new  and  were 
introduced  in  his  course  by  Dr.  Lusk.  So  successful,  indeed,  was 
he,  that  he  might,  perhaps,  have  spent  his  life  as  a  Harvard  pro- 
fessor of  physiology  instead  of  becoming  a  famous  obstetrician  in 
New  York,  had  not  an  offer  of  the  Chair  of  Obstetrics  in  the  Belle- 
vue  School,  made  vacant  by  the'  death  of  Dr.  Elliot,  brought  him. 
again  to  us.  He  became  not  long  afterwards,  also,  attending 
physician  to  the  Bellevue  Hospital. 

In  1 88 1,  feeling  that  he  was  expected,  from  his  position  as 
teacher  in  a  big  medical  school,  to  put  into  concrete  form  the 
theories  and  practice  he  presented  to  his  students  in  his  lectures,  he 
wrote  his  now  celebrated  work,  "The  Science  and  Art  of  Obstet- 
rics." As  an  index  to  the  character  of  the  man,  it  is  interesting  to 
know  that  the  author  expected  merely  a  moderate  sale  of  his  book 
among  those  who  knew  him  and  among  his  own  students.  In  fact 
it  was  for  the  use  especially  of  the  latter  that  the  work  was  under- 
taken. A  further  interesting  fact,  as  evidence  of  the  very  little  in- 
sight into  real  though  untried  merit  even  the  best  of  us  possess,  is 
that  the  publishers  of  this  book  were  informed,  before  it  went  to 
press,  by  one  of  the  then  most  prominent  obstetricians  and  him- 
self a  personal  friend  of  Dr.  Lusk,  that  in  its  original  form  the  work 
could  find  no  sale  whatever.  He  added,  that  "if  it  were  modelled 
upon  that  of  the  younger  Barnes,  it  might,  perhaps,  have  a  sale." 
Neither  the  author  nor  the  publishers,  happily,  heeded  this  advice, 
but  published  the  work  as  it  stood.  It  had  an  immediate  and  im- 
mense sale,  and  made  Dr.  Lusk  famous. 

Without  drawing  invidious  comparisons,  we  think  we  can  say 
that  no  book  on  obstetrics  written  by  an  American  stands  as  high 
in  the  popular  estimation  of  the  profession.  It  has  already  passed 
through  three  large  editions,  and  we  are  informed  that  a  fourth 
edition  will  appear  within  a  few  weeks.  It  has  been  translated 
into  French  and  Spanish,  and  an  Italian  translation,  already  par- 
tially complete,  but  awaits  the  forthcoming  edition  to  be  finished 
and  put  on  the  market. 
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We  are  glad  to  be  able  to  record  that  Dr.  Lusk  was  for  a  time 
editor  of  the  New  York  Medical  Journal,  and  in  this  and  in  other 
periodicals  he  published  many  of  his  earlier  articles.  Among  these 
we  notice  "Histological  Doctrines  of  Robin."  The  author  went  to 
Paris  at  the  request  of  Dr.  Barker,  who  was  especially  interested, 
that  he  might  study  this  subject  at  its  source.  As  showing  his 
physiological  bent :  '*  Uraemia  a  Common  Cause  of  Death  in  Uterine 
Cancer, "and  "Origin  of  Diabetes,  with  Some  New  Experiments 
Regarding  the  Glycogenic  Function  of  the  Liver.''  Among  his 
best-known  articles  on  obstetrics  are:  "Inquiry  into  the  Pathology 
of  Uterine  Cancer;'"  -  Irregular  Uterine  Action  During  Labor;"' 
"Clinical  Reports  of  the  Lying-in  Service  at  Bellevue  Hospital  for 
the  Year  1873,'*  and  "Cephalotribe  and  Cephalotripsy. "  In  1876, 
he  read  a  paper  on  the  "Nature,  Causes  and  Prevention  of  Puer- 
peral Fever"  before  the  International  Medical  Congress,  which 
created  wide-spread  interest.  In  1877,  he  also  presented  a  paper 
before  the  American  Gynaecological  Society,  of  great  practical  bear- 
ing, on  the  "Necessity  for  Caution  in  the  Employment  of  Chloro- 
form During  Labor.  "' 

He  has  written  many  other  and  more  recent  papers  besides  these 
enumerated,  but  they  are  all  more  or  less  familiar  to  our  readers. 

Dr.  Lusk  has  long  been  a  prominent  and  popular  feature  of  the 
college  to  which  he  has  devoted  the  best  years  of  his  medical  life, 
and  his  genial,  gentlemanly  and  unassuming  manner  have  endeared 
him  to  many  friends  and  admirers  throughout  this  country  and  in 
Europe,  but  especially  in  the  city  of  his  adoption. 

His  most  evident  characteristic  is  modesty  in  appreciation  of 
his  own  attainments — a  quality  justly  considered  common  only  to 
truly  great  men. 

With  this  sketch  we  present  to  our  readers  a  portrait  taken  from 
a  very  recent  photograph  of  Dr.  Lusk. 
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REVIEWS. 

Differences  in  the  Nervous  Organization  of  Man  and  Woman  : 
Physiological  and  Pathological.  By  Harry  Campbell,  M.  D., 
B.  S.  (Lond. ),  Member  of  the  Royal  College  of  Physicians ; 
Senior  Assistant  Physician  and  Pathologist  to  the  Northwest 
London  Hospital.     London,  1891  ;  pp.  383. 

This  work  presents  the  subject  of  sex  in  accordance  with  the 
doctrines  of  evolution.  To  those  who  do  not  accept  these  doc- 
trines, if  such  there  be,  it  will  doubtless  prove  fanciful  and  unsatis- 
factory ;  those  who  do  accept  them  will  find  it  a  highly  interesting 
and  instructive  book.  The  author  begins  with  the  primitive  organ- 
isms in  which  two  generative  cells  are  formed,  the  union  of  which 
is  necessary  to  form  a  new  individual,  and  traces  them  up  as  the 
scale  of  animated  being  is  ascended.  At  the  very  beginning,  and 
all  through  the  course  of  nature,  these  two  kinds  of  cells  show  dis- 
tinctive characteristics  ;  the  sperm  cell  is  small,  active,  energetic, 
penetrating  ;  the  germ  cell  is  large,  passive,  heavy  with  stored-up 
nutriment.  In  the  human  race  the  fact  is  the  same  :  "The  large, 
sluggish,  inert  (anabolic)  ovum  stands  in  striking  contrast  with  the 
small,  active,  katabolic  spermatozoon. "  These  cells  but  foreshadow 
the  characteristics  of  the  human  male  and  female. 

"  The  male  organism  is  the  more  katabolic,  and  the  female  organism  the 
more  anabolic.  In  other  words,  the  male  organism  is  characterized  by  the 
tendency  to  a  rapid  breaking  down  of  complex  molecules,  and  by  a  correspond- 
ing activity  (expenditure  of  energy)  ;  the  female  organism  by  the  tendency  to 
a  building  up  of  molecules  and  by  a  corresponding  inactivity  or  passivity 
(storage  of  force)." 

Through  the  ages  sexual  selection  has  been  evolving  characters 
enabling  an  animal  to  propagate  its  species,  and  natural  selection 
has  been  evolving  characters  that  constitute  fitness  to  survive,  and 
the  two  chapters  devoted  to  these  two  influences  are  exceedingly 
interesting.  Man  is  polygamous  by  nature  in  virtue  of  his  descent 
from  pre-human  ancestors  who  fought  for  the  possession  of  the 
female.  The  proof  is  found  in  the  pronounced  development  in  the 
male  of  secondary  sexual  characters  adapted  for  the  combat. 
Savage  tribes  are  still,  to  some  extent,  almost  universally  polyga- 
mous, and  still  fight  for  their  wives 

"Apart  from  the  consideration  that  man  is  polygamous  by  virtue  of  his 
descent,  we  have  further  proof  of  his  polygamous  nature  in  his  instincts  as  at 
presenl  developed.  No  one  will  deny,  I  imagine,  that  the  instinct  for  promis- 
cuous intercourse  is  much  stronger  among  men  than  women,  and  unquestion- 
ably the  husband  is  much  more  frequently  all  in  all  to  the  wife  than  she  to  him." 

The  surrounding  conditions  have  developed  marked  character- 
istics in  woman.     The  high  value  attached  by  her  to  beauty  has 
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been  strongly  presented  by  Darwin,  and  is  repeated  here.  Women 
'"delight  in  adorning  themselves,  decorating  themselves  indeed,  by 
a  carious  reversal  of  matters,  with  those  very  plumes  originally 
acquired  by  male  birds  to  attract  the  females. "  This  instinct  sur- 
vives even  the  wreck  of  reason.  Instances  of  it  may  be  found  in 
every  asylum,  and  the  truth  of  the  great  poet  to  nature  is  shown  by 
his  depicting  this  fact  in  Ophelia. 

The  condition  of  slave,  conquered  and  held  by  force,  subject  to 
the  will  of  a  savage  brute  with  whose  strength  she  could  not  cope, 
incapacitated  by  bearing  and  rearing  the  young  from  gaining  sus- 
tenance, therefore  dependent — these  conditions  have  evolved  the 
mental  characteristics  of  woman.  She  adapts  herself  to  varying 
circumstances  more  readily  than  man.  Her  tact  is  infinitely  greater 
than  his.  She  has  learned  to  quickly  perceive  the  moods  of  her 
lord  and  master  and  to  meet  them  with  those  subtle  changes  of  de- 
meanor  which  prove  efficacious  in  modifying  them.  She  "man- 
ages men.  Her  intuition  is  rapid  :  she  perceives  the  relations  of 
things  far  quicker  than  man.  "It  is  sufficient  here  to  point  out 
that  this  harmonizes  with  the  inferior  intellectual  power  commonly 
attributed  to  her.  rapidity  of  perception  being  a  characteristic  of  the 
lower  races  of  man. "  She  is  more  patient,  passive  and  submissive 
than  man  :  she  resigns  herself  where  man  would  resent.  Ages  of 
subjection  have  generated  markedly  a  sense  of  dependence  ;  she 
has  looked  to  the  man  tirst  as  owner,  master,  then  as  provider, 
until  she  has  been  mentally  dwarfed  in  some  directions;  "her 
powers  of  self-reliance,  origination,  invention,  have  found  no  out- 
let," and  her  mental  growth  has  been  "in  the  direction  of  such 
qualities  as  are  comprised  under  the  term  of  womanly  sweetness.  " 
Lastly,  her  resignation,  her  sense  of  dependence,  have  made  in  her 
the  religious  element  much  stronger  than  in  man  :  she  accepts 
eagerly  a  protection  from  above  and  leans  readily  upon  a  Higher 
Power. 

••Subsequent  ages  must  expect  to  see  a  new  departure  in  the  mental  evo- 
lution of  woman,  and  there  are  not  wanting  signs  that  the  first  step  has  already 
been  taken.  Over-population,  and  the  conditions  of  modern  societv  generallv, 
are  forcing  women  more  and  more  to  take  active  personal  share  in  the  battle 
of  life,  and  as  their  dependence  on  their  men-kind  for  subsistence  and  protection 
diminishes,  we  may  look  for  a  corre sponcling  increase  in  those  powers  which 
that  dependence  has  held  in  check.  Already  the  altered  conditions  of  life  are 
observed  to  have  made  their  impress  on  the  American  woman." 

It  is  to  be  regretted  that  the  author  did  not  here  give  specifica- 
tions of  the  changes  which  the  "American  woman"  has  shown 
under  these  altered  conditions.  It  is  further  to  be  regretted  that  he 
did  not  fill  out  and  extend  this  picture  which  he  has  projected  upon 
the  screen  of  the  future.    What  will  be  the  influence  of  improved 
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modes  and  a  higher  grade  of  education  upon  woman  ?,  And  what 
will  be  the  probable  effect  of  co-education  of  the  sexes?  On  an- 
other page  (85)  he  gives  the  opinion  that  education  in  woman  "has\ 
probably  played  a  far  less  important  part  in  evolution  than  is  com- 
monly supposed,"'  and  still  farther  on  (p.  358)  quotes  the  saying  of 
one  of  the  leaders  of  female  education  that  "there  has  not  yet  been 
one  generation  of  educated  women. "  The  effect  of  so  powerful  an 
influence  cannot  be  overlooked  in  the  future,  especially  since  it  is  a 
new  influence. 

Again,  what  has  been  and  what  is  going  to  be  the  modifying 
effect  upon  women  of  the  limitation  of  the  number  of  children  she 
will  bear  ?  This  process  has  gone  on  in  France  until  it  has  caused 
state  inquiry,  and  even  impelled  legislation  in  favor  of  large  fami- 
lies. Has  this  made  its  "impress  upon  the  French  woman,"  or  is 
it  going  to  ?  The  limitation  we  must  admit  to  be  going  on  among 
ourselves,  not  by  murder,  however,  as  detractors  would  represent. 
It  has  had  its  advocates,  able  ones  too,  in  the  pages  of  influential 
magazines  of  the  author's  own  country,  as  well  as  of  our  own.  The 
arguments  in  favor  of  unrestricted  families  were  ably  presented  in 
a  presidential  address  before  the  American  Gynaecological  Society 
by  Dr.  Reynolds,  of  Boston,  in  1890.  Submitting  this  address  to 
patients  of  intelligence  and  refinement,  we  found  more  than  one 
who  declined  assent  to  its  propositions,  who  relegated  its  author  to 
a  passed  age,  or  to  one  rapidly  passing  away,  and  boldly  claimed 
for  their  sex  the  right  to  determine  when  and  how  often  the  discom- 
forts and  the  perils  of  child-bearing  should  be  encountered.  Nor 
were  these  "  cranks "  literary  or  otherwise,  but  women  fulfilling  the 
duties  of  wife  and  housewife,  and  in  every  instance  the  mother  of 
children.  The  future  then  is  to  show  this  powerful  modifying  in- 
fluence upon  woman.  It  must  also  modify  man,  as  the  relation  of 
the  sexes  is  one  of  the  most  powerful  of  modifying  factors.  If  it 
tends  to  curb  somewhat  the  polygamous  instinct  derived  from  ''pre- 
human ancestors,"  it  will  not  be  to  the  injury  of  the  race. 

In  the  second  part  of  the  book  we  find  practical  application 
made  of  the  doctrines  of  the  first ;  the  subject,  of  which  we  have  at- 
tempted a  brief  sketch,  is  carried  on  into  the  field  of  pathology. 
Woman  is  anabolic  ;  man  is  katabolic  :  and  these  traits  are  shown 
in  disease.  In  harmony  with  her  anabolism  woman  has  a  relatively 
larger  fund  of  reserve  energy  to  draw  upon  ;  she  bears  losses  of 
blood  better  than  man  ;  she  submits  far  more  readily  to  enforced 
rest ;  she  sleeps  longer  and  more  readily;  "one  of  the  greatest  dif- 
ficulties we  have  to  contend  with  in  nervous  men  is  sleeplessness." 
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Woman,  too,  has  a  far  greater  recuperative  power  than  man  ; 
"many  of  the  most  sickly  show  an  extraordinary  power  of  fighting 
against  exhausting  diseases  ; "  in  her,  nervous  diseases  especially 
admit  of  a  far  better  prognosis  than  in  man.  Finally,  and  more 
important,  her  tenacity  of  life  is  far  greater  than  that  of  man.  The 
proposition  is  sustained  by  argument  and  proved  by  statistics.  "  I 
know  of  few  facts  in  biology  more  remarkable.'" 

Want  of  space  forbids  any  adequate  examination  and  presentation 
of  this  portion  of  the  book.  And  it  is  far  from  easy  to  choose  any 
particular  portion  of  it  that  our  readers  may  judge  for  themselves. 
We  have  to  determine  between  such  subjects  as,  "The  compara- 
tive liability  of  man  and  woman  to  gross  lesions  of  the  nervous 
system;''  "The  influence  of  sex  on  prognosis  in  insanity," — "on 
suicide  ;"  "The  sexual  instinct  in  man  and  woman  compared," and 
other  equally  interesting  subjects,  to  each  of  which  one  or  more 
chapters  are  devoted.  Compelled,  however,  to  select,  we  will 
briefly  examine  the  four  chapters, — VI. -IX. ,— entitled  "Woman  an 
undeveloped  man. " 

The  two  sexes  start  in  life  upon  lines  which  run  parallel  until 
puberty  is  reached.  Then  there  is  divergence  upon  each  side,  that 
upon  the  male  side  much  more  marked  than  upon  the  female.  Later 
there  is  some  approximation  of  the  lines.  After  the  menopause, 
when  woman  can  say,  "autrefois,  quand j'etais  femme,"  she  puts  on 
some  of  the  male  characteristics,  and  in  some  points  again  resem- 
bles the  man..  The  point  of  divergence  of  the  lines  is  reached  con- 
siderably later  in  the  male  than  in  the  female.  Now  it  is  a  general 
law  that  length  of  time  necessary  for  development  bears  a  direct 
ratio  to  the  height  reached.  Man  is  from  five  to  seven  years  longer 
in  developing  than  woman.  Spencer  teaches  that  her  development 
is  checked  by  the  special  activity  of  her  procreative  system,  which 
plays  a  relatively  much  more  important  part.  Again,  Darwin 
points  out  the  fact  that  in  all  animals  the  adult  female  is  more  like 
the  young  of  either  sex  than  the  adult  male.  What  then  are  the 
mental  peculiarities  of  the  child ?  The  child's  mind  "is  of  the  reflex 
type.''  For  a  full  understanding  of  this  the  reader  is  referred  to  the 
third  part  of  the  book.  Briefly  stated  it  is  that  the  peripheral  im- 
pressions, conveyed  to  the  centres,  and  there  awakening  conscious- 
ness, are  immediately  reflected  to  the  periphery  and  transmitted 
into  action.  In  the  highest  forms  of  nervous  organization,  and  in 
the  more  complex  forms  of  mental  actions,  there  is  delay  at  the 
centres,  time  for  reflection  and  judgment  before  action. 

"Now,  in  proportion  to  th>e  complexity  of  those  material  (and  correspond- 
ing mental)  changes  in  the  highest  nervous  level  which  intervene  between  the 
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afferent  and  efferent  impulses,  in  that  proportion  has  mental  evolution  pro- 
ceeded— in  that  proportion  is  the  individual  removed  from  a  mefe  instinctive 
organism  and  capable  of  the  higher  forms  of  thought." 

Children  lack  will-power,  their  actions  are  of  the  simple  reflex 
mental  type.  "  they  rarely  pursue  a  line  of  purposive  conduct  for 
any  length  of  time."  Children  are  very  imitative.,  and  imitation  is 
a  mental  action  largely  dependent  upon  the  outer  incidents  of  the 
moment.  They  are  also,  as  is  well  known,  highly  emotional,  and 
these  outbursts  of  mental  action  occur  for  want  of  control-power. 
Children  are  weak  in  the  faculty  of  attention,  and  the  capacity  for 
abstract  thought  scarcely  exists  in  them.  They  have  a  strong 
craving  for  sympathy,  often  seeking  it  for  its  own  sake,  and  a 
strongly  developed  sense  of  dependence,  especially  upon  the 
mother.  The  child  lacks  courage,  is  easily  frightened,  and  its  lively 
imagination  conjures  up  for  its  torture  all  sorts  of  goblins  and  spec- 
tres. The  argument  is  continued  by  showing  that  these  are  also 
the  mental  characteristics  of  savage  man,  who  is  ''the  baby  of  the 
race;"  "what  is  but  a  temporary  stage  of  mental  development  in 
the  child  being  the  permanent  mental  condition  of  the  adult  savage." 

It  is  scarcely  necessary  to  go  over  point  by  point  of  this  cate- 
gory and  show  the  resemblance  of  the  feminine  mind  to  that  of  the 
child.  The  likeness  of  the  one  to  the  other  is  recognized  as  the  in- 
dividual  characteristics  are  enumerated.  We  felt  disposed  to  demur 
to  one  other  point — an  especial  fondness  for  pet  animals — on  the 
part  at  least  of  two  of  the  three  classes.  In  children  this  feature  is 
notorious.  As  to  savages  the  author  fortifies  his  position  by  quot- 
ing Galton  :  and  as  to  women,  his  explanation  of  its  apparent  ab- 
sence is  ingenious,  and  probably  correct : 

"  *  *  *  This  is  only  because  their  affection  for  what  is  helpless,  trust- 
ful and  dependent  usually  finds  its  satisfaction  in  the  care  of  children.  Where 
this  outlet  is  absent,  the  woman  generally  multiplies  her  pets,  and  certainly  her 
solicitude  for  them  is  greater  than  the  man's." 

Xor  can  it  be  necessary,  we  think,  to  follow  the  author  closely 
through  Chapter  VIII.,  in  which  these  characteristics  of  woman's 
mental  nature  are  carried  into  the  field  of  pathology.  Hysteria, 
with  its  manifold  manifestations,  occurs  to  the  mind  in  a  moment, 
with  its  childish  petulance,  its  bursts  of  emotion,  its  overpowering 
craving  for  sympathy,  its  imitativeness.  its  romancing,  its  men- 
dacity.   This  disease  occurs  in  subjects  destitute  of  self-control  : 

"It  is  essentially  upon  the  weak-willed  woman,  who  lacks  tenacity  of  pur- 
pose and  responds  to  every  passing  passion,  that  hysteria  fastens,  and  there  is 
no  more  potent  charm  against  it  than  a  strong  will. 

A  comparison  of  the  relative  intellectual  capacity  of  man  and 

woman  is  a  necessary  close  of  the  study,  and  there  is  devoted  to  it, 

as  might  have  been  expected,  a  special  chapter.    Obviously  the 
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argument  has  been  thus  far  entirely  upon  the  side  of  an  intellectual 
inferiority  on  the  part  of  woman.  How,  then,  are  we  to  account 
for  the  fact  that  women  acquit  themselves  as  brilliantly,  or  more 
brilliantly,  than  man  in  examinations  open  to  both  sexes  ?  The 
author  may  well  ask  the  question  since  one  of  the  sex  has  won  a 
senior  wranglership ! 

"In  reply  I  would  point  out  that  the  mere  capacity  for  storing  away  facts — 
and  examinations  are  very-  largely  a  test  of  this  capacity — does  not  necessarily 
go  along  with  the  highest  order  of  mind.  It  is  further  probable  that  women 
think  more  quickly  than  men.  and  this  also  helps  them  in  examinations,  though 
here  again  the  capacity  for  rapid  thought  is  not  a  necessary  mark  of  a  high 
order  of  intellect.  Another  point  to  be  remembered  is  that  originality  of 
thought  is  of  little  help  in  most  examinations,  which  rather  require  assimilation 
of  facts  and  of  other  men's  opinions." 

The  fact  that"  women  pass  examinations  brilliantly  is  not,  then, 
in  the  opinion  of  the  author,  proof  of  intellectual  equality.  Still,  he 
thinks  that  in  general,  that  is?  taking  the  masses  through,  there  is 
not  a  very  great  or  marked  superiority  of  the  one  sex  over  the  other. 
And  he  admits  the  probability  of  a  nearer  approximation  of  the  two 
sexes  mentally  as  education  becomes  more  equal.  He  has  not 
found  the  capacity  for  abstract  thought  less  in  educated  women 
than  in  educated  men. 

••//  is  only  when  we  pass  into  the  region  of  genius  that  we  see  the  intellectual 
disparity  of  the  two  sexes  unmistakably  rep  ealed.  Genius  of  the  highest  order  is 
practically  limited  to  the  male  sex.  Nor  can  this  be  explained  on  the  ground 
that  women  have  not  been  allowed  the  same  opportunity  as  men.  *  *  * 
We  cannot  doubt  that  had  a  woman  Shakespeare  or  Beethoven  potentially  ex- 
isted, the  world  would  have  heard  of  her  in  spite  of  unfavoring  external  circum- 
stances." 

We  will  not  enter  upon  any  examination  of  Part  III.,  which 
occupies  about  one  hundred  pages  of  the  book.  It  is  psyco-physi- 
ological.  indeed  a  brief  treatise  on  mental  actions,  and  as  such  we 
turn  it  over  to  the  psycologists.  And  there  is  very  little  attention 
given  to  comparison  of  the  two  sexes.  But  we  believe  that  enough 
has  been  presented  of  the  aims,  scope  and  character  of  this  work  to 
enable  our  readers  to  judge  as  to  its  merits.  There  are  faults  in  the 
book.  The  author  quite  frequently  makes  general  statements  with- 
out giving  proof,  or  sustains  his  positions  by  adducing  single  facts ; 
of  this  there  are  two  instances  on  p.  88.  Now  and  then  the  careful 
reader  will  find  statements  to  which  he  cannot  give  assent :  as,  for 
instance,  that  one  point  in  which  women,  after  the  menopause, 
show  an  approach  to  the  other  sex  is  by  ''becoming  more  active.'' 
But  it  is  an  ungracious  task  to  find  fault  where  there  is  so  much  to 
commend.  The  book  is  an  excellent  one.  of  deep  interest  and 
gTeat  value  to  the  intelligent  student  of  the  race,  to  the  physiologist, 
the  practicing  physician,  and  to  the  alienist.  To  the  educator  en- 
gaged in  the  co-education  of  the  sexes,  which  is  so  marked  a  feature 
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of  education  in  our  country,  it  is  indispensable,  and  no,  gynaecolo- 
gist can  afford  to  pass  it  by  without  perusal.  J.  C.  R. 

Nursing  in  Abdominal  Surgery  and  Diseases  of  Women.  By  Anna  M. 
Fuller  ton,  M.D.  ;  pp.  284;  Philadelphia,  P.  Blakiston,  Son  & 
Co.,  1891. 

This  book  was  designed  to  cover  a  field  not  hitherto  occupied 
by  nursing  manuals.  The  thought  was  a  happy  one  and  the 
author's  task  has  been  fairly  well  done.  The  teaching  is  for  the 
most  part  excellent,  and  the  gynaecological  nurse  will  find  in  Dr. 
Fullerton's  work  much  needed  information  not  afforded  by  other 
text-books.  C.  J. 

RECENT  PUBLICATIONS  UPON  GYNAECOLOGY  AND 

OBSTETRICS. 

Traite  Clinique  et  Therapeutique  de  l'Hysterie  d'apres  l'enseignement  de  la  Saltpetriere  Hys- 
terie  normale  ou  interparoxystique.  Dr.  Gilles  de  la  Tourette.  Preface  de  M.  le  Dr.  J.  M. 
Charcot.    In  8  avec  46  fig.  Plon. 

Gynakolog.  Studien  u.  Erfahrgn.    M .  Grechen.    Neuw.,  Heitser's  VerJ. 

Die  Geburtszange.    E.  Ingerslev.    Stuttgart,  Enke. 

Lehrb.  d.  Geburtshilfe.    A.  Martin.    Wien,  Urban  6r»  Schwa  rzenberg. 
Lehrb.  d.  Geburtshilfe.    M.  Runge.    Berlin,  Springer. 

Lehrb.  d.  Geburtshilfe.    O.  Spiegelberg.    3  Aufl.,  neu  bearb.  v.  M.  Wiener.    Lahr,  Sc/iauenburg. 
Surgical  Diseases  of  the  Ovaries  and  Fallopian  Tubes,  including  Tubal  Pregnancy.   J.  B.  Sutton. 
With  119  engravings  and  8  colored  plates.    (Jr.  8vo,  pp.  490.  Cassell. 

BOOKS  AND  PAMPHLETS  RECEIVED. 

Gynakologische  Tagesfragen  nach  Beobachtungen  in  der  Giessener  Universitats-Fraucnklinik  be- 

sprochen,  Von  I.  H.  Lohlein,  Dr.  Med. 
'Ruptured  Right  Tubal  Pregnancy,  Associated  with  Perforation  of  the  Vermiform  Appendix.  Con- 
firmatory Diagnosis  by  Aspiration  ;  Colon  Bacillus  in  the  Aspirated  Fluid  ;  Operation  ;  Death. 
Rep.,  Hunter  Robb,  M.D. 

Electricity  in  Carcinoma.    Rep..  Robt.  Newman,  M.D. 

Neurotic  Complications  of  Uterine  Disease.    Rep.,  W.  S.  Playfair,  M.D.,  LL.D. 

On  the  Removal  of  the  Uterine  Appendages  in  Cases  of  Functional  Neurosis.  Rep.,  W.  S.  Playfair, 
M.D.,  LL.D. 

Contributo  Alia  Patologia  e  al  Trattamento  Chirurgico  della  Inversione  dell'  Utero,  con  sette  fig. 

Rep.,  Kmelio  Pittarelli,  Dott. 
Axis  Traction  and  a  Combined  Axis  Traction  Forceps,  also  an  Anti-Craniotomy  Forceps,  to  be  Used 

as  a  Substitute  tor  Craniotomy  and  Version  in  Pelvic  Deformities.    Rep.,  T.  J.  McGillicuddy, 

M.D. 

A  Review  of  Forty-eight  Cases  of  Abdominal  Surgery.    Rep.,  Clinton  Cushing,  M.D. 

Repeated  Cesarean  Section,  with  a  Report  of  Three  New  Cases.    A  Contribution  from  the  Royal 

Hospital  tor  Women,  Dresden.    Rep.,  Julius  Rosenberg,  .M.I). 
Zur  Diagnose  des  Carcinoma  Corporis  Uteri     Rep.,  Prof.  D.  Leopold. 

Transactions  of  the  American  (gynaecological  Society,  vol.  16,  i89i,  Wm.J.  Dornon,  Printer,  Phila- 
delphia, I'enn. 

A  Practical  Treatise  on  The  Diseases  of  Women.  By  T.  G.  Thomas,  M.D.,,  L.L.  D.  Sixth  Edi- 
tion ;  enlarged  and  thoroughly  revised.  By  Paul  Y.  Munde,  M.D.  Lea  Bros.  &  Co.,  Phila- 
delphia, 1891. 

Ueber  die  Combination  der  Exstirpation  Uteri  Vaginalis  mit  plastischen  Operationen  im  Becken. 
Rep.  Berliner  klin.  Woch.  91,  No.  45  .    A.  Martin. 
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Ueber  die  Endergebnisse  der  vaginalen  Total  exstirpation  wegen  Carcinom  an  der  Koniglichen 

Franenklsn.  zu  Dresden.    Von  Dr.  Edward  Leisse. 
Mme.  Lachapelle,  Midwife.  Rep.  Johns  Hopkins  Hospital  Bull.  01.     Hunter  Robb,  M.D. 
Ergebnisse  der  Ovarien  und  Tutx-nresection.    Von  A.  Martin.    Berlin.    Verhandl.  d.  Deutsher  Ge- 

sellsch.  C  Gynaekologie. 

CORRESPONDENCE. 

"GIVE  THE  OUTSIDE   MAX   A  CHANCE. 

To  the  Editors  of  the  New  York  Journal  of  Gynecology  and  Obstetrics: 
Dear  Sirs  :  It  was  with  deep  interest  I  read  in  your  January 
issue  an  editorial  under  the  caption  :  "An  Important  Suggestion. " 
I  feel  certain  -that  every  reader  of  your  journal  will  think  with 
me  that  you  have  broached  a  subject  of  vital  import  to  every  prac- 
ticing physician,  not  only  of  New  York  City  but  of  the  surrounding 
country.  It  seems  strange  that  the  object  which  your  remarks 
unfold,  and  which  aims  at  rilling  a  long-felt  want,  has  not  been 
agitated  in  this  city  before  this.  New  York  is  justly  considered  one 
of  the  most  important  medical  centres  in  the  Union.  In  many  re- 
spects it  offers  to  the  raw  graduate  and  the  graduate  of  many  years 
wishing  to  furbish  up,  many  advantages  over  the  medical  centres 
of  Europe.  But  in  a  few  respects  it  is  lamentably  behind  those 
Meccas  of  the  American  medical  student.  One  of  these  is  that  to 
which  your  article  draws  attention.  In  any  of  the  large  cities 
abroad,  and.  for  the  matter  of  that,  even  in  the  small  cities,  the  op- 
portunities for  performing  operations  on  the  cadaver  are  unbounded. 
In  this  way  skill  in  the  performance  of  a  difficult  or  intricate  opera- 
tion is  acquired  without  the  expense  of  an  occasional  life,  or  great 
injury  to  the  patient  afterwards.  Even  so  experienced  and  skilful 
an  operator  as  A.  Martin  hesitates  to  undertake  a  new  operation 
without  performing  it  several  times  on  the  dead  body. 

There  are  other  reasons  why  your  idea  should  commend  itself  to 
the  profession,  and  which  are  tersely  expressed  in  the  closing  sen- 
tence, "'Give  the  outside  man  a  chance. "  The  principle  of  democracy 
should  apply  to  the  medical  profession  as  much  as  to  other  walks 
in  life.  We  desire  monopoly  as  little  in  medicine  as  in  the  transac- 
tions in  sugar,  bread-stuffs,  etc..  etc.  Every  man  with  brain-power, 
industry  and  ambition  should  have  equal  opportunities  of  making 
progress  in  the  profession  he  has  chosen.  Oligarchism  is  as  offen- 
sive as  monarchism.  We  are  certainly  in  danger  of  deteriorating 
into  the  first  in  political  life,  and  it  would  seem  that  there  is  a  ten- 
dency in  that  direction  in  our  profession  as  well. 

An  Interested  Observer. 
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TRANSACTIONS  OF  THE  NEW  YORK  OBSTET- 
RICAL SOCIETY. 

Stated  Meeting,  January  5,  1892. 

The  President,  Clement  Cleveland,  M.D.,  in  the  Chair. 

Diseased  Ovary  Containing  True  Bone,  and  not  being  a  Dermoid  Cyst. 

Dr.  H.  C.  Coe  presented  two  ovaries  and  tubes  which  he  had 
removed  from  an  unmarried  lady,  who  had  been  an  invalid  for  sev- 
eral years.  Menstruation  was  attended  with  unusually  severe  pains 
in  the  ovaries,  especially  the  right,  associated  with  such  obstinate 
nausea  that  a  month  before  the  operation  she  was  nourished  for 
nearly  a  week  by  rectal  enemata  and  her  life  was  despaired  of. 
The  ovaries,  especially  the  right,  were  enlarged  and  quite  tender, 
but  the  existence  of  such  extensive  disease  was  not  suspected. 
From  the  long  history  of  the  case  and  the  presence  of  frequent  col- 
icky pains  in  the  abdomen,  radiating  from  the  right  ovarian  region, 
Dr.  Coe  inferred  that  he  would  encounter  firm  adhesions,  especially 
intestinal.  From  the  existence,  for  several  weeks,  of  an  evening 
rise  of  temperature  the  presence  of  pus  was  thought  possible.  The 
operation  was  entirely  uncomplicated,  and  was  completed  in  a  few 
minutes.  The  left  ovary  was  cystic  and  as  large  as  a  Messina 
orange,  the  right  the  size  of  an  English  walnut ;  both  tubes  were 
normal.  The  uterus  was  small,  retroflexed  and  non-adherent.  The 
right  ovary  was  especially  interesting,  because,  in  addition  to  the 
usual  changes  indicative  of  chronic  oophoritis,  there  was  present  a 
condition  which  the  reporter  had  never  before  observed.  In  the 
centre  of  the  ovary  there  was  a  nodule  the  size  of  a  marble,  of 
stony  hardness.  The  specimen  was  referred  to  Dr.  Warren  Col- 
man  for  examination.  He  found  that  the  nodule  consisted  of  true 
bone,  while  in  its  centre  was  a  soft  mass  presenting  the  microscopi- 
cal structure  of  marrow.  He  explained  the  condition  as  due  to  the 
inclusion  of  feet al  elements,  i.e.,  as  an  incipient  dermoid  cyst. 

The  reporter  called  attention  to  the  fact  that  the  specimen  was  a 
unique  one,  since  a  careful  examination  showed  that  it  was  not  a 
dermoid  cyst  in  the  ordinary  acceptation.  There  was  no  evidence 
of  cystic  degeneration.  The  ovary  was  the  seat  of  general  fibrous 
hyperplasia  and  in  its  centre  was  the  peculiar  nodule,  enclosed  in 
a  distinct  capsule.  It  w  as  to  be  distinguished  from  the  calcified 
areas  which  might  be  found  in  the  ovary.  Of  course,  the  only  ex- 
planation of  its  presence  was  that  offered  in  the  case  of  an}' der- 
moid cyst  containing  bone — irregular  development  of  foetal  tissues. 
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The  relation  of  the  condition  to  the  clinical  history  was  not  unin- 
teresting. The  unusual  severity  of  the  pain,  especially  at  the  time 
of  menstruation,  and  its  location  in  the  ovary,  which  was  appar- 
ently less  diseased  than  its  fellow,  suggested  the  probability  of  di- 
rect pressure  upon  nerve  filaments  by  the  bony  nodule,  especially 
during  enlargement  of  the  gland  under  the  influence  of  the  periodi- 
cal congestion.  It  was  evident  that  palliative  treatment  might 
have  been  continued  indefinitely  without  results. 

The  patient's  convalescence  was  uneventful.  She  was  entirely 
relieved  of  the  localized  pain  and  her  general  health  was  much  im- 
proved, so  that  she  was  practically  well,  but,  as  only  five  months 
had  elapsed,  it  .was  unadvisable  to  make  any  positive  statements 
regarding  a  permanent  cure. 

Dr.  W.  Gill  Wylie  thought  it  must  have  been  a  form  of  der- 
moid, starting,  however,  from  a  bone  cell  instead  of  from  a  der- 
moid cell. 

Dr.  Bache  McE.  Emmet  coincided  in  this  opinion. 

Fissure  of  the  Anus  and  Fibrous  Polyp  of  the  Rectum  in  a  Widow, 
Aged  Fifty-four  Years. 

Dr.  Malcolm  McLean  presented  the  specimen. 

Mrs.  A  ,  fifty-four  years,  widow,  had  suffered  for  several  years 

with  bearing-down  pains,  aching  in  the  back,  and  very  aggravated 
burning  in  the  rectum  after  each  evacuation  of  the  bowels. 

She  had  been  treated  on  former  occasions  for  an  ulcer  in  the 
rectum,  but  the  symptoms  were  not  relieved.  She  also  complained 
of  bleeding  piles,  with  prolapse  of  the  bowel,  which  was  very  pain- 
ful, and  had  to  be  replaced  by  pressure  with  wet  cloths,  etc. 

The  patient  being  properly  prepared  and  etherized  a  large,  very 
deep,  and  angry-looking  fissure  was  found  in  the  posterior  portion 
of  the  anus.  After  thoroughly  stretching  the  sphincter,  the  bowel 
was  explored,  and  it  was  discovered  that  the  bowel  was  crowded 
down  ahead  of  a  hard  tumor  pedunculated  from  the  anterior  wall 
of  the  intestine  at  a  distance  of  about  three  inches  above  the  aims. 
This  was  easily  exposed  and  ligated  with  a  transfixion  ligature  and 
then  the  mass  cut  away  with  a  Paquelin  cautery. 

The  patient  made  a  good  recovery,  rapidly  gaining  strength  and 
color,  and  in  three  weeks  was  quite  well. 

The  points  of  interest  in  the  case  are  worthy  of  notice.  First, 
the  persistence  of  the  fissure  was  probably  due  to  the  constant  irri- 
tation of  the  protruding  mucous  membrane,  which  was  in  turn 
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forced  down  repeatedly  by  nature's  efforts  to  expel  the  polyp.  The 
importance  of  thorough  examination  is  evident. 

Second,  the  age  of  the  patient  was  unfavorable  to  the  probabili- 
ties of  tumor  of  this  nature,  as  they  more  commonly  occur  in  chil- 
dren. 

The  tumor  is  one  inch  by  one  and  three-quarter  inches  in  diam- 
eter and  is  fibrous. 

Dr.  B.  McE.  Emmet  recalled  the  case  of  a  child  six  years  of  age, 
which  had  been  suffering  from  mucous  and  bloody  discharges  from 
the  rectum,  and  on  examination  he  discovered  two  polypi,  one 
above  the  other,  about  the  size  of  an  English  walnut,  attached  to 
the  rectum.    They  were  removed  without  much  difficulty. 

Dr.  McLean  remarked  that  the  interest  in  his  case  was  the  fact 
that  it  occurred  in  an  elderly  subject.  Such  tumors  were  more 
common  in  children.  The  case  was  also  of  interest  in  that  the 
presence  of  the  polyp  would  account  for  the  previously  intractable 
nature  of  the  fissure  which  had  proven  rebellious  to  treatment  for 
two  years. 

Dr.  H.  Marion  Sims  recalled  a  case  similar  to  that  of  Dr.  Mc- 
Lean. It  occurred  in  a  woman  over  thirty  years  of  age  who  had 
complained  of  constipation  and  extreme  pain  on  evacuation  of  the 
bowel,  supposed  to  be  due  to  fissures.  On  thoroughly  exploring 
the  rectum  he  felt  a  tumor  about  three  inches  from  the  anus,  which, 
on  removal,  was  found  to  be  fibrous  polypus.  The  patient  then 
made  a  good  recovery. 

The  President  also  mentioned  the  case  of  a  woman  of  about 
twenty,  who  had  suffered  from  tenesmus,  constant  desire  to  go  to 
stool,  and  hsemorrhage  from  the  bowel.  He  found  a  fibroid  polyp 
over  an  inch  in  diameter,  spheroidal  and  pedunculated,  the  re- 
moval of  which  led  to  complete  cure. 

Dried  Specimen  of  Intra-Ligamentary  Cyst  which  held  at  Operation 
Several  Gallons  of  Fluid. 
Dr.  Florian  Krug  presented  the  specimen. 

Dr.  A.  F.  Currier  asked  Dr.  Krug  the  nature  of  the  contents  of 
the  cyst. 

Dr.  Krug  replied  that  the  fluid  was  clear. 

Dr.  Currier  added  that  several  years  ago  he  operated  in  a  case, 
expecting  to  find  a  fibroid  of  the  uterus,  but  it  proved  to  be  an 
intra-ligamentary  cyst  whose  contents  were  blood,  of  which  he 
drew  off  two  quarts'  He  did  not  enucleate  the  cyst,  but  sewed  the 
sac  into  the  abdominal  wound.    The  case  proved  to  his  mind  the 
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incorrectness  of  the  statement  of  Mr.  Tait  to  the  effect  that  all 
haematomata  were  probably,  perhaps  he  said  positively,  due  to 
gestation.  This  patient  gave  no  history  pointing  to  such  an  origin, 
and  he  was  confident  that  the  tumor  had  steadily  grown  by  acces- 
sions of  blood  during  the  menstrual  periods. 

Dr.  Kri  g,  in  replying  to  an  interrogatory,  explained  that  his  only 
object  in  presenting  the  specimen  was  to  advocate  the  extirpation 
of  the  entire  broad  ligament,  cutting  it  off  at  its  base,  instead  of 
leaving  it  and  packing  with  gauze.  He  added  that  inasmuch  as, 
this  patient  was  extremely  fat,  he  adopted  the  method  of  Dr.  Pryor 
in  closing  the  abdominal  wound  by  sewing  together  only  the  peri- 
tonaeum, fascia  and  muscle,  packing  gauze  between  the  adipose  tis- 
sue, and  allowing  it  to  heal  by  granulation. 

Dr.  Wylie  thought  the  cystic  sac  could  usually  be  enucleated. 
He  had  seen  one  very  unusual  or  unique  case  in  the  wife  of  a  phy- 
sician where  the  tumor,  although  a  cyst  of  the  broad  ligament,  was 
extra-peritoneal,  it  having  pushed  one  layer  of  the  peritonaeum  up- 
ward and  the  other  downward  in  the  progress  of  growth.  The 
whole  cyst  was  enucleated  without  opening  the  peritoneal  cavity. 
A  few  years  later  he  removed  from  the  same  patient  another  cyst 
from  within  the  peritonaeum  on  the  other  side,  again  dissecting  out 
the  sac.  He  added  that  this  woman  was  subjected  to  a  third  lap- 
arotomy for  haemato-salpinx. 

Dr.  B.  McE.  Emmet  thought  that  where  the  cyst  of  the  broad 
ligament  was  not  practically  pedunculated,  but  rather  was  em- 
bedded in  it,  and  closely  adherent,  it  would  be  unduly  risking  the 
patient's  life  to  spend  time  in  trying  to  enucleate  it.  It  would  be 
safer  to  empty  and  pack  the  cavity  with  gauze  and  drain,  provided 
one  were  not  able  to  bring  it  up  into  the  abdominal  wound. 

Dr.  Wylie  did  not  think  that  cysts  of  the  nature  under  discus- 
sion were  pedunculated.  While  it  was  true  they  were,  in  a  sense, 
embedded,  yet  by  careful  dissection  one  could  nearly  always  enu- 
cleate them  in  a  short  time  and  with  inconsiderable  haemorrhage, 
and  in  his  opinion  it  should  be  done. 

The  President  referred  to  a  case  in  which  he  was  compelled  to 
rest  content  with  only  partial  enucleation  of  the  cyst  walls  from  the 
broad  ligament  and  pack  with  gauze.    He  would  report  it  in  full  later. 

Three  Specimens  of  Extra-Uterine  Pregnancy  Recently  Removed. 
Dr.  Floriax  Krug  presented  the  specimens. 

Dr.  Coe  said  he  saw  the  operation  in  the  case  in  which  the  em- 
bryo was  not  found,  and  it  was  particularly  interesting  in  that  it  did 


142 


Transactions  of  Societies. 


not  seem  to  be  a  case  of  rupture,  but  of  where  the  embryo  was 
forced  out  of  the  fimbriated  extremity.  There  was  no  doubt  but 
that  it  was  a  tubal  pregnancy  and  not  a  hsematocele  due  to  salpin- 
gitis. In  the  latter  the  tube  would  have  been  enlarged  in  its  en- 
tirety, whereas  in  this  case  only  about  one-third  of  its  length 
showed  increased  dimension,  the  remainder  being  of  normal  calibre. 
This  he  thought  was  an  important  distinction  between  the  two 
conditions. 

Dr.  Wylie  remarked  upon  the  unusually  large  number  of  cases 
of  extra-uterine  pregnancy  for  one  man  to  meet  with  in  so  short  a 
time,  yet,  he  said,  we  were  all  discovering  this  condition  from  time 
to  time,  whereas  a  few  years  ago  it  was  not  recognized  when  met 
with.  He  was  of  the  opinion  that  with  further  experience  a  much 
larger  proportion  of  gynaecological  cases  would  be  found  of  this 
nature.  He  had  himself  had  six  cases  within  a  year.  The  last 
case  demonstrated  a  point  which  he  wished  to  make,  namely,  that 
when  a  woman  had  symptoms  of  local  peritonitis,  haemorrhage, 
and  severe  pain,  and  a  tumor  was  found  in  the  usual  situation 
about  the  size  of  an  orange,  one  should  not  wait,  but  operate.  It 
had  been  his  custom  lately  in  any  case  of  local  peritonitis,  general 
peritonitis,  or  where  there  was  indication  of  the  formation  of  pus, 
or  where  the  patient's  life  was  in  danger,  to  open  the  belly.  By 
doing  this  he  had  avoided  the  necessity  in  such  cases  of  operating 
later  when  dense  adhesions  would  have  formed  and  rendered  the 
risks  of  the  operative  procedure  greater.  In  the  last  case  which  he 
had  seen  in  Bellevue  Hospital  the  patient  had  very  little  tempera- 
ture, the  other  symptoms  were  comparatively  mild  except  that 
there  was  severe  pain,  yet  he  at  once  concluded  there  was  either 
internal  haemorrhage  or  a  peritonitis  due  to  salpingitis,  and  oper- 
ated without  delay.  On  opening  the  abdomen  he  found  blood, 
commencing  peritonitis,  and  a  tumor  which  evidently  was  a  rup- 
tured tubal  pregnancy,  although  the  embryo  could  not  be  found. 
He  believed  extra-uterine  pregnancy  was  a  most  common  cause  of 
what  had  heretofore  been  recognized  as  haemato-salpinx,  pyosal- 
pinx,  etc. 

Dr.  Francis  Foekster  had  witnessed  the  operation  in  the  last  of 
Dr.  Krug's  cases.  He  must  congratulate  him  on  the  skill  displayed 
in  diagnosis  before  the  occurrence  of  rupture.  Having  met  with 
five  cases  himself  within  a  year,  he  could  appreciate  the  difficulties 
in  reaching  a  positive  diagnosis  before  rupture.  In  only  one  of  his 
own  had  he  been  able  to  determine  its  nature  before  symptoms  of 
rupture  showed  themselves.     In  the  other  four  he  was  compelled 
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to  operate  when  the  patient  was  in  extremis.  The  specimen  pre- 
sented by  Dr.  Krug  illustrated  the  effort  of  nature  in  throwing  out 
such  thick  layers  about  the  tubes  to  prevent  rupture.  The  walls  in 
this  case  were  probably  ten  times  as  thick  as  in  the  normal  condi- 
tion, and  would  not  have  been  likely  to  rupture  for  two  months, 
yet  still,  in  the  progress  of  the  case,  the  walls  might  rapidly  atrophy 
and  rupture  take  place  at  any  time  ;  hence,  one  should  operate  at 
the  earliest  moment  possible. 

Dr.  Malcolm  McLean  reported  further  on  the  case  which  he  re- 
lated at  a  meeting  some  months  ago.  The  woman  had  an  early 
extra-uterine  pregnancy,  was  condemned  to  an  operation  by  a 
prominent  member  of  the  society,  but  for  unavoidable  reasons  fell 
into  his  hands  and  he  used  electricity.  Having  promised  to  re- 
port further  on  the  case,  he  would  now  say  that  the  tumor  had 
much  diminished  and  the  patient  was  practically  cured. 

Uterine  Fibroma  of  the  Size  of  the  Uterus  at  Term  ;  Cystic  Ovaries. 

Dr.  Bache  McE.  Emmet  presented  the  specimen. 

The  specimen  which  I  here  show  is  an  immense  uterine  fibroid 
removed  with  the  uterus  entire  on  Saturday  last ;  the  ovaries,  which 
are  cystic,  are  also  shown. 

The  patient  from  whom  I  removed  these  organs  is  forty  years 
of  age,  nullipara  :  ten  years  ago  she  first  noticed  a  growth  the  size 
of  an  egg  directly  in  the  centre  of  the  hypogastrium,  just  about  the 
fundus  of  the  uterus.  This  grew  rapidly  until,  when  I  saw  her  for 
the  first  time,  two  years  ago,  the  growth  had  attained  its  present 
dimensions,  size  of  uterus  with  child  at  full  term. 

At  this  time,  I  used  powerful  galvanic  currents  (250  milliamperes) 
by  thrusting  two  needles  directly  into  the  tumor  through  the  ab- 
dominal wall,  patient  being  under  ether,  of  course.  This  I  re- 
peated, I  think,  six  times  at  two  weeks'  interval.  Some  impression 
was  made  upon  the  growth  at  that  time,  and  the  symptoms  of 
weight  were  much  improved,  so  much  so  that  the  patient  felt  she 
could  give  up  treatment,  and  her  favorable  condition  did  persist 
until  recently. 

She  came  back  to  me  October  14th,  telling  me  that  her  menses 
have  been  profuse  and  that  she  is  very  materially  larger.  I  at 
once  begin  with  the  galvanism  again,  but  this  time  applying  it 
with  the  abdominal  plate  and  vaginal  balls.  (It  has  been  impossi- 
ble to  pass  a  sound  into  the  uterine  cavity. )  I  make  long  sessions 
with  mild  current :  and  from  this  time  out  I  also  restrict  her  to  the 
Cutter  diet.    At  two  days'  interval  of  treatment,  by  October  26th, 
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some  favorable  action  had  been  produced  ;  the  sensation  of  weight 
was  much  diminished,  and  a  period  which  has  just  taken  place  was 
scant  and  lasted  only  two  days. 

In  spite,  however,  of  the  local  benefit  produced,  which  was 
pretty  continuous  for  upwards  of  a  month,  the  patient  began  to 
lose  her  appetite,  to  fail  in  strength  and  flesh,  and,  finally,  to  com- 
plain of  constant  pain  about  the  uterine  mass,  more  especially  at 
one  point  on  the  left  side  where  there  had  been  a  recent  develop- 
ment of  a  nodule.  This  decided  me  to  lay  before  her  the  possibility 
of  relief  by  extirpation  and  she  consented. 

This  mass  presents  a  large  cystic  portion  on  the  anterior  face, 
while  the  remainder  is  all  firm  and  nodular,  and,  in  view  of  the 
rapid  failing  of  the  patient  during  the  past  month  with  symptoms  of 
septic  cachexia,  the  question  presents  itself  to  my  mind,  and  I  would 
like  to  offer  it  as  a  subject  for  discussion,  whether,  once  we  have 
failed  to  produce  any  considerable  benefit  by  the  use  of  galvanism, 
it  is  not  wiser  to  desist  entirely  and  change  our  course  in  that,  as 
I  fear,  we  cause  a  rapid  disintegration  of  tissue  by  electrolysis  and 
subject  our  patient  to  sepsis  which  may  prove  fatal. 

Dr.  Currier  thought  that  treatment  by  electricity,  which  had 
been  mentioned  by  Dr.  Emmet,  could  not  be  thrown  aside  as  of  no 
use,  whatever  might  be  one's  predilections  upon  that  subject.  With 
many  patients  the  thought  of  submitting  to  a  dangerous  operation 
was  extremely  repellant ;  they  had  to  be  educated  up  to  its  accept- 
ance, and  meanwhile,  one  should  not  through  prejudice  close  his 
eyes  to  the  power  of  electricity  to  at  least  temporarily  lessen  the 
profuse  haemorrhage  and  assuage  pain.  He  referred  to  a  few  cases 
in  his  own  practice  in  which  galvanism  controlled  for  a  time 
haemorrhage  and  the  more  urgent  symptoms  until  the  patient  could 
be  reconciled  to  the  thought  of  an  operation.  In  one  the  negative 
pole,  by  mistake  of  the  instrument  maker,  was  applied  within  the 
vagina  and  no  benefit  was  derived,  but  when  the  positive  electrode 
was  introduced  the  haemorrhage  at  once  became  less.  The  third 
case  which  he  related  was  supposed  by  himself  to  be  beyond  relief 
by  galvanism,  yet  it  did  for  a  time  control  pain,  but  later  he  oper- 
ated and  removed  a  sarcoma  which,  with  the  uterus  and  ovaries, 
weighed  betwTeen  thirty  and  forty  pounds.  He  must,  then,  differ 
from  those  who  believed  that  electricity  always  did  harm. 

Dr.  Boldt  inquired  of  Dr.  Emmet  whether  he  wished  to  raise  the 
question  of  the  use  of  electricity  in  these  cases. 

Dr.  Emmet  replied  that  electricity  had  been  employed  in  this 
case,  and  he  questioned  whether,  judging  by  the  appearance  of  the 
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tumor,  it  would  not  have  endangered  the  patient's  chances  by  caus- 
ing sepsis  had  it  been  persisted  in. 

Dr.  Boldt  said  he  was  convinced  that  electrolysis  was"  one  of 
the  most  dangerous  of  therapeutic  agents.  It  was  liable  to  produce 
just  the  conditions  to  which  Dr.  Emmet  had  called  attention. 
The  tumor  underwent  changes,  was  liable  to  break  down  by  sup- 
puration and  cause  septicaemia.  This  had  occurred  in  cases  which 
had  come  under  his  own  observation,  and  he  knew  that  it  had  in 
others.  If  electrolysis  did  not  give  relief,  and  the  symptoms  contin- 
ued, he  would  not  continue  it,  but  would  abandon  the  case  unless 
an  operation  were  granted. 

Dr.  Wylie  thought  the  question  was  certainly  a  practical  one 
and  also  a  very  important  one.  He  had  never  said  much  about 
the  use  of  electricity  in  cases  of  fibroids  until  he  had  personally 
made  it  a  study,  and  had  had  his  first  assistant  study  it  two  sum- 
mers under  Apostoli.  He  had  reached  these  conclusions  :  That  if 
electricity  were  used  not  as  a  destructive  agent  it  gave  practically 
no  good  results.  It  would  sometimes  control  ha?morrhage,  but  in 
order  to  accomplish  anything  it  had  to  be  used  so  strong  as  to  be 
destructive.  But  when  used  in  that  way  it  was,  as  had  been  shown 
in  a  number  of  cases  operated  upon  subsequently,  a  dangerous 
method.  If  it  were  used  as  a  cautery  to  the  mucous  membrane  of 
the  uterus  it  would  stop  haemorrhage  from  that  source,  but  he  did 
not  think  much  was  to  be  gained  by  this  mode  of  treatment.  The 
haemorrhage  being  due  almost  without  exception  to  fungous  growths, 
curettement,  if  it  could  be  applied,  would  be  more  effectual  and  in- 
volved less  risk.  And  to  attempt  to  destroy  the  tumor  with  elec- 
tricity was  dangerous.  Then,  too,  many  cases  were  complicated, 
and  if  electricity  were  used  it  might  prove  very  dangerous.  For 
instance,  in  a  number  of  cases  it  had  been  used,  and  in  many  others 
proposed,  where  there  was  pyosalpinx.  In  one  of  his  fatal  cases 
from  operation  the  result  was  largely  due,  he  believed,  to  the  fact 
that  the  patient  had,  during  two  years'  treatment  by  electricity  at 
the  hands  of  another,  become  greatly  reduced  and  could  not  be  built 
up  so  as  to  withstand  an  operation.  He  had  seen  cases  of  large 
haematocele  and  local  peritonitis  produced  by  electricity. 

Dr.  H.  Marion  Sims  believed  that  electricity  used  in  the  treat- 
ment of  fibroids  was  productive  of  a  great  deal  of  harm  in  the  vast 
majority  of  cases.  In  1877,  when  electrolysis  had  something  of  a 
"boom,"  he  purchased  a  fine  apparatus  and  became  quite  enthusi- 
astic over  the  treatment  of  fibroid  tumors  by  electro-puncture, 
through  the  anterior  abdominal  wall  or  per  vaginam.    On  looking 
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back  over  that  experience  he  could  recall  only  one  case  in  which 
the  treatment  had  had  the  slightest  beneficial  effect.  The  one  ex- 
ception was  in  the  case  of  a  young  lady  from  Arizona,  in  whom, 
after  five  or  six  months,  the  tumor  shrunk  to  about  two-thirds  its 
former  size  and  she  said  she  felt  much  better.  These  remarks  ap- 
plied to  large  tumors.  He  had  seen  several  small  ones  benefited 
by  the  treatment. 

With  regard  to  electro-puncture  causing  the  breaking  down  of 
nodules  into  pus  cavities  within  the  tumor  and  producing  blood 
poisoning,  he  could  recall  four  cases  of  the  kind  with  most  disastrous 
results  occurring  within  the  last  three  years.  The  treatment  had 
been  made  by  experienced  men.  One  patient  whom  he  had  seen 
last  week  had  been  under  the  care  of  an  enthusiast  in  electrical 
treatment,  and  was  then  discharging  immense  quantities  of  pus 
through  the  rectum,  due  to  breaking  down  of  the  fibroid  mass 
within  the  pelvis.  The  odor  was  very  offensive,  and  the  patient 
was  then  very  anxious  to  have  something  done  in  the  way  of  an 
operation.  In  the  case  of  a  tumor  which  he  had  removed  by  lap- 
arotomy and  which  previously  had  been  treated  by  electricity,  he 
found  it  completely  honeycombed  by  small  abscesses.  In  another 
case,  the  patient  had  undergone  treatment  for  two  years  by  elec- 
trolysis, Dr.  Pryor  performed  laparotomy  and  found  the  tumor  had 
undergone  a  change  similar  to  that  in  the  other  case  named  ;  it  was 
rotten  to  the  core.  Only  by  prompt  surgical  interference  at  a  cer- 
tain stage  of  the  symptoms  was  the  woman's  life  saved. 

Elongated  a?id  Cystic  Ovaries. 

Dr.  H.  Marion  Sims  presented  the  specimens. 

Mrs.  L  ,  aged  thirty-nine,  had  suffered  from  ovarian  dys- 

menorrhcea  ever  since  birth  of  last  child,  sixteen  years  ago.  Also 
complained  of  pain  in  right  side,  about  sacro-iliac  junction. 

On  examination  both  ovaries  were  found  to  be  diseased,  and 
prolapsed  and  bound  down  by  adhesions  in  posterior  cul-de-sac. 
These  ovaries  I  present  to-night.  There  is  nothing  particularly 
noticeable  about  the  specimens'  outward  appearance,  except  their 
peculiar  shape,  being  unusually  elongated.  On  incising  them, 
however,  I  found  them  to  be  very  cystic,  as  previously  diagnosed, 
and  in  the  right  ovary  is  a  peculiar  formation  which  to  the  eye  very 
closely  resembles  the  corpus  luteum  of  pregnancy.  This  fact  is  the 
only  thing  that  makes  the  specimen  worthy  of  more  than  passing 
notice.  The  patient  made  a  good  recovery,  and  all  of  her  pain  has 
entirely  disappeared. 


New  Yo?-k  Obstetrical  Society. 


H7 


Dr.  Pryor  confirmed  the  statement  that  in  this  case  there  was  no 
possibility  of  pregnancy  to  account  for  the  condition  resembling-  a 
corpus  luteum.  and  it  could  not  be  due  either  to  a  new  growth  or 
dermoid.    So  far  as  he  knew,  the  case  was  unique. 

Dr.  Foerster  said  the  specimen  was  particularly  interesting  to 
him  as  it  happened  to  be  in  the  line  in  which  he  was  at  present 
working.  He  thought  the  corpus-luteum  appearance  represented  a 
commencing  endothelioma  or  some  form  of  neoplasm.  Yet  it 
originally  might  have  been  a  corpus  luteum.  His  belief  was  that 
under  certain  circumstances  the  corpus  luteum  spurium  failed  to 
undergo  retrograde  change,  but  remained  congested,  progressed  in 
size,  until  it  looked  like  a  corpus  luteum  verum,  and  ended  in  an 
endothelial  new  growth.  He  had  often,  on  doing  laparotomy  on 
patients  who  had  suffered  severe  pain  for  some  time,  unmanage- 
able by  ordinary  treatment,  found  a  prolapsed  ovary  only  one-third 
or  One-half  larger  than  the  normal  size,  possibly  containing  insig- 
nificant small  cysts.  On  being  opened  a  body  would  be  seen  at 
the  seat  of  what  apparently  had  been  a  corpus  luteum  verum,  ex- 
hibiting the  structure  of  endothelioma.  He  believed,  then,  that 
there  was  truth  in  the  statement  that  such  small  neoplasms  were 
sometimes  the  cause  of  the  excessive  pain  which  led  women  to  say 
they  would  rather  die  than  go  unrelieved. 

Cureitement  of  the  Uterus  as  an  Operation  Prelimi?ia?y  to  Proposed 
Laparotomy. 

Dr.  W.  R.  Pryor  read  the  paper.    (See  page  95). 

Dr.  Boldt  thought  the  paper  was  of  great  value,  especially  in 
that  it  gave  further  emphasis  to  the  importance  of  curetting  the 
uterus  in  cases  which  were,  or  had  been,  accompanied  by  pelvic 
disease.  He  must  decidedly  differ  from  the  author,  however,  as 
to  the  advisability  of  curetting  prior  to  laparotomy  where  there  was 
suppurative  disease,  such  as  pyosalpinx,  etc.  The  dilatation  of  the 
uterus  necessary  to  enable  one  to  curette,  as  well  as  the  curetting 
itself,  was  liable  to  set  up  a  fresh  attack  of  peritonitis  and  perhaps 
to  cause  rupture  of  the  pus  sac.  An  active  inflammatory  condition 
added  to  the  chronic  state  already  existing  was  not  only  liable  in 
itself  to  jeopardize  the  life  of  the  patient,  but  also  to  diminish  her 
chances  of  recovery  from  any  operation  which  might  afterward  be 
undertaken.  He  had,  however,  found  it  necessary  a  number  of 
times  after  doing  laparotomy  for  pyosalpinx  to  resort  to  curetting 
of  the  uterus,  and  then  obtained  good  results.  The  following  was 
one  case  of  several  :    About  a  year  ago  he  operated  on  a  patient 
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for  unilateral  pyosalpinx.  The  appendages  on  the  other  side  ap- 
pearing normal,  they  were  left.  The  patient  got  along  well  for 
four  or  rive  weeks,  when  pain  developed  on  the  other  side,  due  to 
salpingitis.  He  curetted  the  uterus  and  introduced  an  iodoform 
gauze  tampon;  and  the  patient  got  well.  Curetting  then  was  a  val- 
uable and  necessary  adjunct  to  laparotomy,  but  he  would  reverse 
the  time  of  using  it  in  suppurative  diseases,  resorting  to  it  after  in- 
stead of  before  the  operation.  He  approved  of  preliminary  curet- 
ting in  operations  for  carcinoma,  fibroma,  etc.  He  meant  on  some 
future  occasion  to  speak  in  detail  of  his  case,  to  which  reference  had 
been  made  in  the  paper. 

Dr.  Wylie  expressed  his  interest  in  the  paper,  but  said  that  he 
would  agree  with  Dr.  Boldt  in  objecting  to  curettement  prior  to 
laparotomy  in  certain  conditions,  especially  where  the  tube  was 
much  distended  with  pus  or  there  were  danger  of  lighting  up  a 
peritonitis.  He  thought,  however,  that  the  author  was  right  in 
stating  that  disease  of  the  endometrium  generally  preceded  disease 
of  the  tubes  and  ovaries  and  local  peritonitis.  Yet  he  had  not  stated 
the  case  properly,  to  the  effect  that  where  there  was  a  salpingitis  or 
an  ovaritis  there  was  necessarily  an  endometritis  which  required 
dilatation  and  curetting.  It  might  be  so,  but  not  necessarily.  It 
was  his  opinion  that  most  cases  of  salpingitis  and  ovaritis  were  due 
to  acute  sepsis  following  labor  and  abortion,  and  while  there  usu- 
ally was  here  an  endometritis,  -it  was  apt  to  be  of  transient  nature. 
In  many  cases  of  chronic  pelvic  trouble  the  uterus  was  not  much 
enlarged  and  not  much  diseased.  We  could  best  determine  whether 
it  was  so  by  use  of  the  sound,  but  he  would  not  go  even  so  far  as  to 
pass  the  sound  in  cases  where  there  was  distension  of  the  tubes  or 
the  patient  was  in  such  a  condition  as  to  require  immediate  laparot- 
omy. He  had  for  years  advocated  the  reduction  of  the  uterus 
when  in  a  state  of  subinvolution  by  simple  means  prior  to  doing 
laparotomy,  and  for  the  reason  that  in  this  condition  it  was  friable 
and  liable  to  be  torn. 

As  to  this  method  of  treating  endometritis,  he  had  taught  it  for 
years,  but  he  did  not  think  it  would  be  practical  to  introduce  gauze 
where  the  uterus  was  not  much  enlarged  and  would  not  admit  of 
great  dilatation.  Instead,  after  curetting  he  introduced  a  hard  rub- 
ber tube,  hollowed  out  on  the  side  and  slightly  bulbous  on  the  up- 
per end,  so  that  it  would  be  retained.  In  a  few  cases  the  disease 
would  return,  seeming  to  be  deeply  seated  in  the  glands  and  folli- 
cles, and  in  some  of  this  class  he  had,  after  patient  was  over  forty 
years  old,  finally  resorted  to  extirpation  of  the  tubes  and  ovaries. 
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Somewhat  recently  he  had  cured  some  of  these  obstinate  cases  by 
swabbing  the  interior  of  the  uterus  with  pure  carbolic  acid  twice  a 
week,  following  it  by  washing  out  with  a  strong  solution  of  car- 
bolic acid  or  bichloride.  That  was  done  only  during  the  inter- 
menstrual weeks. 

Dr.  Wylie  mentioned  the  fact  that  some  cases  on  getting  up  an 
acute  attack  of  endometritis  would  have  a  condition  simulating  so 
closely  a  local  peritonitis  and  salpingitis  as  to  deceive  the  best  of 
men.  He  mentioned  three  cases,  wives  of  doctors,  sent  him  with 
a  diagnosis  of  pyosalpinx  and  the  request  that  he  operate.  In  two 
he  was  permitted  to  follow  his  own  opinion  in  the  case,  and  simply 
treated  the  patients  for  acute  endometritis  by  dilatation,  curetting 
and  drainage,  and  recovery  followed.  He  wished  to  pursue  the 
same  course  in  the  other  case,  but  pyosalpinx  having  been  diagnos- 
ticated by  another,  the  husband  insisted  on  an  operation,  which  Dr. 
Wylte  did,  and  removed  what  he  regarded  as  healthy  appendages. 
At  the  same  time  he  dilated  the  uterus  and  curetted  it,  showing  that 
it  was  diseased.  The  patient  recovered.  Where  the  tubes  and 
ovaries  were  much  diseased  he  preferred  to  do  laparotomy  first  and 
treat  the  uterus  afterward. 

Dr.  Krug  said  that  he  had  listened  to  the  reading  of  the  paper 
with  a  great  deal  of  pleasure  for  the  reason  that  the  suggestions 
which  it  contained  were  in  compliance  with  good  surgery.  He  fully 
agreed  with  the  author's  statement  that  if  he  were  limited  to 
but  one  instrument  in  gynaecology  he  would  choose  the  sharp  cu- 
rette, but  would  modify  it,  that  if  he  had  to  choose  only  one  opera- 
tion with  a  view  to  doing  his  patient  most  benefit,  he  would  take 
dilatation,  curettement  and  drainage.  While  frequently  performing 
major  operations,  he  yet  cured  more  patients  by  curetting  and 
draining  the  uterus  than  by  any  other  surgical  procedure. 

Dilatation  and  curettement  during  the  acute  stage  of  pelvic  in- 
flammation was  the  only  treatment  recommended  in  the  paper  with 
which  he  had  had  no  personal  experience.  He  had  frequently  di- 
lated and  curetted  prior  to  performing  laparotomy,  and  also  had 
often  been  compelled  to  do  so  afterward,  but,  as  said,  he  had  never 
done  it  during  acute  pelvic  inflammation.  Still,  as  being  the  teach- 
ing of  modern  surgery,  he  proposed  to  give  it  a  fair  trial.  It  might 
prove  a  good  thing.  Experience  in  other  directions  showed  that 
old  ideas  were  not  always  the  best.  Only  a  few  years  ago  it  would 
have  been  regarded  as  a  sure  means  of  killing  one's  patient  to  move 
her  bowels  before  the  sixth  day  after  laparotomy,  up  to  which  time 
it  was  the  custom  to  keep  them  locked  by  opium.    Now  it  was  the 
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generally  adopted  method  to  move  them  from  the  first.  Perhaps 
the  opinion  of  the  profession  as  regards  curettement  during  acute 
pelvic  inflammation  would  undergo  a  similar  radical  change. 

It  was  not  impossible  that  where  the  disease  in  the  tube  had  not 
existed  too  long  and  the  uterine  ostium  had  become  too  firmly 
occluded,  thorough  curetting  of  the  hypertrophied  endometrium  in 
the  neighborhood  of  the  horns  would  result  in  diminishing  the  con- 
gestion and  swelling,  reestablish  communication  between  the  tube 
and  the  uterus,  give  drainage,  and  in  that  way  cure  some  cases.  If 
laparotomy  should  be  necessary  afterward,  it  still  would  not  be  too 
late.  While  he  was  inclined  to  try  curetting  the  uterus  even  in  acute 
stages  of  pelvic  inflammation  before  resorting  to  laparotomy,  yet 
he  would  not  advise  it  unless  the  patient  were  under  constant  sur- 
veillance. 

Dr.  Brooks  H.  Wells  said  that  Dr.  Pozzi,  of  Paris,  was  an  en- 
thusiastic advocate  of  the  uterine  curette,  and  in  his  work  on  gyne- 
cology, an  American  edition  of  which  was  in  press,  spoke  of  its  use 
nearly  in  the  same  words  used  by  the  author.  That  is,  he  advised 
its  use  before  laparotomy  where  one  could  be  moderately  sure  that 
there  was  no  distention  of  the  tubes  with  fluids.  The  chief  precaution 
was  absolute  asepsis,  and  when  this  was  observed  the  procedure  in- 
volved little  danger.  He  had  himself  been  obliged  in  two  cases  to 
curette  on  account  of  severe  haemorrhage  during  acute  peri-uterine 
inflammatory  condition.  The  temperature  immediately  fell  and  the 
result  was  satisfactory. 

Dr.  Wylie  said  that  recently  he  had  been  curetting  the  uterus  in 
the  acute  stage  of  gonorrhceal  endometritis,  and  had  thereby  pre- 
vented extension  of  the  inflammation. 

Dr.  A.  P.  Dudley  expressed  the  opinion  that  there  was  more 
meat  in  the  paper  read  by  Dr.  Pryor  than  in  a  good  many  to  which 
he  had  listened.  It  brought  up  some  practical  points  of  impor- 
tance. He  was  ready  to  confirm  everything  stated  in  the  paper,  and 
would  go  even  further.  By  that  he  meant  that  during  the  past 
three  years  it  had  been  his  custom  at  the  clinic  to  curette  all  cases 
of  acute  gonorrhoea,  which  caused  the  patient  much  pain,  and  paint 
the  surface  with  pure  carbolic  acid,  or  the  carbolic  acid  might  be 
applied  alone  if  the  curette  were  not  at  hand.  He  thus  invariably 
stopped  the  progress  of  the  disease. 

In  other  cases  where  there  was  pelvic  inflammation  with  acute 
tenderness  surrounding  the  uterus,  he  did  not  enter  the  cavity  until 
some  of  the  tenderness  had  been  allayed,  but  he  invariably  con- 
cluded by  curetting  and  washing  out  the  cavity,  using  a  stronger 
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solution  than  1-2000  of  bichloride;  then  applied  pure  carbolic  acid 
and  packed  with  iodoform  gauze.  The  gauze  was  left  in  until  it 
began  to  cause  some  expulsion-pain.  He  had  also  during  the  past 
three  years  often  curetted  the  uterus  prior  to  doing  laparotomy.  The 
vulvovaginal  glands  being  the  seat  of  a  chronic  mucous  discharge, 
gave  evidence  that  the  pelvic  inflammation  was  of  gonorrhceal  ori- 
gin, and  in  such  a  case,  if  laparotomy  were  called  for  on  account  of  a 
salpingitis,  it  should  invariably  be  preceded  by  curettement  of  the 
uterus  and  the  application  of  pure  carbolic  acid.  Then  turn  the  pa- 
tient over  and  open  the  abdomen.  In  this  case,  however,  he  would 
not  introduce  gauze  into  the  uterine  cavity. 

Dr.  Dudley  concluded  with  the  remark  that  he  did  not  think  the 
paper  was  overdrawn  at  all. 

Dr.  Currier  supposed  that  the  same  question  which  had  been 
treated  of  by  Dr.  Pryor  had  probably  occurred  to  most  gynaecolo- 
gists in  connection  with  preliminary  work  to  abdominal  section,  be- 
cause so  often  they  found,  in  cases  in  which  abdominal  section  was 
called  for,  disease  of  the  endometrium.  He  had  not  yet  reached 
that  position  where  in  a  case  of  acute  pelvic  inflammation,  with  pus 
clearly  made  out  in  the  tubes,  he  could  go  ahead  and  dilate  and 
curette  the  uterus  before  laparotomy.  On  this  point  he  felt  in  sym- 
pathy with  Dr.  Boldt  and  Dr.  Wylie. 

Dr.  Currier  also  spoke  of  the  great  value  of  uterine  drainage, 
which  he  regarded  as  of  even  more  importance  than  curetting.  The 
uterine  tampon  established  drainage,  encouraged  contraction,  and 
prevented  sepsis.  If  he  were  compelled  to  abandon  either  the 
tampon  or  the  curette,  he  would  hold  on  to  the  tampon. 

Dr.  Pryor  closed  the  discussion.  The  hitch,  he  said,  seemed  to 
be  with  regard  to  the  use  of  the  curette  in  acute  cases  prior  to  lap- 
arotomy. But  it  was  just  in  acute  cases  that  one  knew  the  source 
of  the  sepsis  ;  and  it  was  just  in  such  cases  that  he  obtained  the 
best  results,  because  they  were  immediate.  He  mentioned  a  case 
not  related  in  his  paper.  A  girl  induced  abortion  between  the 
second  and  third  months  by  introducing  a  long  stiff  metal  stylet 
into  the  uterus  as  far  as  it  would  reach,  and  therefore  it  must  have 
passed  through  the  wall  of  the  uterus,  for  it  was  too  stiff  to  curve. 
He  saw  her  four  days  afterward,  when  she  was  "in  a  beastly  con- 
dition of  morphine  paralysis  of  the  intestine,"  with,  of  course,  in- 
testinal obstruction.  There  was  a  feeling  of  plastic  exudation 
around  the  uterus,  which  in  the  posterior  cul-de-sac  gave  fluctua- 
tion. The  greenish  vomiting,  temperature,  pulse — all  indicated  a 
septic  peritonitis,  and  he  advised  laparotomy,  but  as  that  was  re- 
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fused  he  curetted  the  uterus.  The  patient  had  entirely  recovered, 
and,  to  use  her  words,  "had  not  had  ache  or  pain  since  leaving  New 
York." 

Inasmuch  as  so  much  stress  had  been  laid  upon  the  use  of  the 
curette  in  acute  cases,  he  would  quote  another,  the  most  serious 
case  in  which  he  had  used  the  curette.  The  patient  had  induced 
abortion  between  the  second  and  third  months  of  gestation,  by  us- 
ing a  stiff  catheter.  The  metal  had  perforated  the  fundus.  Dr. 
Pryor  first  saw  her  on  the  fourth  day.  The  pulse,  temperature, 
tympanitis  and  green  vomiting,  all  pointed  to  peritonitis.  Locally 
the  uterus  was  fixed  in  a  mass  of  plastic  effusion,  which  in  the  pos- 
terior cul-de-sac  gave  fluctuation.  A  laparotomy  was  refused  and 
the  curetting  done.  He  scraped  out  large  quantities  of  necrotic  and 
foul-smelling  tissue,  and  treated  the  case  as  has  been  described. 
Her  recovery  was  complete.  When  he  operated  on  this  case  she 
was  in  that  abominable  condition  of  intestinal  paralysis,  due  to 
morphine,  which  it  is  the  fashion  to  call  "intestinal  obstruction." 
Dr.  Pryor  had  used  this  method  in  very  many  cases,  acute  and 
chronic,  but  in  the  two  quoted  the  symptoms  all  pointed  to  septic 
peritonitis.  The  reason  they  recovered  without  a  laparotomy  was 
because  he  removed  the  source  of  the  sepsis  before  it  had  gone  too 
far,  the  wonderful  reparative  powers  of  the  peritonaeum  being  suffi- 
cient to  remove  the  effusion  which  had  taken  place..  In  one  case 
the  pus  in  the  tube  had  drained  into  the  uterus.  The  doctor  had 
not  seen  Pozzi's  book. 

Stated  Meeting,  January  19,  1892. 
The  President,  Clement  Cleveland,  M.D.,  in  the  Chair. 

Dr.  H.  C.  Coe  reported  the  following,  with  specimens  :  Ovarian 
Cyst  with  Twisted  Pedicle  :  Supposed  Obstruction  of  the  Ureter  : 
Laparotomy  :  Recovery. 

Dr.  Henry  C.  Coe  presented  a  specimen,  with  the  following 
history  :  Mrs.  G.  set.  twenty-nine  ;  married  nine  years  ;  two  chil- 
dren and  three  miscarriages.  I  operated  upon  her  in  the  Woman's 
Hospital  in  November,  1890,  she  having  been  kindly  referred  to 
me  by  Dr.  J.  F.  Chauveau,  on  account  of  long-standing  procidentia. 
I  performed  anterior  and  posterior  colporrhaphy,  but  did  not  expect 
to  give  permanent  relief,  as  I  found  when  the  patient  was  under 
ether  that  she  had  a  small  tumor  anterior  to,  and  apparently  con- 
nected with  the  uterus.    All  who  examined  her  supposed  that  it 
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was  a  fibroid.  The  uterus  was  large,  about  four  inches  in  depth, 
and  menorrhagia  was  present.  Before  she  left  the  hospital  a 
pessary  was  introduced  and  she  was  fitted  with  an  abdominal 
bandage  which  gave  her  so  much  relief  that  she  sought  no  further 
aid  until  October,  1891,  when  she  had  an  attack  of  acute  pelvic 
inflammation  and  narrowly  escaped  general  peritonitis.  I  saw  her, 
in  consultation  with  Dr.  Chauveau,  and  found  on  examination  that 
the  tumor  had  increased  in  size  since  I  palpated  it  in  the  spring. 
Pain  and  tenderness  were  localized  in  the  right  inguinal  region  and 
by  the  bimanual.  I  could  distinctly  feel  an  elongated  mass  which 
I  took  to.be  a  pyosalpinx,  or  abscess  of  the  ovary. 

The  patient  made  a  good  recovery  and  entered  the  Cancer  Hos- 
pital five  weeks  ago.  The  tumor  was  distinctly  larger  and  ob- 
scure fluctuation  was  noted.  It  was  wedged  immovably  in  the 
vesico-uterine  pouch  and  lay  in  front  of  the  uterus,  apparently  con- 
tinuous with  it.  A  probable  diagnosis  of  uterine  fibro-cyst  was 
made.  From  its  position  it  was  fair  to  infer  that  the  tumor  might 
compress  the  ureters  near  their  point  of  entrance  into  the  bladder. 
Careful  examination  showed  that  on  both  sides,  but  most  marked 
on  the  left,  there  was  a  distinct  cord  as  large  as,  or  larger  than,  a 
lead-pencil,  which  could  be  traced  from  a  point  near  the  lateral 
walls  of  the  pelvis,  downward  and  inward  almost  to  the  neck  of 
the  bladder.  These  were  also  palpated  by  Drs.  Cleveland  and 
Jarman,  and  we  felt  justified  in  assuming  that  they  were  enlarged 
ureters. 

Laparotomy  in  Trendelenburg's  posture.  Not  to  enter  too  much 
into  details,  it  may  be  stated  that  the  tumor  was  a  thick-walled 
ovarian  cyst  in  front  of  the  uterus,  with  a  long  pedicle  (on  the  left 
side)  twisted  three  times  around  its  axis,  from  right  to  left. 
Haemorrhage  had  occurred  into  the  cyst  as  shown  by  its  contents. 
It  was  firmly  adherent  to  the  bladder,  uterus,  and  anterior  and 
lateral  abdominal  parieties.  Adhesions  separated  and  cyst  re- 
moved in  the  usual  manner.  Beneath  the  cyst,  on  the  right  side, 
was  a  large  cystic  ovary  crowded  down  against  the  lateral  vaginal 
fornix  ;  this  was  also  removed.  In  order  to  confirm  the  diagnosis 
of  enlargement  of  the  ureters,  I  now  asked  Dr.  Cleveland  to  in- 
troduce his  finger  into  the  vagina  while  I  explored  the  vesico- 
uterine pouch.  Our  fingers  met  with  no  cords  between  them  on 
either  side.  It  was  evident  that  the  supposed  dilated  ureters,  what- 
ever they  were,  had  disappeared.  The  wound  was  closed  in  the 
usual  manner,  without  drainage.  The  patient  made  an  easy 
recovery  and  was  discharged  yesterday,  feeling  perfectly  well.  A 
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careful  bimanual  examination  was  made  just  before  she  left  the 
hospital  and  nothing  abnormal  could  be  detected  in  the  pelvis. 

The  case,  although  an  ordinary  one  as  regards  the  condition 
found  at  the  time  of  operation,  presents  several  interesting  features 
from  the  standpoint  of  diagnosis.  The  median  situation  of  the 
cyst  in  front  of  the  uterus,  to  which  it  was  adherent,  its  thick  wall 
and  the  obscure  sense  of  fluctuation  when  taken  together  with  the 
history  of  the  case,  justified  the  probable  diagnosis  of  uterine  fibro- 
cyst.  That  a  cyst  so  located  may  be  mistaken  for  pregnancy  is  quite 
evident,  especially  if  some  of  the  subjective  symptoms  of  the  latter 
condition  are  present.  I  have  two  such  cases  now  under  observa- 
tion, in  one  of  which  I  have  examined  the  patient  at  frequent  inter- 
vals for  six  months,  and  even  now  cannot  convince  her  that  she  is 
not  pregnant.  An  off-hand  diagnosis  in  these  cases  is  neither  safe 
nor  possible.  So  long  as  there  are  no  urgent  symptoms,  delay  is 
preferable,  with  examination  under  anaesthesia  in  case  of  doubt. 
A  second  point  of  interest  was  the  attack  of  localized  peritonitis 
which  occurred  last  fall.  Although  the  cause  of  this  was  not  clear, 
I  am  inclined  to  believe  that  it  followed  the  twisting  of  the  pedicle. 
The  symptoms  all  pointed  to  pus  in  the  right  tube  or  ovary,  which 
I  diagnosticated  at  the  time,  but  erroneously,  as  shown  at  the  time 
of  the  operation. 

But  the  most  important  point  was  the  fact  that,  although  I 
found  a  condition  exactly  corresponding  to  enlargement  of  ihe 
ureters,  due  to  impaction  of  the  tumor  and  direct  pressure  (which  I 
have  verified  in  similar  cases),  and  this  diagnosis  was  confirmed  by 
Drs.  Cleveland  and  Jarman  after  removal  of  the  cyst  and  the  oppo- 
site ovary  conjoined,  vaginal  and  intra-abdominal  palpation  showed 
that  the  supposed  dilated  ureters  had  disappeared.  The  only  ex- 
planation which  I  have  to  offer  is  that  from  the  peculiar  location 
of  the  cyst  and  ovary  the  pedicles  were  pressed  so  far  downward  in 
the  vesico-uterine  pouch  as  to  lie  in  contact  with  the  lateral  fornices 
near  the  positions  in  which  the  ureters  are  ordinarily  palpated. 

Specimen  of  Uterine  Myoma  {Sub-Mucous)  removed  from  the  left 
horn  of  the  uterus  by  Dr.  Andrew  F.  Currier,  Jan.  6,  1892. 

The  patient  was  thirty  years  of  age  ;  married  five  years  ;  preg- 
nant four  times  ;  aborted  the  first  two  times  at  the  second,  and  the 
third  and  fourth  times  at  the  third  month.  The  third  abortion  oc- 
curred in  1889,  while  she  was  living  in  Berlin,  where  she  was  under 
the  care  of  two  distinguished  gynaecologists.  Her  last  menstruation 
was  September  11,   1891.    I  first  saw  her  November  24,  1891,  at 
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which  time  she  was  suffering  with  frequent  haemorrhages,  some  of 
them  very  profuse.  All  attempts  to  prevent  miscarriage  failed ;  the 
ovisac  ruptured  December  13  ;  the  vagina  and  cervix-uteri  were 
tamponned  for  twenty-four  hours,  and  as  neither  dilatation  nor  any 
prospect  of  it  was  apparent,  I  dilated  the  womb  artificially  and 
succeeded  in  removing  foetus  and  membranes.  I  then  discovered 
this  polypus  attached  to  the  fundus-uteri  near  the  left  horn,  but 
was  unable  to  detach  it  with  any  means  then  at  hand.  The 
patient  was  around  again  in  a  few  days,  and,  January  6,  1892,  I 
dilated  the  womb  again.  Of  course  it  had  undergone  involution 
since  the  last  exploration,  and  I  found  difficulty  in  opening  it 
sufficiently  to  reach  the  fundus  with  my  index  finger.  I  finally 
succeeded  in  touching  the  lowermost  tip  of  the  tumor,  which  is  in 
shape  and  size  like  a  pigeon's  egg,  and  recognized  that  the  con- 
traction of  the  womb  had  fixed  it  in  the  left  horn,  where  it  was 
almost  inaccessible.  After  a  number  of  careful  efforts  I  succeeded 
in  grasping  it  with  a  tenaculum,  then  with  polypus  forceps,  and, 
having  a  firm  grip  upon  it,  it  was  comparatively  easy  to  pass  over 
the  forceps  the  wire  of  an  ecraseur  and  separate  it  cleanly  at  its 
base.  The  uterus  was  then  irrigated  and  packed  with  iodoform 
gauze  for  forty-eight  hours.  The  patient  has  had  no  trouble  from 
the  operation  and  is  going  about  in  excellent  health. 

The  case  is  very  interesting  as  an  illustration  of  one  of  the 
causes  .of  repeated  abortions  which  may  escape  the  notice  of  the 
most  skilful  gynaecologists.  It  was  merely  an  accident,  in  the 
course  of  exploration  of  the  uterus  after  removal  of  the  products  of 
conception,  which  enabled  me  to  detect  it.  In  this  connection  I 
wish  to  emphasize — and  to  that  end  to  go  upon  record — the  im- 
portance and  the  value  of  the  uterine  tampon,  both  before  and 
after  operation  in  connection  with  cases  of  this  character,  that  is, 
cases  of  intra-uterine  tumor  and  cases  in  which  abortion  is  immi- 
nent. 

Dr.    Clement    Cleveland    reported    the   following   cases,  with 
specimens  : 

History  of  Miss  M.,  admitted  to  Dr.  Cleveland's  service  January 
15,  1892  ;  aet.  twenty-three  ;  single. 
Duration  of  illness,  ten  months. 

Menstrual  history. — She  commenced  to  menstruate  at  sixteen 
years  of  age,  and  was  always  regular  up  to  present  illness. 

Present  history.  —  Last  April  noticed  that  the  abdomen  was 
becoming  uniformly  swollen.    She  suffered  no  pain  other  than  the 
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discomfort  produced  by  the  weight  of  the  fluid.  The* abdomen 
was  tapped  on  December  13,  1891,  and  three  gallons  of  light 
brown  fluid  was  withdrawn.  The  abdomen  rapidly  filled  again 
and  is  as  large  now  as  on  December  13,  1 891,  but  she  suffers  pain. 

Operation,  January  18,  1892. — Dr.  Cleveland  operated,  assisted 
by  Dr.  Kletzsch.  The  patient  was  anaesthetized  with  ether. 
Pulse  before  administration  106,  and  there  was  a  distinct  blowing 
murmur  over  the  pulmonary  orifice.  The  abdomen  was  opened 
by  median  incision  and  the  peritonaeum  at  first  merely  nicked  to 
allow  the  slow  escape  of  the  ascitic  fluid.  When  this  was  with 
drawn  the  cavity  was  freely  opened  and  an  ovarian  cyst,  sur- 
•  rounded  by  a  papillomatous  growth  was  found  on  either  side. 
These  were  with  some  difficulty  removed,  and  owing  to  some  sur- 
face-oozing the  pelvis  was  packed  with  prepared  gauze  and  all  but 
two  inches  of  the  wound  was  closed  with  silk  worm-gut  sutures. 
Patient  put  to  bed  with  pulse  140.  Drainage  immediately  com- 
menced, and  although  a  large  quantity  of  gauze  was  applied  over 
the  wound  it  had  to  be  changed  twice  before  one  o'clock  a.m. 
Pulse  at  that  time,  four  p.  m.,  January  19,  still  140. 

Pathological  report. — Cystic  papilloma  of  both  ovaries.  The 
case  last  operated  on  is  reported  first,  as  it  shows  distinctly  the 
starting  point  of  the  disease  before  it  has  spread  to  any  other  part 
of  the  abdominal  cavity.  The  other  shows  the  ultimate  results. 
In  this,  unquestionably,  as  I  am  informed  by  Dr.  Freeborn,  the 
pathologist  of  the  hospital,  the  disease  started  in  the  ovaries,  and 
small  particles  being  detached  implanted  themselves  at  numerous 
portions  of  the  peritoneal  surface  and  on  the  omentum,  and  these 
proliferated.  In  removing  the  mass  from  the  left  side  much  diffi- 
culty was  experienced  from  the  dense  mass  of  adhesions  that  held 
it  down.  After  its  removal  examination  disclosed  the  peritonaeum 
at  the  bottom  of  the  pelvic  cavity  covered  with  small  projections 
that  felt  like  small  shot,  adhering  to  the  surface.  This  was  the 
only  spot  in  the  whole  abdominal  cavity  which  showed  the  exten- 
sion of  the  disease  beyond  the  ovaries.  The  whole  pelvic  cavity 
at  this  point  was  a  vast  oozing  surface,  and  was  packed  with  a 
solid  column  of  gauze — over  twenty  yards  being  used — not  merely 
to  stop  the  oozing,  but  in  the  hopes  that  in  some  way  it  might 
limit  the  disease  or  shut  it  off  from  the  general  abdominal  cavity  ; 
that  possibly  the  pressure  alone  would  not  only  stop  the  bleeding 
but  check  the  proliferation  that  had  evidently  commenced  on  the 
peritoneal  surface  at  this  point. 
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It  will  be  interesting  and  instructive  to  watch  this  case  and  see 
what  the  developments  may  be.  It  is,  of  course,  impossible  at 
this  stage  to  decide  whether  the  growth  is  malignant  or  not,  though 
it  is  probably  not.  The  next  six  months  ought  to  decide  the 
question. 

January  28,  ten  days  after  operation,  patient  is  doing  well  and 
on  the  rapid  road  to  recovery.  The  gauze  packing  was  removed 
on  the  eighth  day  and  was  perfectly  sweet.  The  abdomen  is  per- 
fectly flat. 

Mrs.  M.,  set.  thirty-one;  married  ten  years;  no  children.  Ad- 
mitted to  service  of  Dr.  Cleveland  December  3. 

Previous  history. — Menstrual  history  negative.  In  June,  1891, 
first  noticed  an  enlargement  of  abdomen.  This  began  to  increase 
in  size  rapidly  during  the  last  six  zveeks.  General  loss  of  flesh 
during  this  rapid  accumulation. 

Measurements. — Largest  circumference  41 "  ;  pubes  to  ensiform 
cartilage  i8V'. 

Patient  seen  by  two  surgeons  in  consultation,  all  agreeing  on 
diagnosis  of  a  cyst  complicated  with  ascites. 
December  7,  laparotomy  under  chloroform. 

Ascitic  fluid  having  escaped,  the  omentum  presenting  was 
adherent  to  intestines,  uterus,  etc.,  and  had  degenerated  into  a 
mass  of  cysts  varying  in  size  from  that  of  a  pea  to  that  of  a  small 
egg.  Both  ovaries,  cysts  and  tubes  distended  and  covered  by 
mass  of  adhesions.  For  diagnostic  purposes  a  portion  of  the 
cystic-omentum  was  removed  and  wound  closed.  Trendelenburg's 
posture  was  used.  Patient  died  of  exhaustion  twelve  hours  after 
operation. 

Pathological  report. — Cystic  papilloma  of  omentum. 

DISCUSSION  OF  SPECIMENS. 

Dr.  W.  Gill  Wylie  thought  that  these  cases  were  interesting, 
because  when  they  have  reached  this  stage  any  operation  is  prob- 
ably only  palliative.  It  is  perfectly  justifiable,  because  we  can 
never  be  sure  of  the  degree  of  malignancy  of  these  tumors,  and 
sometimes  he  had  removed  them,  especially  those  of  the  myxoma- 
tous form,  and  found  they  did  not  return.  In  one  patient  he 
removed  a  large  myxomatous  mass,  with  some  fluid  in  the  abdo- 
men, and  warned  her  that  when  the  abdomen  became  again 
enlarged  to  return.  She  came  back  a  year  afterwards  and  the 
abdominal  enlargement  was  of  a  fatty  nature.  It  is  over  three 
years  now  and  she  is  well,  although  she  was  sent  away  from  the 
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Massachusetts  General  Hospital  as  a  hopeless  case,  be'cause  this 
tumor  had  burst  when  she  was  there.  He  had  come  to  the  conclusion 
that  where  we  discover  tumors  in  women,  in  the  abdomen  or  pel- 
vis, if  they  are  as  large  as  an  orange  or  as  one's  fist,  that  the  wisest 
thing  to  do  is  to  open  the  abdomen.  He  is  satisfied  that  many 
cases  of  papillomatous  trouble  start  within  the  ovary,  and  if  that 
organ  is  removed  early  and  the  disease  confined  to  that  organ,  the 
cure  can  be  complete,  whereas  if  it  is  left  and  allowed  to  run  into 
the  peritonaeum  and  extend  to  the  other  tissues  and  produce  ascites 
it  is  beyond  help  ;  and  for  that  reason  it  seemed  to  him  where  we 
are  in  doubt,  on  account  of  the  changes  that  take  place,  they  should 
be  opened.  He  is  satisfied  that  almost  any  form  of  ovarian  tumor 
seems  to  tend  towards  malignancy  much  more  than  normal  tissues, 
and  the  sooner  removed  the  better. 

Dr.  Hanks  emphasized  the  remarks  made  by  Dr.  Wylie  in  refer- 
ence to  the  necessity  of  doing  an  early  operation  whenever  we 
discover  a  tumor  in  the  pelvis  of  a  woman,  with  a  tendency  to 
ascites  at  the  same  time,  because  in  all  probability  something  like 
the  condition  referred  to  exists. 

With  reference  •  to  the  matter  of  recurrence,  he  remembered 
operating  on  a  patient  sent  him  from  the  Baltimore  Hospital  three 
years  ago  last  September  ;  the  abdomen  was  filled  with  water ; 
her  face  was  anaemic  and  almost  as  white  as  a  towel ;  he  found 
papillomatous  degeneration  in  an  ovarian  cyst  just  breaking 
through  the  pedicle  and  a  large  amount  of  ascitic  fluid.  He 
removed  the  tumor,  and  within  a  year  she  entered  the  Woman's 
Hospital  with  a  similar  tumor  on  the  opposite  side.  The  pedicle 
was  attached  to  the  abdominal  wall  and  the  papillomatous  growth 
was  seen  sprouting  out  from  it.  Dr.  Coe  assisted  him  in  the  oper- 
ation. That  was  certainly  two-and-a-half  years  ago,  and  she  is 
living  now  and  doing  some  labor.  He  agreed  with  Dr.  Wylie  that 
we  should  operate  very  early  when  there  is  an  abdominal  tumor 
present. 

Dr.  A.  F.  Currier  inquired  if  Dr.  Cleveland  knew  about  the 
early  history  of  these  cases — as  to  the  causes  of  the  development 
in  these  two  cases?  The  reason  why  he  asked,  was  because  he 
thought  that  an  opinion  is  becoming  more  and  more  fixed  among 
pathologists  that  there  is  a  history  of  lesion  or  injury  of  some  sort 
or  other  as  a  basis  for  the  development  of  growths  of  this  charac- 
ter. Just  how  malignant  they  are  in  each  individual  case  it  is  difficult 
to  say.  He  could  add  to  the  cases  already  mentioned  one  which 
came  to  his  notice  more  than  a  year  ago  in  which  the  first  oper- 
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ation  was  done  for  retro-flexion  with  fixation  ;  one  of  the  ovaries 
being  also  found  considerably  enlarged  and  diseased.  He  followed 
out  the  suggestion  of  our  colleague,  Dr.  Polk,  in  excising  the  dis- 
eased portion  of  it  and  returning  the  remainder.  In  about  six  weeks 
the  recurrence  of  the  symptoms  indicated  serious  trouble  in  the  pelvic 
cavity,  the  abdomen  was  opened  again  and  he  found  that  a  papil- 
lomatous cyst  had  developed  in  connection  with  each  ovary.  There 
had  been  extensive  peritonitis  which  had  been  going  on  without 
very  marked  general  manifestations,  but  the  adhesions  were  exten- 
sive and  from  each  ovary  had  developed  papillomata  which  had 
already  formed  attachments  to  the  intestines,  the  tumor  on  the 
right  side  being  at  least  half  as  large  as  his  fist.  The  patient  was 
operated  on  subsequently  by  another  gentleman  for  intestinal 
fistula  and  no  traces  of  papilloma  were  found. 

Another  point  he  considered  important  was  the  liability  to  errors 
of  diagnosis  when  fluid  is  free  in  the  abdominal  cavity.  He  re- 
called a  case  in  which  the  diagnosis  had  been  made  by  others  and 
by  himself  of  simple  ascitic  fluid.  He  drew  off  some  of  it  and  was 
prepared  to  draw  off  more.  The  woman  was  very  large  and  he 
made  up  his  mind  there  was  an  ovarian  tumor  as  well.  The  oper- 
ation was  done  and  a  large  ovarian  tumor  was  found  in  addition 
to  the  ascitic  fluid.  In  another  case  in  which  the  diagnosis  of 
ovarian  tumor  was  made,  a  large  quantity  of  ascitic  fluid  was  found 
in  connection  with  tubercular  peritonitis.  He  thought  in  cases  of 
that  kind  the  diagnosis  should  be  given  with  a  certain  amount  of 
reserve. 

Dr.  H.  C.  Coe  said  no  one  had  called  attention  to  the  beauty  of 
these  specimens  as  specimens  ;  pure  papilloma  of  the  ovaries  are 
a  rare  condition. 

In  reference  to  the  diagnosis  he  has  repeatedly  called  attention 
to  the  character  of  the  ascitic  fluid  in  connection  with  proliferous 
growths  of  the  ovaries  and  peritonaeum.  No  one  has  explained 
satisfactorily  why  ascites  does  develop  in  these  cases  ;  why  we 
sometimes  have  large  tumors,  and  large  malignant  tumors,  and  yet 
no  ascites  at  all,  and  again  why  we  have  a  small  papillomatous 
growth  of  the  ovary  and  extensive  effusion.  It  is  commonly  ex- 
plained as  due  to  irritation  of  the  peritonaeum,  but  just  what  is  the 
nature  of  this  irritation  is  not  clear.  The  important  point  is  the  ap- 
pearance in  such  fluids  of  the  so-called  "  Thornton's  "  or  "Foules' 
corpuscles."  He  thinks  Dr.  Munde  will  admit  that  by  the  aid  of  the 
microscope  it  is  possible  to  make  this  diagnosis,  by  recognizing  the 
presence  in  a  drop  of  this  fluid,  withdrawn  with  the  hypodermatic 
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syringe,  of  these  corpuscles  (illustration  on  the  black-board),  since  he 
has  had  an  opportunity  to  confirm  it  in  a  recent  case  which  he  saw 
before  the  abdomen  was  opened.  If  he  withdraws  a  few  drops  of 
ascitic  fluid  and  finds  these  grouped  cells  present  in  considerable 
numbers,  he  feels  justified  in  giving  a  probable  diagnosis  of  malig- 
nant disease — either  sarcoma,  carcinoma,  or  papilloma.  Papilloma 
is  included,  as  it  is,  clinically  at  least,  to  be  regarded  as  malignant. 
He  would  not  be  so  sure  if  he  had  not  had  the  opportunity  of  veri- 
fying this  diagnosis  in  eight  or  ten  cases,  both  at  the  operating 
table  and  post-mortem.  So  he  regards  those  large  nucleated  cells 
as  exceedingly  important  from  a  diagnostic  standpoint,  more  so 
than  bloody  ascitic  fluid,  or  than  the  recognition  of  muitiple  nod- 
ules in  the  peritonaeum,  since  the  latter  are  usually  obscured  by  the 
fluid.  So-called  cachexia,  as  you  know,  is  notably  absent  in  a  con- 
siderable proportion  of  these  cases. 

Dr.  P.  F.  Munde  has  seen  four  cases  of  papilloma  of  the 
ovary  with  ascites,  the  chief  symptom  of  the  cases  being  ascites^— 
four  cases,  not  including  the  one  referred  to  by  Dr.  Coe.  The  diag- 
nosis of  papilloma  was  only  made  during  the  operation,  when  the 
hand  was  introduced  into  the  abdominal  cavity.  The  first  one  he 
saw  was  four-and-a-half  years  ago,  and  this  case  induced  him  not 
to  agree  with  Dr.  Coe's  view  that  these  cases  are  always  malignant. 
The  patient  had  been  admitted  to  Mt  Sinai  Hospital  for  ascites. 
Her  physician,  who  had  tapped  her  several  times,  said  there  was  a 
tumor  in  the  pelvic  cavity.  He  did  laparotomy,  found  a  papilloma 
of  the  ovaries,  uterus,  bladder  and  rectum,  filling  the  whole  pelvic 
cavity  ;  all  the  organs  were  matted  together.  On  attempting  to 
detach  it  from  the  pelvic  wall,  several  pieces,  which  appeared  to  be 
non-malignant  papilloma,  floated  out  with  the  ascitic  fluid.  He 
could  not  remove  the  papillomatous  mass  on  account  of  the  ex- 
treme haemorrhage,  so  he  closed  the  wound.  A  month  later  the 
ascites  had  returned  and  she  demanded  another  operation.  He 
opened  her  again  and  tried  to  remove  the  mass,  but  failed  again 
for  the  same  reason — violent  haemorrhage.  This  time  a  glass 
drainage  tube  was  left  in  for  two  weeks  and  then  removed,  when 
all  serous  oozing  had  ceased,  and  the  wound  closed  ;  the  patient 
recovered.  He  saw  her  a  year  afterwards  in  perfect  health  without 
any  return  of  the  ascites,  and  the  tumor  was  then  smaller  and 
harder  than  when  he  operated.  He  has  heard  within  the  last 
month  from  her  physician,  who  tells  him  she  is  perfectly  well,  and 
not  only  that,  but  so  well  that  she  leads  the  life  of  a  fast  woman, 
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and  in  that  respect  the  papilloma  had  not  interfered  with  her  pro- 
pensities. 

The  second  case  was  one  he  operated  on  in  Bridgeport,  where 
he  also  found  it  impossible  to  remove  the  mass.  The  general  pap- 
illomatous degeneration  of  the  pelvic  organs  was  so  extensive  that 
it  could  not  be  removed  on  account  of  adhesions  and  haemorrhage. 
The  patient  died.  She  was  not  under  his  care  after  the  operation, 
and  he  was  informed  that  morphine  was  freely  given  her,  that  she 
became  enormously  tympanitic  and  began  to  vomit. 

The  third  case  he  saw  with  Dr.  Thomas  last  spring,  which  he 
diagnosed  as  probably  papilloma,  either  malignant  or  not,  of  the 
ovaries,  in  consequence  of  the  ascites  and  hard  feeling  of  the  vagi- 
nal roof.  Dr.  T.  A.  Emmet  also  saw  the  case  with  them,  and  he 
agreed  with  Dr.  Thomas  that  there  was  an  ovarian  cyst  on  the  left 
side.  When  they  came  to  the  operation,  at  which  he  assisted  Dr. 
Thomas,  Dr.  Thomas  opened  the  abdominal  cavity  and  put  in  his 
finger  and  found  papilloma  of  both  ovaries  about  the  size  of  Dr. 
Cleveland's  specimens.  They  were  removed  and  the  patient  made 
a  perfect  recovery.  He  is  not  inclined  to  believe  in  the  malignant 
character  of  these  papillomatous  growths  in  the  inception.  He  be- 
lieves if  they  are  thoroughly  and  cleanly  removed  they  will  not 
return,  and  the  patient  will  recover  ;  but  if  not,  there  is  a  prob- 
ability of  recurrence.  But  if  they  have  been  transplanted  on  the 
intestines,  peritonaeum,  or  omentum,  and  these  grafts  are  allowed 
to  remain,  the  disease  will  return  at  these  points.  When  the  opera- 
tion is  delayed  too  long,  he  thinks  the  chances  of  return  are  more 
favored  and  the  growth  is  probably  malignant. 

The  case  Dr.  Coe  refers  to  is  one  in  which  he  was  very  sorry  he 
did  not  know  until  after  the  operation  what  had  been  found,  because 
on  opening  the  abdomen,  which  was  very  much  distended  with 
ascitic  fluid,  where  he  had  supposed  to  find  probably  a  tubercular 
peritonitis,  he  found  an  encapsulated  ascites  with  carcinoma  of  both 
ovaries  and  tubes,  and  carcinoma  of  the  liver.  He  would  do  lapa- 
rotomy for  carcinoma  of  the  ovaries  and  tubes,  but  he  would  not 
have  done  it  if  he  had  known  the  liver  was  involved;  but  he  did  not 
know  it  until  after  the  operation.  He  quite  agrees  with  Dr.  Coe, 
and  was  very  sorry  he  did  not  know  it  at  the  time,  as  he  probably 
should  have  done  an  exploratory  laparotomy  ;  but  not  knowing  the 
prognosis  he  did  the  other.  He  is  inclined  to  believe  that  these 
cases  cannot  be  differentially  diagnosed  until  after  the  exploratory 
incision,  because  the  ascites  masks  the  local  condition  of  the  ovar- 
ies, except  that  the  vaginal  roof  is  in  those  cases  more  infiltrated. 
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Dr.  Polk  asked  Dr.  Currier  if  the  traumatism  which  he*  inflicted 
upon  the  ovary  was  responsible  for  the  malignant  development, 
and  if  the  specimen  removed  had  been  examined  microscopically. 

Dr.  Currier  said  it  had  been  examined. 

Dr.  G.  M.  Edebohls  had  a  case  to  offer  bearing  on  the  question 
of  malignancy  of  papillomatous  growths  of  the  ovary,  a  subject 
which  in  recent  times  has  been  reconsidered,  and  the  opinion'in 
regard  to  which  has  changed.  Some  years  ago,  in  these  cases  of 
papilloma  of  the  ovary,  especially  when  transplanted  to  the  peri- 
tonaeum, an  unfavorable  prognosis  was  given.  Within  the  last 
year-and-a-half  or  two  years  this  opinion  has  been  reversed,  and 
quite  a  large  proportion,  perhaps  one-half,  of  cases  since  reported 
were  found  to  have  had  no  recurrence  a  year  or  two,  or  more,  after 
the  operation.  He  has  only  met  with  papillomatous  ovarian  cyst 
once  ;  a  cyst  as  large  as  a  man's  head,  with  very  thin  walls,  per- 
fectly packed  with  papillomatous  masses,  and  containing  very  little 
fluid — probably  not  three  ounces  in  the  entire  cyst.  The  cyst  had 
ruptured  at  various  places  before  the  operation,  and  free  papilloma- 
tous masses  were  found  in  the  peritonaeum.  The  cyst  was  removed 
and  the  free  papillomatous  masses  in  the  peritonaeum  were  flushed 
out.  On  examination  before  final  closure  of  the  abdomen,  a  papil- 
lomatous growth  was  found  at  the  bottom  of  Douglas'  sac,  which 
it  almost  filled.  It  was  fixed  to  the  rectal  wall,  uterine  wall,  and 
lateral  pelvic  walls,  and  could  not  be  removed.  He  met  the  same 
difficulty  as  did  Dr.  Munde  in  his  case,  namely,  violent  haemor- 
rhage, and  had  to  leave  the  growth  in  situ,  and  close  the  abdomen. 
That  was  three  years  ago.  He  saw  her  some  weeks  ago,  and  not 
alone  has  the  patient  remained  perfectly  well  since  the  operation, 
but  the  growth  has  so  nearly  disappeared  that  he  can  with  difficulty 
find  a  trace  of  it  by  bimanual  examination.  Its  complete  disap- 
pearance seems  to  be  but  a  question  of  time. 

Dr.  McLean  says  this  is  an  interesting  case  of  Dr.  Edebohls"  as  it 
serves  to  emphasize  this  fact,  which  was  stated  by  Tait  or  Greig 
Smith,  that  he  has  found  almost  fifty  per  cent,  of  the  papilloma 
are  amenable  to  treatment  with  a  view  to  recovery.  He  reported 
a  case  in  November,  or  October,  and  presented  a  specimen  of  papil- 
loma similar  to  the  one  where  the  ovary  is  degenerated.  In  that 
case  he  reported  that  he  found  the  ovary  on  the  right  side  not  in- 
volved in  disease,  and  what  was  surprising  to  him  was  that,  ap- 
parently, the  left  ovary  was  not  directly  involved.  He  found  the 
mass  springing  up  from  Douglas'  cut-de-sac.  Dr.  Coe  was  aston- 
ished at  this  statement,  and  he  hesitated  about  making  it,  but  he 
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could  not  remove  the  growth  from  the  peritoneal  pouch,  but  left  it 
as  the  other  operators  have  spoken  this  evening  of  doing.  The 
woman  recovered  from  the  operation  directly,  but  by  some  means 
she  got  up  an  abscess  and  finally  succumbed  a  short  time  ago. 
An  autopsy  showed  that  the  supposed  left  ovary  was  not  an  ovary 
but  was  a  mass  that  simulated  an  ovary,  and  that,  in  fact,  the  pap- 
illoma sprang  from  the  left  ovary.  That  statement  of  the  case's 
growing  better  after  a  part  of  the  disease  has  been  removed — the 
fact  that  such  cases  do  recover — is  important  to  put  on  record. 

Dr.  Munde  thinks  the  absence  of  the  peculiar  ovarian  cachexia 
in  these  cases  of  papilloma  with  ascites,  should  be  remarked  on 
as  rather  distinctive,  because  the  cases  he  has  seen,  he  remembers, 
did  not  have  it.  The  case  he  saw  with  Dr.  Thomas  presented  a 
good  florid  color  and  did  not  look  like  malignant  disease,  and  it 
strikes  him  that  is  a  somewhat  important  point  in  connection  with 
the  large  ascites. 

Dr.  Currier  thought  the  personal  equation  enters  very  largely 
into  cases  of  this  kind  and  the  age  has  much  to  do  with  it.  In 
this  case  of  the  young  Swedish  woman,  twenty-five  years  of  age, 
her  general  condition  was  very  good,  her  disease  was  limited  to 
the  pelvis,  and  the  specimen  which  was  removed  was  a  very  beau- 
tiful one,  there  being  no  question  about  its  attachment  to  the  in- 
testines. 

Dr.  Polk  remarked  that  he  referred  to  the  original  section  re- 
moved from  the  ovary. 

Dr.  Currier  answered  it  was  merely  a  cyst  removed  from  the 
ovary.  The  fluid  was  not  examined.  He  punctured  the  cyst  and 
allowed  the  fluid  to  escape  and  then  excised  this  portion  and  sewed 
it  up.  In  confirmation  of  what  has  been  said  in  regard  to  the  non- 
malignancy  of  many  cases,  and  of  this  one  in  particular,  he  saw 
this  woman  a  week  ago,  Monday  night,  and  it  is  now  more  than  a 
year  since  the  operation  was  done.    She  is  the  picture  of  health. 

Dr.  Cleveland  said,  in  answer  to  Dr.  Currier's  question,  that 
there  were  no  points  in  the  history  of  any  injury  to  the  woman's 
pelvic  organs.  In  regard  to  the  accumulation  of  fluid  in  these 
cases  it  occurred  to  him,  as  there  is  such  an  enormous  surface  in 
these  masses,  that  these  little  globules  do  multiply  the  surface 
enormously  if  you  take  them  all  into  consideration  ;  that  a  great 
deal  of  this  fluid  is  exudation  from  these  little  masses  and  not 
merely  from  the  irritation  of  the  peritonaeum — possibly  both  are 
factors  in  the  causation  of  the  ascites. 


164 


Transactions  of  Societies. 


Dr.  McLean  asked  Dr.  Cleveland  if,  before  closing  his  remarks 
on  papillomatous  cases,  he  would  please  state  whether  he  had  any 
knowledge  of  syphilis  being  connected  with  these  cases. 

Dr.  Cleveland  said  that,  personally,  he  was  not  aware  that  any 
history  of  syphilis  developed  in  any  of  the  cases,  and,  on  inquiry, 
Dr.  Haskins  replied  that  there  was  not. 

Dr.  W.  Gill  Wylie  reported  the  following  cases  (two),  with 
specimens. 

Mrs.  A. ,  aet.  twenty-five ;  married  eight  years  ago.  First  men- 
struated at  fourteen.  Last  menstruated  December  25,  1891.  Al- 
ways irregular  :  interval  six  weeks  to  three  months  ;  duration,  five 
to  seven  days.  Flow  sometimes  free,  more  often  scant,  clotted, 
and  of  a  disagreeable  odor.  Pain  very  severe  at  beginning  of  men- 
struation ;  relieved  only  by  a  free  flow.  Abdomen  tender  at  that 
time.    Never  pregnant. 

Leucorrhcea  continuous  and  often  profuse.  Bowels  usually  con- 
stipated.    Family  healthy. 

Previous  history  :  Health  good  until  after  going  to  college. 

Present  trouble  seemed  to  begin  with  suppressed  menstruation 
at  school,  at  the  age  of  seventeen,  and  a  severe  pain  over  left  ovary; 
in  bed  then  thirteen  weeks.  She  suffered  three  years  with  severe 
dysmenorrhcea,  and  was  then  dilated  with  sponge  tents,  and  a  small 
fibroid  removed  by  thermo-cautery  ;  followed  by  an  attack  of 
peritonitis  lasting  three  months.  Two  severe  and  several  slight  re- 
currences. Did  not  menstruate  for  six  months  after  removal  of  fib- 
roid. Since  first  attack  of  peritonitis  she  has  never  been  free  from 
pain  at  any  time,  and  at  periods  is  usually  in  bed  two  weeks.  Pain 
is  located  principally  in  left  ovarian  region.  Has  had  leucorrhcea 
ever  since  that  operation. 

Operated,  January  9,  1892:  laparotomy. 

Mrs.  D.,  aet.  twenty-five;  married  nine  years  ;  never  pregnant. 
First  menstruation,  sixteen.  Last  menstruation,  December  29,  1891. 
Regular  until  five  months  ago ;  interval,  twenty-eight  days  ;  dura- 
tion, four  to  seven  days.  Flow  free  ;  some  pain  on  first  day  of 
flow  ;  located  in  hypogastrium. 

Leucorrhcea,  none  until  1886,  when  it  was  severe.  Bowels  con- 
stipated.   Family  healthy.    Previous  health  good. 

Present  trouble  began  in  1886,  with  a  severe  vaginal  discharge, 
and  a  pain  similar  to  the  pain  at  her  menstrual  periods.  The  leu- 
corrhcea continued  for  four  or  five  months.  Had  peritonitis  in  1889, 
which  came  on  suddenly  with  pain  in  left  side,  followed  by  a  pain 
in  the  rectum  ;  abscess  probably.    Was  sick  for  three  months  ;  has 
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had  several  slight  returns  since  ;  in  bed  from  ten  to  twelve  days 
each  time.  An  abscess  at  first  attack  burst  into  the  rectum  and  she 
has  at  almost  all  times  pus  in  movements.  Has  no  leucorrhoea  at 
present. 

No  cough,  no  cardiac,  or  kidney  trouble.  Urine  normal.  Ac- 
customed to  take  stimulants  to  relieve  pain.  Pain  is  principally  lo- 
cated in  right  side  and  she  has  difficulty  in  walking. 

Operation,  January  16,  1892:  laparotomy. 

"A  forceps  for  holding  and  drawing  up  the  uterus  during  a  lapar- 
otomyby  Dr.  Howard  Tracy  Hanks. 

It  is  quite  important  at  times,  as  all  abdominal  surgeons  know, 
to  raise  the  uterus  while  searching  for,  or  in  shelling  out  from  an 
•exudate,  a  tube  or  an  ovary,  or  in  ventral  fixation  of  the  uterus. 
The  common,  strong  tenaculum  is  very  liable  to  slip  out  as  soon  as 
traction  ceases.  The  two-pronged  or  four  toothed  volsella  makes 
two  unnecessary  wounds,  and  when  the  handle  is  allowed  to  turn 
towards  the  right  or  left  flank,  it  makes  an  unnecessary  traumatism. 
The  instrument  which  I  show,  consists  of  two  strong-handled  ten- 
acula  of  about  twelve  inches  in  length,  joined,  as  you  see,  at  about 
two-fifths  of  the  distance  from  the  distal  end.  The  brads  are  one- 
third  of  an  inch  in  length,  and  bent  at  a  right  angle.  On  each  brad, 
at  the  angle-end,  is  a  round,  smooth  button,  which  effectually  pre- 
vents injury  to  the  uterus  other  than  that  occasioned  by  the  brads. 

The  volsella  shanks  are  bent  so  that  the  instrument  is  quite  out 
of  the  way  during  the  manipulation  in  the  abdominal  cavity. 

There  is  the  usual  ratchet  catch  to  firmly  close  the  instrument. 

DISCUSSION  OF  DR.    HANKS'  VOLSELLA. 

Dr.  Edebohls,  in  laparotomy,  as  a  rule,  thinks  gynaecologists 
have  been  afraid  to  hold  the  uterus  out  of  the  way  with  an 
instrument,  and  that  it  is  on  general  principles  a  good  plan  not  to 
use  any  hook  or  instrument  on  the  uterus  if  it  is  going  to  be  left, 
but  he  has  made  use  of  the  double  tenaculum  forceps  to  hold  up  the 
tube  and  ovary  in  ligating  it.  In  another  connection  he  has  used 
it  constantly  in  nearly  every  one  of  the  ventral  fixations  he  has 
made,  fastening  the  double  tenaculum  forceps  to  the  uterus  at  the 
anterior  surface  of  the  origin  of  the  tubes  and  grasping  the  uterus 
there  and  bringing  it  up ;  then  doing  his  suturing  and  making  raw 
that  portion  of  the  uterus  which  the  tenaculum  has  embraced  for 
adhesions  to  the  anterior  abdominal  wall.  He  does  not  think 
there  is  any  risk  in  doing  that. 


Transactions  of  Societies. 


"The  Surgical  Treatment  of  Extra-Peritoneal  Pelvic  Effusions ,"  by 
Dr.  Paul  F.  Munde.    (See  page  100). 

DISCUSSION. 

Dr.  Polk  would  like  to  ask  Dr.  Munde  to  retract  his  state- 
ment in  reference  to  not  attempting  to  differentiate  between  the 
extra-peritoneal  and  intra-peritoneal  exudation,  because  there  are 
many  of  us  here  anxious  to  discuss  this  paper,  but  until  we  know 
how  to  distinguish  an  extra-peritoneal  exudation  from  an  intra- 
peritoneal, which  many  of  us  believe  to  be  always  present,  in 
contradistinction  from  his  own  views,  we  cannot  advance  very 
far. 

Dr.  Munde  answered  that  that  was  not  the  object  of  his  paper, 
still  if  the  President  would  allow  him,  he  would  reply  to  Dr.  Polk's 
question.  He  understood  that  the  gentlemen  who  do  not  agree 
with  him  say  there  is  no  such  thing  as  a  pelvic  abscess  unless  it  is 
contained  in  the  peritoneal  cavity,  or  is  a  pus  tube,  and  that  these 
gentlemen  would  like  him  to  tell  them  how  to  recognize  what  is 
not  a  pus  tube.  He  would  try  to  do  so.  In  this  matter  he  stood 
on  his  own  feet,  and  he  thought  he  could  do  it.  He  had  done  a 
fairly  large  number  of  laparotomies,  in  which  cases  he  would 
formerly  have  pronounced  the  pus  cavity,  or  exudation  which  he 
found,  to  be  extra-peritoneal.  But  recognizing  his  former  errors,  he 
thought  he  was  the  better  able  to  avoid  them  at  present  and  could 
distinguish  more  accurately  between  an  intra-peritoneal  exudation 
or  abscess,  and  one  that  is  extra-peritoneal,  than  he  would  be  likely 
to  be  able  to  do  if  he  had  not  formerly  been  mistaken  and  did 
not  now  see  his  mistake.  He  thought  in  cases  where  he  found  a 
more  or  less  fluctuating  or  doughy  mass  to  one  side  or  the  other  of 
the  uterus,  maybe  on  both  sides,  or  only  on  one  side,  but  above 
the  vaginal  vault,  and  where  he  found  the  uterus  movable  from 
above  downwards,  but  not  laterally,  the  exudate  is  intra-peritoneal ; 
of  course  this  statement  did  not  cover  the  whole  ground.  But 
when  he  found  a  large  bulging  or  doughy  mass  extending  down 
into  the  pelvic  cavity  below  the  level  of  the  vaginal  vault  and  be- 
low the  level  of  the  cervix,  and  even  down  between  the  rectum  and 
the  vagina,  or  situated  in  front  between  the  bladder  and  the  uterus, 
he  knew  that  it  must  be  extra-peritoneal,  for  there  is  no  peritonaeum 
there.  He  had  opened  abscesses  in  these  localities  over  and  over 
again  (and  would  continue  to  do  so)  and  he  had  never  entered  the 
peritoneal  cavity  in  such  cases. 
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Dr.  Polk  replied  that  Dr.  Munde  had  answered  the  question, 
and  the  question,  certainly  so  far  as  Dr.  Munde  was  concerned, 
was  no  doubt  satisfactory,  but  the  doctor  failed  to  take  into  con- 
sideration this  very  patent  fact  to  every  one  who  does  a  good  deal 
of  this  kind  of  work,  that  there  is  a  very  marked  difference  be- 
tween the  thickness  of  the  vaginal  roof  in  different  patients,  and 
that  in  some  women  with  a  thin  vaginal  roof  the  exudation  might 
be  in  the  peritonaeum  and  in  exactly  the  position  named.  In  addi- 
tion the  doctor  had  stated  that  he  made  his  diagnosis  of  cellular 
inflammation  whenever  he  found  the  exudation  low  down.  Now, 
we  all  know  that  this  has  a  tendency  to  work  downward,  and 
therefore  if  there  is  a  leak  it  will  get  in  exactly  that  location.  Now, 
of  course,  if  the  doctor  meant  to  say  that  he  confined  it  to  those 
cases  in  which  he  found  this  condition  of  things  at  the  inception  of 
the  disease,  then  there  might  be  some  chance  for  a  difference  of 
opinion.  But,  as  a  matter  of  fact,  while  this  statement  was  broad 
enough  for  Dr.  Munde  to  stand  upon — and  generally  Dr.  Munde's 
premises  were  broad  enough  for  any  one  to  stand  upon,  because 
he  is  careful  and  honest — at  the  same  time  this  one  was  not  broad 
enough  for  the  majority  to  occupy  along  with  him,  and  the  reason 
was  because  our  pathological  research,  and  the  only  place  it  could 
be  made  was  upon  the  operating  table,  had  failed  to  demonstrate 
any  such  condition  as  Dr.  Munde  named.  It  was  not  worth  while 
to  go.,  into  an  extended  argument  on  this  question.  It  is  one  on 
which  there  would  be  a  difference  of  opinion  just  as  long  as  the 
question  of  pelvic  inflammation  existed,  but  until  we  could  be  told 
definitely  how  we  were  to  distinguish  these  conditions  one  from 
the  other  at  the  bedside,  those  who  maintained  that  these  exuda- 
tions were  invariably  in  the  peritoneal  cavity  and  meant  inflamma- 
tion of  the  peritonaeum,  tube,  or  ovary,  must  be  excused  for 
maintaining  the  opinion  that  had  heretofore  been  held  on  this  sub- 
ject. This  opened  the  fight  between  the  believers  of  cellulitis  on 
the  one  hand  and  intra-peritoneal  inflammation  on  the  other  hand, 
and  every  sign  seen  pointed  to  intra-peritoneal  inflammation,  and 
he  was  prepared  to  prove  it. 

As  to  the  question  of  treatment,  he  did  not  think  that  any  one 
could  disagree  with  the  doctor  in  reference  to  his  statement  con- 
cerning the  propriety  of  operating  at  the  point  toward  which  the 
abscess  appeared  to  be  pointing,  and  unquestionably,  in  the  large 
majority  of  these  cases,  that  was  in  the  direction  of  the  vagina, 
and  that  was  where  we  should  go.  In  these  days  of  antiseptic 
surgery,  the  old  chances  of  secondary  haemorrhage,  which  brought 
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an  operation  in  this  direction  in  disrepute  in  the  hands  of  so  many 
operators,  no  longer  holds  good.  Just  as  clean  an  operation  can 
be  made  from  this  direction,  in  many  of  these  cases,  as  from 
above.  At  the  same  time  there  are  many  of  these  cases  of  exuda- 
tion which  are  exceedingly  difficult  to  reach  from  below,  and  he 
believed  that  in  these  cases  it  was  necessary  to  go  in  and  remove 
the  purulent  tube  or  ovaries  and  so  remove  the  nest  containing  the 
purulent  inflammation.  The  advantage  of  opening  from  above  is 
that  we  get  rid  of  the  tube  which  is  the  centre  of  the  purulent  in- 
flammation, and  until  that  is  removed  in  very  many  of  these  cases, 
the  suppuration  will  continue.  Treated  in  the  manner  suggested 
by  irrigation  and  iodoform  gauze,  a  great  many  get  well  without 
leaving  any  sinuses,  and  a  certain  number  of  them  are  disposed  of 
by  operating  from  above,  because  the  entire  nest  of  the  exudation 
is  removed.  He  believed  it  would  be  found  that  the  location  of 
these  abscesses  depended  upon  the  location  of  the  fimbriated  ex- 
tremity of  the  tube,  and  therefore  the  abscesses  would  be  found 
situated  high  in  the  pelvis  and  generally  in  one  or  the  other  of  the 
iliac  fossae,  but,  as  in  a  case  of  abortion,  these  were  low  in  the  pel- 
vis, in  which  case  they  could  be  treated  from  below,  but  the  others 
must  be  treated  from  above.  Undoubtedly  if  the  condition  of  the 
patient  were  good,  even  if  the  disease  were  situated  high  up,  it 
would  be  well  to  treat  it  upon  the  principles  of  appendicitis,  going 
in  and  removing  the  mass,  even  if  it  were  treated  subsequently 
by  the  open  method. 

Dr.  Wylie  said  he  had  been  waiting  for  some  one  rather  on  the 
other  side  to  speak,  as  he  supposed  he  would  be  classed  as  one  of 
the  ultra  men,  although  he  did  not  know  that  he  was.  He  could 
not  go  quite  so  far  as  his  friend,  the  late  speaker,  and  say  that 
there  was  no  such  thing  as  pus  in  the  cellular  tissue,  or  that  there 
could  not  be  what  might  be  termed  cellulitis,  because  he  thought 
there  could  be  such  a  condition  in  the  first  ten  days  or  two  weeks 
after  labor.  A  woman  might  have  septic  poisoning,  with  extension 
to  tlie  lymphatics  or  the  veins,  and  the  production  of  a  phlegmon 
or  acute  abscess  ;  or,  as  it  might  be  termed,  a  cellulitis  occur. 
When  that  takes  place  it  could  be  opened  through  the  vagina  and 
drained  ;  but  this  being  a  very  limited  class  he  did  not  know  that 
it  was  the  class  that  Dr.  Munde  referred  to.  In  his  very  large  ex- 
perience in  Bellevue  Hospital,  he  had  had  probably  about  eight  or 
ten  just  such  cases  as  this  ;  where  seen  after  labor  or  abortion  the 
uterus  had  been  washed  out.  and  then  in  examining  the  pelvis  he 
had  found  a  mass  of  exudation  and  opened  it,  and,  broken  up  an 
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abscess  formed  with  broken-down  veins  or  lymphatics,  washed  that 
out  and  cured  his  patients.  Those  are  relatively  rare  cases,  but 
the  cases  we  were  once  taught  to  consider  chronic  cellulitis  were 
cases  of  pelvic  peritonitis,  not  acute  after  labor,  but  occurring 
weeks  and  months  afterwards,  and  he  did  not  believe  in  any  such 
thing  as  a  chronic  cellulitis  of  that  kind.  In  something  over  five 
hundred  cases  of  operation  for  diseased  tubes  and  ovaries,  in 
probably  nearly  fifty  per  cent,  there  was  more  or  less  pus  or  ab- 
scess complicating  the  cases,  and  he  had  never  in  a  single  instance 
found  the  abscess  or  pus  anywhere  except  in  the  peritoneal  cavity. 
He  believed  the  mistake  to  be  due  to  the  fact  that  the  moment  a 
Fallopian  tube  or  ovary  is  inflamed  it  sinks  to  the  floor  of  the  pel- 
vis, naturally  rolling  back  the  broad  ligament  and  binding  it  down, 
making  it  adherent  and  shutting  it  off  from  the  peritoneal  cavity. 
After  two  or  three  attacks  of  inflammation  it  was  almost  impossi- 
ble to  say,  until  after  excision  of  the  tube,  whether  it  was  exudation 
in  the  cellular  tissue  or  whether  it  was  a  tube  rolled  back  and  cov- 
ering over  this  mass  ;  but  in  five  hundred  cases  he  had  been  able 
in  every  one  to  unroll  the  broad  ligament,  find  the  tube  and  ovary 
and  remove  them.  He  did  treat  cases  by  the  vagina,  but  not  in 
the  great  class  of  cases  Dr.  Munde  referred  to.  The  cases  in  which 
he  opened  by  the  vagina  were  where  the  woman  was  badly  septic  ; 
then  if  the  abscess  pointed  posterior  to  the  plane  of  the  broad  liga- 
ment and  could  be  readily  punctured  without  risk  to  blood-vessel, 
ureter  or  intestines,  he  punctured  it  with  a  trocar,  dilated,  drained 
and  washed  out ;  but  he  did  not  always  cure  these  patients.  They 
were  cured  of  the  sepsis,  but  owing  to  the  remains  of  the  tube  and 
ovary  the  patients  later  would  need  an  operation  for  anything  like 
a  radical  cure.  In  reference  to  Dr.  Munde's  statement  that  he,  Dr. 
Wylie,  recommended  opening  the  belly  as  a  certainty  of  clear 
diagnosis,  and  then,  if  necessary  on  account  of  sepsis,  opening  by 
the  vagina  to  avoid  the  risk  of  spilling  pus  into  the  peritonaeum,  he 
would  say  that  he  had  done  that  fifteen  or  twenty  times  in  the  last 
five  years,  and  had  not  in  a  single  instance  found  pus  in  the  cellu- 
lar tissues.  He  believed  many  of  these  cases  of  haematocele 
opened  by  the  vagina  to  have  had  their  origin  in  the  rolling  back 
of  the  broad  ligament  in  the  same  way,  although  it  was  possible  to 
have  an  extravasation  of  blood  in  the  broad  ligament  which  might 
be  opened  by  the  vagina  ;  he  preferred,  however,  to  open  it  above. 
He  could  hardly  realize  that  Dr.  Munde  held  such  views  after  such 
evidence.  He  was  sure  there  had  been  in  Bellevue  in  the  last 
eight  years  not  less  than  five  hundred  cases,  many  of  them  diag- 
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nosed  as  characteristic  cases  of  what  we  used  to  term  cellulitis. 
In  not  one  of  them  had  the  pus  been  found  in  the  cellular  tissue. 
He  had  found,  frequently,  in  the  neighborhood  of  the  inflamed  tube 
and  ovary,  the  broad  ligament  thickened  and  more  or  less  cedema- 
tous,  but  even  there  it  would  be  oedema  and  not  pus. 

Dr.  Coe  believed  much  might  often  be  learned  from  general 
surgeons  in  regard  to  gynaecological  operations,  and  he  had  had 
occasion  to  assist  in  two  operations  which  impressed  him  with  this 
idea.  One  was  ovarian  and  the  other  true  pelvic  abscess.  They 
went  down  extra-peritoneally  upon  the  abscess  the  same  as  in  ap- 
pendicitis, and  he  thought  it  remarkably  good  judgment  to  oper- 
ate in  that  way  instead  of  by  abdominal  section,  although 
the  diagnosis  was  doubtful  between  appendicitis  and  ovarian 
abscess.  The  operator  reached  the  abscess  and  removed  it 
without  any  pus  coming  in  contact  with  the  peritonaeum.  The 
second  case  was  a  pelvic  abscess  which  was  supposed  to  be  appen- 
dicitis. The  only  point  where  he  would  differ  with  the  general 
surgeons  is  their  apparent  objection  to  making  a  counter-opening  in 
the  vagina.  He  believed  extra-peritoneal  incision  often,  in  some 
cases  where  the  advisability  of  laparotomy  is  doubtful,  might  save 
the  patient  a  good  deal  of  trouble. 

Dr.  Hanks  had  two  points  to  make.  The  first,  that  whatever 
might  be  the  original  cause  of  pelvic  abscess,  we  knew  that,  even  in 
an  operation  to  cure,  we  did  not  cut  into  the  peritoneal  cavity  when 
we  operated  from  below,  or  from  just  above,  Poupart's  ligament. 
Dr.  Hanks  believed  that  when  the  ovary  or  tube  became  diseased 
it  generally  rolled  over  under  the  broad  ligament  and  became  com- 
pletely shut  off,  therefore  the  peritoneal  cavity  is  not  opened  when 
an  abscess  is  opened  from  below.  In  reference  to  the  treatment, 
Dr.  Hanks  said  he  had  been  able  to  use  this  week  the  apparatus, 
which  Dr.  Bache  Emmet  showed,  with  satisfaction.  While  exam- 
ining a  patient  on  the  table  he  found  a  pelvic  abscess  breaking  into 
the  rectum,  and  nearly  a  quart  of  pus  was  expelled  per  ano.  He 
douched  the  bowel  and  placed  her  in  quarantine,  and  within  a 
week  the  abscess  had  filled  again.  He  then  requested  Dr.  Bache 
Emmet  to  use  this  instrument  and  to  open  from  the  vagina.  The 
result  was  successful.  In  regard  to  diagnosis,  he  believed  that  a 
diagnosis  in  the  majority  of  cases  could  be  made  between  the 
extra-peritoneal  and  the  intra-peritoneal  abscess  ;  in  other  words, 
the  abscesses  which  are  extra-peritoneal  and  which  ought  to  be 
opened  from  the  vagina,  or  near  Poupart's  ligament,  could  not  be 
pushed  upwards.     Intra-peritoneal  pus  sacs  moved  more  easily. 
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Dr.  Hanks  also  wished  to  emphasize  the  remarks  made  by  Dr. 
Wylie,  in  reference  to  the  necessity  of  doing  an  early  operation 
whenever  a  tumor  in  the  pelvis  was  discovered,  and  where  ascites 
was  present  at  the  same  time.  In  all  probability  if  an  early  oper- 
ation were  done  the  tumor  could  be  easily  removed  and  the 
dropsy  cured.  If  done  later,  even  the  tumor  might  have  so  de- 
generated that  it  could  not  safely  be  removed. 

With  reference  to  the  matter  of  recurrence,  he  remembered 
operating  on  a  patient  sent  him  from  the  Post-Graduate  Hospital 
three  years  ago  last  September;  the  abdomen  was  filled  with 
water  ;  she  was  excessively  anaemic.  He  found  papilloma  sprout- 
ing out  from  the  pedicle  of  a  large  ovarian  cyst  and  a  considerable 
amount  of  free  ascitic  fluid  in  the  abdominal  cavity.  He  removed 
the  tumor,  and  within  a  year  she  entered  the  Woman's  Hospital 
with  a  similar  tumor  on  the  opposite  side.  He  was  only  able  to 
bring  up  the  papillomatous  pedicle  and  attach  it  to  the  abdominal 
wall.  Later,  this  pedicle  in  the  abdominal  wound  developed  still 
more  of  this  disease  and  he  cut  this  all  away.  That  was  certainly 
two-and-a-half  years  ago,  and  she  was  living  now  and  doing  some 
labor.     He  thought  an  early  operation  in  all  such  cases  was  right. 

Dr.  A.  P.  Dudley  thought  a  proper  and  intelligent  discussion 
of  this  paper  depended  entirely  upon  diagnosis,  and  he  did  not  think 
it  fair  to  discuss  intra-abdominal  abscess  when  the  paper  was  con- 
fined strictly  to  extra-peritoneal  effusions,  except  to  mention  them 
as  a  point  in  differential  diagnosis.  He  did  not  understand  that  Dr. 
Munde  claimed  that  all  cases  of  pelvic  effusions  were  extra-peri- 
toneal. Any  man  who  discussed  the  paper  intelligently  could  but 
acknowledge  that  we  do  have  extra-peritoneal  effusions,  and  those 
were  what  should  be  talked  about.  He  believed  that  extra-peri- 
toneal abscess  existed  entirely  independent  of  the  tube,  in  spite  of 
the  testimony  of  the  most  expert,  and  he  had  seen  them  and  found 
them  in  his  own  cases,  although  he  admitted  the  majority  of  pelvic 
abscesses,  not  essentially  pelvic  effusions,  to  be  intra-peritoneal. 
He  also  believed  extra-peritoneal  abscess  in  some  cases  to  be  as 
easy  to  diagnose  as  intra-peritoneal.  There  were  two  or  three 
points  in  the  differential  diagnosis  which  he  was  sure  had  enabled 
him  to  make  the  diagnosis  with  certainty.  He  would  ask  any  one 
there  to  say  if  he  ever  saw  an  intra-peritoneal  abscess  commencing 
in  the  tube  that  gave  the  double  oval  surface  to  the  pelvic  floor  to 
start  with?  In  the  majority  of  pelvic  abscesses  he  had  seen  in  the 
peritonaeum  that  began  in  the  tube  and  in  the  ovary,  if  he  put  a  pa- 
tient under  ether  and  made  a  high  rectal  examination  he  would  find 
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the  smallest  portion  of  the  abscess  high  in  the  pelvis — had  any  one 
ever  seen  a  sub-peritoneal  abscess,  in  that  position?  The  intra- 
peritoneal abscess  never  made  its  way  below  the  peritonaeum  until 
it  had  ulcerated  through  it,  involving  the  cellular  tissue  about  it. 
It  was  then  a  peritoneo-cellular  abscess,  and  the  time  when  such 
abscesses  should  be  emptied  by  the  vagina  was  when  the  fimbri- 
ated extremity  had  become  attached  and  had  ulcerated  through  the 
peritonaeum,  involving  the  cellular  tissue.  He  could  cite  case 
after  case  of  true  pelvic  abscess  which  he  saw  in  the  hospital  in 
San  Francisco.  He  mentioned  one:  it  was  a  case  where  ovarian 
cyst  rapidly  formed,  and  true  pelvic  abscess  with  it,  below  the  peri- 
tonaeum, in  which  he  made  a  laparotomy  and  removed  the  ovarian 
cyst,  with  the  ovary  and  tube,  and  then  drained  the  pelvic  abscess 
through  the  stump  of  that  pedicle.  It  was  an  abscess  independent 
of  the  abdominal  cavity.  Another  practical  point  was,  that  a 
pelvic  abscess  below  the  peritonaeum  dissects  around  behind  the 
uterus  to  the  opposite  side  and  down  into  the  pelvis  towards  the 
rectum  rather  than  up  into  the  pelvis.  He  could  almost  defy  any 
gentleman  to  say  that  he  found  as  much  intra-abdominal  sympa- 
thetic trouble  with  extra-peritoneal  as  with  intra-peritoneal  ab- 
scess, i.e.,  tympanitic  tenderness  of  the  general  peritonaeum.  A 
differential  diagnosis  was  possible  between  those  conditions,  and  it 
was  those  cases  where  the  trouble  is  found  below  the  peritonaeum 
that  required  discussion.  An  extra-peritoneal  effusion  usually  had 
a  history  of  rapid  formation,  either  an  effusion  of  serum  around  an 
injury,  or  blood,  or  ruptured  vessel,  or  extra-peritoneal  pregnancy, 
which,  of  course,  had  its  own  distinctive  symptoms,  and  in  cases 
of  that  kind  the  method  of  treatment  adopted  by  Dr.  Munde  seemed 
reasonable.  Dr.  Dudley  did  not  believe  a  perfect  differential  diag- 
nosis could  be  made  without  a  high  rectal  examination.  He  be- 
lieved a  diagnosis  possible  with  that  method  or  examination,  and 
in  conditions  of  that  kind  it  certainly  seemed  like  submitting  the 
patient  to  an  unnecessary  danger  to  perform  laparotomy  for  such 
conditions.  The  majority  of  pelvic  effusions  seen  by  those  who 
favored  laparotomy  were  first,  pus  tubes  attached  to  the  pelvic 
floor,  ulcerating  through  and  involving  the  peritonaeum,  and  that 
explained,  he  believed,  Dr.  Wylie's  statement  that  after  he  had 
evacuated  such  a  case,  he  could  later  on  make  his  laparotomy  and 
take  out  the  diseased  tube.  Another  point  was,  that  before  any 
pelvic  abscess  from  a  tube  could  rupture  into  the  rectum,  unless 
very  high  up,  it  certainly  would  ulcerate  through  the  peritonaeum 
and  involve  cellular  tissue.     He  reported  not  long  ago  the  removal 
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of  a  tube  and  ovary  where  the  suppuration  process  was  making  its 
way  down  behind  the  uterus,  and  in  order  to  occlude  the  intestinal 
fistula  and  at  the  same  time  stop  the  suppuration  going  on  in  the 
cavity,  he  was  obliged  to  stitch  the  sigmoid  flexure  to  the  poste- 
rior wall  of  the  uterus.  He  thought  it  all  hinged  on  the  question  of 
differential  diagnosis,  and  this  ought  to  be  made  before  it  could 
be  said  that  every  case  was  an  intra-peritoneal  abscess. 

Dr.  W.  H.  Baker,  of  Boston,  said  he  had  listened  with  a  great 
deal  of  interest  to  Dr.  Munde 's  paper  and  to  the  different  speakers, 
and  confessed  that  he  had  been  pretty  thoroughly  converted  to  the 
view  of  tubal  disease  as  being  the  focus  of  the  troubles  ;  yet  he 
believed  that  in  a  certain  number  of  cases  a  true  phlegmon  or  pel- 
vic cellulitis  existed,  but  came,  as  Dr.  Wylie  had  said,  generally  in 
cases  following  labor  or  abortion — that  was  the  time  to  look  for 
the  extra-peritoneal  form. 

He  regretted  not  to  have  heard  more  in  regard  to  the  effusions 
of  blood  that  Dr.  Munde  had  called  attention  to,  as  it  had  been  his 
misfortune  to  have  had  some  four  or  five  cases  of  such  effusions, 
haematoma  following  some  two  or  three  weeks  after  laparotomy  ; 
this  occurring  on  the  same  side  from  which  the  ovary  and  tube  had 
been  removed,  and  which  he  had  demonstrated  to  his  own  satis- 
faction, by  the  use  of  the  aspirator,  to  be  an  effusion  of  blood.  The 
mass  remaining,  and  the  patient  very  anxious  to  go  away,  and 
recovery  being  so  long,  he  had  used  the  aspirator  and  invariably 
found  blood.  When  this  was  obtained  he  had  insisted  on  as- 
piration and  the  mass  had  always  cleared  up  and  disappeared  in 
the  course  of  a  few  weeks.  One  such  case  came  as  the  result  of  an 
injury  as  late  as  a  year  after  the  laparotomy,  occurring  on  the 
same  side.  He  supposed  it  to  be  an  effusion  of  blood  into  the 
lower  portion  of  the  ligament,  which  had  not  been  removed  at  the 
time. 

Dr.  Munde  in  closing  the  discussion,  simply  wished  to  say 
that  the  question  to  decide  seemed  to  him  to  be  whether  the  gen- 
tlemen who  took  part  in  the  discussion  admitted  that  there  was 
such  a  thing  as  pelvic  cellulitis  at  all.  If  they  admit  that,  then  it  was 
possible  to  discuss  this  matter  on  a  fair  and  square  basis.  When  a 
man  did  not  admit  the  possibility  of  exudation  or  suppuration  in 
the  pelvic  cellular  tissue,  like  his  friend,  Dr.  Polk,  he  could 
not  discuss  the  question  with  him.  He  believed  there  is  such  a 
thing  as  pelvic  cellulitis.  Dr.  Munde  said  :  "do  you  mean  to  tell  me 
that  I  do  not  know  the  relations  between  the  peritonaeum  and  pel- 
vic organs,  the  vaginal  roof  and  the  pelvic  vessels?    Do  you  mean 
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to  say  that  there  is  no  cellular  tissue  in  the  pelvic  cavity,  be- 
tween the  layers  of  broad  ligaments — between  the  uterus  and  blad- 
der— no  cellular  tissue  extending  up  into  the  iliac  fossa?  Why, 
surely,  nobody  means  to  claim  that !  It  is  admitted  by  all  that  effu- 
sions of  blood  take  place  into  the  pelvic  cellular  tissue  and  are  there- 
fore extra-peritoneal.  Dr.  Wylie  admitted  that.  It  is  known  that 
when  such  an  effusion  takes  place  a  tumor  is  developed  between 
the  folds  of  the  broad  ligament.  Why,  therefore,  can  an  effusion 
of  blood  serum  not  occur  in  the  same  locality,  and  that  blood 
serum  coagulate  and  eventually  change  to  pus?  Nobody  can 
answer  why  this  does  not  occur,  simply  because  it  does  occur.  And 
have  we  not,  all  of  us,  seen  cases  where  this  exudation  has  advanced 
up  into  the  iliac  fossa  and  on  anterior  abdominal  wall,  where  we  have 
found  the  abscesses  there  and  opened  them,  and  passing  the  finger 
down  into  the  pelvic  cavity,  have  felt  the  peritonaeum  on  the  in- 
side and  the  pelvic  wall  on  the  outside,  and  passing  the  finger 
down  into  the  vagina  have  pushed  forward  the  anterior  vaginal 
wall?  Can  it  be  claimed  that  such  an  abscess  is  intra-peritoneal?" 
He  is  in  accordance  with  Dr.  Wylie  and  the  gentlemen  who  spoke 
of  ovarian  abscess  and  pyosalpinx,  and  he  has  taken  out  pyosalpinx, 
and  removed  abscess  cavities  of  both  these  varieties  by  laparotomy 
after  diagnosing  them  beforehand  by  bimanual  examination  and 
the  aspirator ;  but  these  were  not  pelvic  abscesses,  which  are  quite 
a  different  thing.  He  does  not  disagree  in  any  point  what- 
ever with  the  laparotomists  who  remove  the  ovaries  and  tubes 
(for  he  is  one  of  them),  because  he  denies  that  abscess  in  the  cellular 
tissue  of  the  pelvis  must  always  be  directly  traced  to  intra-tubal  dis- 
ease, or  an  intra-peritoneal  accumulation  of  pus.  He  thinks  the  lat- 
ter the  exception,  not  the  rule.  He  said  that  he  had  operated  on  sixty- 
two  such  cases,  and  he  may  have  operated  on  more.  If  those  cases 
had  been  cases  for  median  laparotomy,  he  would  have  operated  in 
this  way.  He  is  not  afraid  of  laparotomy,  and  he  is  just  as  fond 
of  it  as  anybody,  but  he  will  not  do  it  when  he  can  get  at  the  ab- 
scess without  opening  the  peritoneal  cavity. 

The  gentlemen  have  not  touched  much  on  the  subject  of  haima- 
toma.  He  is  sorry,  because  that  was  the  gist  of  his  paper.  He 
wanted  to  know  whether  they  would  try  to  split  open  the  broad  liga- 
ment through  an  abdominal  incision  and  sew  it  into  the  wound,  when 
they  could,  with  greater  ease  and  safety,  open  the  blood  sac  through 
the  vagina  and  drain  it. 
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MISCELLANEOUS. 

OBITUARY  RECORD. 

Dr.  Henry  Fraser  Campbell,  of  Augusta,  Georgia,  died  on  De- 
cember 15,  1 89 1.  Dr.  Campbell  graduated  at  the  Medical  College 
of  Georgia  in  1842,  and,  like  many  other  gynaecologists,  he  devoted 
the  earlier  part  of  his  professional  life  to  practice  of  general  surgery. 
Among  his  writings,  his  article  on  the  "  Origin  and  History  of  Calculi 
found  in  the  Bladder,  after  the  cure  of  Vesico-Vaginal  Fistula  by 
Operation,"  attracted  a  great  deal  of  attention.  He  devoted  much 
time  and  thought  to  the  subject  of  the  genu-pectoral  position  for 
the  treatment  of  displaced  pelvic  viscera,  and  he  devised  a  tube, 
open  at  both  ends  and  slightly  bent,  that  can  be  introduced  by  the 
patient,  and  thus  the  full  advantage  of  the  position  obtained  with- 
out the  aid  of  a  physician  or  nurse. 

Dr.  Campbell  was  a  member  of  the  American  Gynaecological 
Society,  and  of  the  Southern  Surgical  and  Gynaecological  Associa- 
tion, and  of  the  societies  of  his  State.  In  1845  he  filled  the  distin- 
guished position  of  the  President  of  the  American  Medical  Associa- 
tion. He  was  exceedingly  popular  among  his  colleagues  for  his 
genial  manners,  and  his  loss  is  deeply  felt  by  all  who  knew  him. 

Edward  C.  Spencer,  A.  B.,  M.D.,  of  St.  Paul,  Minnesota, 
died  December  26,  1 891 . 

Colin -McKenzie  died  in  New  York,  January  16.  Resolutions 
passed  by  the  New  York  Obstetrical  Society  in  regard  to  his  death 
will  appear  in  the  next  number  of  the  Journal. 


ITEMS  OF  INTEREST. 

The  Journal  will  be  glad  to  be  informed  of  any  items  of  interest 
in  regard  to  societies  or  individuals  that  may  be  of  interest  to 
gyn  geologists  or  obstetricians. 

Dr.  T.  Addis  Emmet  and  Dr.  Paul  F.  Munde  have  recently 
been  made  Honorary  Fellows  of  the  Leipzig  Obstetrical  Society. 

The  Cincinnati  Obstetrical  Society,  at  its  regular  annual  meet- 
ing, elected  the  following  officers  :  President,  Dr.  Byron  Stanton  ; 
Vice-President,  Dr.  Gustav  Zinke ;  Secretary,  Dr.  E.  S.  McKee ; 
Corresponding  Secretary,  Dr.  C.  A.  L.  Reed ;  Treasurer  and  Lib- 
rarian, Dr.  George  E.  Jones. 

Papers  and  discussions  in  the  following  interesting  programme 
of  the  Alumni  Association  of  the  Woman's  Hospital  will  appear  in 
this  journal : 
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First  Day. — Tuesday,  January  19,  1892,  10-12  p.m.  -Special  ex- 
ecutive meeting"  for  the  revision  of  the  constitution  and  by-laws. 
1  p.m.  Luncheon  by  the  president  at  the  Holland  House,  Thirtieth 
Street  and  Fifth  Avenue.  3  P.M.  First  public  session.  1.  The  In- 
clined Decubitus,  T.  A  Emmet,  M.D.  2.  Tamponade  of  the  Uterus, 
H.  C.  Coe,  M.D.  3.  Two  cases  of  Pelvic  Peritonitis,  with  some 
general  considerations  concerning  Diagnosis  and  Prognosis,  Wm. 
E.  Moseley,  M.D.  4.  An  unusual  complication  following  Lapar- 
otomy. A.  Palmer  Dudley,  M.D.  8.30  p.m.  Regular  meeting  of 
New  York  Obstetrical  Society,  to  be  followed  by  a  reception  to  the 
Alumni  Association. 

Second  Day. — Wednesday,  January  20,  1892,  9  a.m.  Operations 
at  Woman's  Hospital  by  Dr.  Emmet.  12  m.  Executive  session  of 
association.  ,  1  p.m.  Luncheon  by  New  York  members  to  out-of- 
town  alumni.  3  p.m.  Second  public  session.  1.  Presentation  of 
instruments,  specimens,  etc.  2.  Three  cases  of  Tubo-Abdominal 
Pregnancy,  Wm.  B.  Gilmer,  M.D.  3.  Accidental  Uretero-Vaginal 
Fistula  following  Hysterectomy ;  Cure  by  Utero-Cystotomy,  Grad- 
ual Preparatory  Treatment,  and  Button  Suture,  Nathan  G.  Bozeman, 
M.D.  4.  In  Memoriam:  Edward  C.  Spencer,  M.D.,  by  J.  D.  Em- 
met, M.D.  5.  The  Expectant  Radical  Methods  in  the  Treatment 
of  Miscarriage,  J.  G.  Hirons,  M.D.  6.  A  case  of  Cystotomy  for  a 
Calculus  formed  about  a  piece  of  drainage  tube  used  for  a  Pelvic 
Abscess.    9.30  p.m.  Reception  by  Dr.  Emmet  at  his  residence. 


ERRATA. 

The  following  corrections  should  be  made  in  Dr.  Krug's  article 
of  the  January  issue:  Page  13,  line  14,  read  "the"  for  "and;"  line 
33,  read  "  commenced "  for  "announced;"  line  40,  read  "adapt" 
for  "adopt."  Page  16,  line  26,  read  "  task  "  for  "tests."  Page  17, 
line  25,  omit  "easily."  Page  18,  line  15,  read  "vaginal"  for 
"original  ;"  line  23,  read  "thus  forming"  for  "for;"  line  36,  read 
"douche  "for  "touch."  Page  19,  line  1,  read  "  on  "  for  "over;" 
line  16,  "condition"  for  "standing;"  line  25,  "exsanguinated" 
for  "  essanguinated."  Page  20,  line  21,  insert  "  filling  the  true  pel- 
vis and."  Page  21,  line  14,  read  "failing''  for  "fail"  and  omit 
"and."  Page  23,  line  30,  insert  "with"  between  "than"  and 
"any."  Dr.  Krug's  absence  from  the  city  prevented  his  revision 
of  the  proof. 
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TWO   SUCCESSFUL  CASES   OF  THE  CONSERVATIVE  t 
CESAREAN  SECTION. 

By  Charles  Jewett,  M.  D. 

The  operations  referred  to  in  the  title  of  this  paper  were  both 
done  in  December  last  at  the  Long  Island  College  Hospital.  The 
first  patient  was  a  woman  of  English  birth,  set.  thirty-two  years. 
With  the  exception  of  a  chronic  nephritis,  she  was  apparently  in  fair 
health.  No  important  urcemic  symptoms  appeared  at  any  time, 
yet,  twice  after  the  operation  there  was  partial  suppression  of  urine 
which  was  promptly  relieved  by  moderate  doses  of  diuretine.  The 
only  outward  signs  of  bony  deformity  were  her  small  stature  (4  ft. 
6  in. — 137.2  cm.),  and  a  lumbo-sacral  kyphosis,  the  summit  of 
which  corresponded  to  the  fourth  lumbar  vertebra.  The  character 
of  the  spinal  deformity  is  shown  in  the  accompanying  figure  (Fig.  1). 
The  compensatory  lordosis  above  pitched  the  uterus  forward,  giving 
the  abdomen  an  unusually  globular  and  pendulous  shape.  The  pel- 
vic measurements  were:  Iliac  crests,  nl/2  in.  (29.2cm.);  iliac 
spines,  iol/2  in.  (26.6  cm.) ;  external  conjugate,  f/2  in.  (19  cm.)  ; 
symphysis  pubis,  2  in.  (5.1  cm. )  deep;  diagonal  conjugate,  41/4 
in.  (10.8  cm.)  ;  true  conjugate,  estimated  at  3V4  in.  (9.5  cm.); 
coccyx  to  subpubic  ligament,  23/4  in.  (7  cm.)  ;  bisischial  diameter, 
2*/4  in.  (5.7  cm.).  The  patient  was  admitted  to  the  hospital  in  the 
evening  of  December  1,  1891,  labor  having  begun  at  10  in  the 
morning.  At  12  midnight  the  waters  had  drained  away  and  the 
head  had  sunk  well  into  the  excavation  ;  the  os  externum  was 
dilated  to  the  size  of  a  half  dollar  and  was  dilatable  ;  the  child  was 
small,  the  head  within  easy  reach  and  the  case  altogether  a  favor- 
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able  one  for  craniotomy.  This  operation  was  determined  upon 
after  consultation  with  Dr.  Dickinson,  of  the  attending,  and  Dr. 
Wallace  of  the  consulting  staff.  This  decision,  however,  was 
reversed  on  learning  that  the  woman  was  a  Catholic,  and  the 
Caesarean  section  was  done  by  necessity  in  deference  to  the  re- 
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quirements  of  her  religious  faith.  The  pulse,  shortly  before  the 
operation,  was  90  and  weak,  and  the  patient  showed  signs  of  ap- 
proaching exhaustion. 

Operation. — First  incision  at  2. 1 1  a.m.;  some  difficulty  and  loss 
of  time  in  applying  the  cervical  constrictor,  which  was  a  large, 
thin-walled  rubber  tube  ;  placental  seat  directly  under  the  uterine 
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incision  :  hand  passed  over  the  left  edge  of  the  placenta,  and 
through  the  membranes  :  head  extracted  from  the  pelvic  cavity 
with  difficulty,  and  only  after  relaxing  the  grasp  of  the  constrictor  ; 
child  delivered  in  four  minutes  from  the  time  of  first  incision  ; 
cord  clamped  at  two  points  with  catch-forceps  and  cut  between 
them  ;  the  child  was  alive  and  respiration  was  promptly  estab- 
lished :  the  uterus  was  drawn  up  into  the  abdominal  wound  but 
not  out  of  the  abdomen  ;  the  placenta  and  membranes  were 
separated  by  hand,  and  the  uterine  cavity  left  undisturbed.  The 
uterine  incision,  which,  owing  to  the  strong  forward  inclination  of 
the  uterus,- reached  well  up  on  the  fundus,  was  closed  with  twelve 
deep  silk  sutures  in  seventeen  minutes  from  beginning  of  operation  ; 
deep  sutures  included  the  decidua  ;  symperitoneal  suture  with  fine 
catgut  ;  almost  no  handling,  and  no  special  cleansing  of  the  peri- 
onaeum,  a  small  amount  of  blood  and  bloody  serum  being  left  in 
the  cavity  :  abdominal  incision  closed  with  ten  silk  sutures  and 
dressed  with  a  thick  covering  of  dry  gauze  fresh  from  the  steam 
sterilizer  ;  blood-loss  no  greater  than  in  ordinary  labor.  The 
tonicity  of  the  uterine  muscles  was  apparently  unimpaired  by  the 
cervical  constriction,  though  a  good  deal  of  tension  was  required 
for  a  time  to  control  haemorrhage.  Retraction  promptly  followed 
moderate  manipulation  and  the  injection  of  a  half  drachm  of  fluid 
ergot  under  the  skin.  The  patient  made  a  good  recovery.  The 
lochia  remained  odorless.  There  was  only  a  barely  perceptible 
meteorism  for  a  few  hours,  and  at  no  time  any  evidence  of  sepsis. 
After  the  eighth  day  an  occasional  slight  rise  of  temperature  occurred 
which  was  controlled  by  quinine.  Five  grains  of  calomel  were 
given  toward  the  end  of  the  second  day  and  followed  with  a  saline. 
The  abdominal  sutures  were  removed  on  the  tenth  day.  Uterine 
involution  was  slow,  but  the  woman  was  ready  to  leave  the  hos- 
pital by  the  end  of  four  weeks,  except  for  a  sciatica  which  detained 
her  for  some  time  longer.  The  child  was  a  female,  weighing  five- 
and-a-quarter  pounds.  The  head  measurements  were  :  Bi-parietal, 
31/,  in.  (8.9  cm.);  O.  F.,  41/,  in.  (10.8  cm.):  O.  M.,  sV,      (r3-3  cm.) 

The  second  case  was  that  of  a  German  immigrant,  aet.  twenty 
years.  She  was  transferred  to  the  maternity  from  the  medical 
wards  with  the  following  history  :  Subject  to  frequent  hysterical 
paroxysms  with  occasional  convulsions  :  the  attacks  were  fre- 
quently followed  by  semi-coma,  lasting  for  days;  badly  nourished, 
owing  to  anorexia  and  frequent  emesis  ;  ejecta  at  times  contained 
considerable  quantities  of  blood.  A  notable  feature  of  this  case 
was  the  irregular  and  excessively  high  flights  of  temperature,  which 


i8o 


Charles  Jewett,  M.D. 


several  times  before  operation  mounted  to  1070,  once  to  no°F. 
The  temperature  would  generally  fall  in  an  hour  or  two  nearly  or 
quite  to  the  normal  without  treatment  (see  temperature  chart, 
Fig.  2).  The  pyrexia  was  believed  to  be  mainly  of  neurotic  origin  ; 
some  days  before  operation  barely  perceptible  signs  of  beginning- 
consolidation  were  detected  at  the  apex  of  one  lung,  which  were 
attributed  by  Professors  McCorkle  and  West,  who  kindly  examined 
the  patient,  to  a  slight  broncho-pneumonia.  The  lung  cleared  up 
in  two  or  three  weeks  after  operation,  and  the  trouble  was  at  no 
time  sufficiently  marked  to  be  regarded  as  a  factor  in  the  high  tem- 
perature. There  was  also  an  intense  stomatitis,  with  patches  and 
ulcers  on  the  mucous  membranes  of  the  mouth  and  throat,  attended 
with  copious  salivation  and  partial  or  complete  aphonia.  Post- 
cervical  glands  indurated.  A  careful  laryngoscopic  examination  by 
Dr.  W.  F.  Dudley  substantially  confirmed  the  diagnosis  of  syphilis 
in  the  second  stage. 

The  patient  was  of  slight  figure,  4  feet  6y2  inches  (138.5  cm.)  in 
height,  and  with  no  bony  deformities  except  in  the  pelvis,  which  was 
extremely  flattened.  Pelvic  measurements  were  :  Crests,  ioy4  in. 
(26  cm.)  ;  iliac  spines,  io3/4  in.  (27.2  cm.)  ;  external  conjugate,  6l/4 
in.  (15.9  cm.);  diagonal  conjugate,  f/i  in.  (8.3  cm.);  depth  of 
symphysis  pubis,  21/4  in.  (5.7  cm.);  true  conjugate  estimated  at  2% 
in.  (6.4  cm.);  pubo-coccygeal  diameter,  2% in.  (5.7  cm.);  bisischial, 
21/,  in.  (5.7  cm.).  Labor  pains  began  at  1  p.m.,  December  16,  and 
about  the  end  of  the  sixth  month  of  gestation,  or  a  little  later. 
Fundus  well  above  the  umbilicus  ;  waters  escaped  at  6  p.  m  ;  at 
9. 1 5  the  cervix  was  not  effaced  and  admitted  one  finger  with  diffi- 
culty ;  while  a  piecemeal  extraction  of  the  foetus  or  cephalotripsy 
would  have  been  possible,  craniotomy  through  a  pelvis  so  narrow 
at  both  inlet  and  outlet  would  have  been  an  awkward  and  difficult 
operation,  to  say  nothing  of  the  long  delay  that  would  have  been 
necessary  owing  to  the  unyielding  condition  of  the  soft  parts. 
Csesarean  section  was  therefore  decided  upon  mainly  in  the  interest 
of  the  mother,  though  not  wholly  without  hope  of  a  viable  child, 
Drs.  Wallace  and  Hyde,  of  the  consulting  staff,  and  Dr.  Dickinson 
concurring.  Temperature  immediately  before  operating,  io88/B°  F., 
pulse,  98. 

Operation. — First  incision  at  10.41  p.m.  Troublesome  protrusion 
of  intestines  from  tympanitic  distention;  provisional  uterine  ligature 
of  large,  thin-walled  rubber  tube,  as  before ;  placenta  attached 
anteriorly  ;  left  edge  separated  and  child  delivered  in  four  minutes, 
alive  and  breathing  but  not  viable  ;  uterus  lifted  out  of  the  abdo- 


Two  Successful  Cases  of  Conservative  Cesarean  Section.   1 8 1 


Fig.  2. 


182 


Charles  Jewett,  M.D. 


men  ;  membranes  separated  with  difficulty  ;  uterus  closed  with  ten 
deep  sutures  in  fourteen  minutes  from  beginning  of  operation  ; 
decidua  not  included  in  the  sutures  ;  symperitoneal  sutures  of  silk; 
no  flushing  and  almost  no  cleansing  of  the  peritonaeum  ;  some 
blood  and  bloody  serum  left  in  the  cavity  ;  abdominal  incision 
closed  with  ten  silk  sutures ;  dressing  as  in  the  first  case  ;  thirty 
minims  of  fluid  extract  of  ergot  were  given  hypodermically  ;  tem- 
perature at  close  of  operation,  983/59  F. ;  pulse,  90.  The  condition 
of  the  patient  after  operation  was  very  soon  better  than  for  weeks 
before.  The  abdomen  was  distended  on  the  second  day  but  im- 
mediately became  flat  after  repeated  and  copious  evacuations  of 
the  bowels  with  calomel  and  salines,  and  the  tympanites  did  not 
return.  The  meteorism  would  probably  have  been  avoided 
altogether  had  not  the  bowels  been  confined  for  one  or  two  days 
before  the  operation.  The  temperature  soon  resumed  its  custom- 
ary oscillations  but  there  was  no  bad  symptom  attributable  to  the 
abdominal  section.  At  the  date  of  this  reading  the  patient  is 
rapidly  gaining  weight  and  in  better  health  than  at  any  previous 
time  since  her  admission  to  the  hospital.  I  am  in  duty  bound  to 
say  that  these  patients  are  much  indebted  to  the  skilful  services  ren- 
dered by  the  efficient  house  surgeon,  Dr.  John  O.  Polak,  both  dur- 
ing and  after  operation. 

The  last  case  is  my  third  Cesarean  section,  all  performed  in  the 
Long  Island  College  Hospital.  The  first  was  done  in  December, 
1883,  and  has  been  already  reported  (N.  Y.  Med.  Jour.,  August  29, 
1885).  It  was  one  of  the  first  operations  under  the  improved 
method  of  Sanger.  The  indication  was  extensive  cancerous  disease 
of  the  cervix,  also  involving  the  vaginal  wall,  with  little  or  no 
dilatation  of  the  cervix  after  twelve  hours  of  active  labor.  The 
patient  was  in  bad  condition  at  the  beginning  of  labor  from  pain, 
loss  of  sleep,  frequently  recurring  haemorrhage  and  the  abuse  of 
alcohol  and  opium,  the  pulse  ranging  from  94  to  108  for  several 
days  before  the  section.  The  operation  was  done  during  an  epi- 
demic of  erysipelas  in  the  hospital,  and  the  mother  died  in  forty- 
eight  hours  of  peritonitis.  The  infection  was  attributed  to  a  septic 
contact  which  occurred  through  the  inadvertence  of  one  of  the  by- 
standers. This  operation,  moreover,  dates  back  to  a  time  when 
antiseptics  were  freely  used  in  the  peritonaeum.  Both  the  uterus 
and  abdominal  cavity  were  carefully  cleansed  with  more  or  less 
contact  of  the  mercurial  solution.  The  death.  I  believe,  was  a 
preventable  one.  There  was  no  evidence,  post-mortem,  of  sepsis 
in  the  uterine  cavity,  and  the  uterine  incision  was  securely  closed 
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throughout.  The  child  was  living  and  doing  well  when  it  left  the 
hospital. 

Remarks. — Several  observations  of  practical  interest  suggest 
themselves  in  connection  with  the  two  recent  cases.  1  may  say, 
first,  that  the  entire  procedure  in  both  was  made  as  nearly  as  possi- 
ble microscopically  clean.  Instruments  were  exposed  for  fifteen 
minutes  to  dry  heat  of  about  2600  F.  shortly  before  use.  With  the 
exception  of  the  operative  field,  the  patient  and  immediate  sur- 
roundings were  covered  with  cloths  and  sheets  fresh  from  the  steam 
chamber.  The  hand-disinfection  lacked  the  advantage  of  the  per- 
manganate method,  but  it  was  made  as  complete  as  possible  by 
laborious  and  long-continued  scrubbing  with  sterilized  brushes, 
with  the  use  of  green  soap,  alcohol,  and  the  mercuric  iodide  solu- 
tions. The  sutures,  with  the  exception  of  the  superficial  uterine 
sutures  in  the  first  case,  were  of  silk,  which  had  been  immersed 
for  two  hours  in  a  soft  paraffine  wax  at  a  temperature  of  2600  to  2800 
F.,  and  subsequently  sealed  in  a  bottle  of  alcohol  and  steamed  for 
an  hour.  A  like  degree  of  care  was  observed  throughout,  except 
that  lack  of  time  prevented  any  further  attention  to  the  room 
(which  was  the  labor-ward)  than  wetting  the  floor  to  suppress 
dust. 

One  matter  in  which  practice  differs  in  Caesarean  section  is  the 
provisional  ligation  of  the  cervix.  The  prevention  of  haemorrhage 
from  the  uterine  incision  is  more  satisfactorily  accomplished  by  the 
use  of  an  elastic  rubber  tube  than  by  manual  control  or  by  the  in- 
elastic gauze  band  of  Sanger.  The  objection  to  the  tube,  that  it  is 
liable  to  injure  the  tonicity  of  the  muscles  is  obviated  by  employing 
a  large  tube  with  thin  walls,  which  spread  as  it  is  drawn  taut  and 
distribute  the  pressure  over  a  large  surface.  In  the  two  recent  cases 
reported  in  this  paper,  though  the  placental  site  was  incised  in  both 
and  forcible  constriction  was  used,  the  contractile  power  of  the 
uterus  was  apparently  not  in  the  least  impaired.  Neither  manual 
nor  instrumental  control  of  the  uterus,  however,  is  absolutely 
essential. 

A  vital  point  in  the  Caesarean  operation  is  the  accurate  and 
secure  closure  of  the  uterine  incision.  In  numerous  fatal  cases  the 
death  has  been  traced  to  gaping  of  the  uterine  wound  and  leakage 
of  lochia  into  the  peritonaeum.  Even  a  minute  fistulous  tract  has 
been  sufficient  to  cause  the  death  of  the  patient.  The  improved 
results  of  the  modern  operation  are  largely  due  to  the  attention 
which  has  been  given  to  the  accurate  closure  of  the  uterine 
wound. 
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Some  difference  of  practice  obtains  in  regard  to  the  avoidance  of 
the  decidua  in  the  deep  uterine  suture.  Sanger  strongly  insists  upon 
the  necessity  for  this  precaution  and  cites  an  experience  of  Macan's 
in  which  infection  took  place  from  the  uterine  cavity  through  the 
needle  tract.  Zweifel,  on  the  other  hand,  takes  no  pains  to  avoid 
the  decidua,  and  his  record  is  twenty-nine  cases  with  but  one  death, 
and  that  a  preventable  one.  Schauta's  practice,  is  similar,  and  he 
has  done  fifteen  Caesarean  sections  without  a  death.  The  entirely 
buried  suture,  however,  would  seem  safer,  as  avoiding  all  possi- 
bility of  secondary  infection  of  the  needle  tract.  The  first  of  my 
recent  cases  goes  to  enforce  this  conclusion.  The  deep  sutures  in 
this  case  were  passed  into  the  uterine  cavity.  While  the  patient 
made  a  perfectly  good  recovery,  a  few  days  ago  a  fistula  was  dis- 
covered at  the  lower  end  of  the  abdominal  cicatrix,  which  leads 
down,  I  assume,  to  an  infected  uterine  suture. 

The  suture  material  which  best  serves  the  purpose  and  is  now 
generally  adopted,  is  that  which  is  the  most  easily  prepared  and 
the  most  convenient  in  use,  viz.,  silk.  While  the  ideal  suture  is  one 
that  will  hold  securely  for  the  required  length  of  time  and  then  be 
absorbed.  These  conditions  are  not  wholly  met  by  catgut.  Soft 
catgut  has  been  responsible  for  several  deaths  by  yielding  too  soon, 
and  hard  chromic  gut  has  little  advantage  over  silk  in  point  of  ab- 
sorbability ;  moreover,  a  serious  defect  in  catgut,  however  prepared, 
is  the  comparative  insecurity  of  the  knot. 

Another  moot  point  is  the  superficial  uterine  suture.  The  half- 
deep  superficial  suture  which  has  been  used  by  Zweifel,  Kelly,  and 
others  is  an  important  saving  of  time.  Yet  there  is  a  certain  sense 
of  security  in  completely  closing  the  peritonaeum  in  a  welt  over  the 
deep  sutures  as  is  still  practiced  by  Sanger. 

Conspicuous  points  in  the  technique  of  the  Caesarean  operation 
are  the  treatment  of  the  uterine  and  the  peritoneal  cavities.  It  is  the 
practice  of  Sanger  and  others  after  the  separation  of  the  placenta 
and  membranes  to  scrub  the  cavity  with  a  fold  of  gauze.  In  my 
recent  cases  the  uterine  cavity  was  left  literally  untouched  after 
peeling  off  the  membranes,  and  this  seems  to  me  the  more  rational 
procedure  in  the  absence  of  infected  fluids.  The  endometrium  is 
left  aseptic  after  removal  of  the  secundines,  and  antiseptic  douching 
or  scrubbing  is  not  only  uncalled  for  but  injurious.  Even  decidual 
shreds,  in  the  absence  of  sepsis,  are  better  left  to  be  cast  off  with  the 
lochia.  A  septic  uterus  on  the  other  hand  should  not  be  trusted  to 
the  conservative  operation  at  all,  but  should  be  amputated. 
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A  careful  peritoneal  toilette  is  generally  deemed  essential  in  this 
operation  as  is  the  common  rule  in  other  laparotomies.  In  the  two 
recent  cases  above  reported,  little  attempt  was  made  at  cleansing  the 
peritonaeum.  A  small  gauze  compress  was  passed  once  in  front  and 
once  behind  the  uterus  to  make  sure  that  no  accumulation  of  bloody 
fluid  remained  in  the  culs-de-sac.  In  both  cases,  and  especially  the 
second,  the  uterus  and  surrounding  surfaces  of  peritonaeum  were 
everywhere  soiled  with  blood  when  the  abdomen  was  closed.  The 
extreme  care  generally  required  in  cleansing  in  other  laparotomies 
is  here,  I  believe,  unnecessary.  A  healthy  peritonaeum,  such  as 
we  usually  have  to  deal  with  in  a  Caesarean  section,  is  less  injured 
by  a  little  blood,  even  if  not  absolutely  aseptic,  than  by  much 
sponging.  The  peritoneal  epithelium  is  removed  by  sponging  or 
handling,  or  even  by  irrigation,  and  the  resisting  power  of  the  peri- 
tonaeum is  impaired,  to  say  nothing  of  increased  risk  of  adhesions. 
In  the  Caesarean  operation,  with  care  to  prevent  the  entrance  of 
much  blood  and  liquor  amnii  into  the  abdominal  cavity,  the  usual 
peritoneal  toilette  may  be  almost  wholly  omitted. 

Foreign  authorities  and  most  others,  so  far  as  I  know,  have 
fixed  upon  the  end  of  the  first  labor  period  as  the  preferred  time  for 
operating.  This  is  done  on  the  assumption  that  the  establishment 
of  labor  before  operating  is  essential  to  subsequent  retraction  of  the 
uterus  and  to  free  lochial  drainage.  An  experience,  however,  of 
several  cases  operated  before  labor,  to  say  nothing  of  a  large  num- 
ber of  deliveries  by  cattle-horn  lacerations,  which  have  been  followed 
by  sixty-nine  per  cent,  of  recoveries  (Harris)  is  sufficient  to  show 
that  this  assumption  has  no  foundation  in  fact.  The  obvious  advan- 
tage of  operating  with  deliberate  preparation  before  the  rupture  of 
the  membranes  and  with  the  patient  in  full  strength  furnish  a  strong 
argument  for  an  appointed  time,  if  possible,  shortly  before  the 
expected  date  of  labor. 

The  main  conditions  of  success  in  Caesarean  section  are,  obviously, 
asepsis,  and  the  accurate  suture  of  the  uterine  wound.  Reasonable 
rapidity,  however,  is  important,  and.  as  Harris  observes,  the  length 
of  time  should  not  exceed  three-quarters  of  an  hour  if  the  best  re- 
sults are  to  be  expected.  To  these  conditions  I  am  disposed  to  add 
the  early  use  of  saline  catharsis  after  operation.  In  the  two  recent 
cases  a  small  dose  of  calomel  was  given  and  followed  by  salines 
soon  after  the  first  expulsion  of  flatus  from  the  bowel.  My  experi- 
ence, not  alone  in  these  cases,  but  a  somewhat  extensive  one  in 
analogous  conditions,  leads  me  to  place  a  high  value  on  early  resort 
to  peritoneal  drainage  by  the  intestines. 
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In  conclusion,  I  submit  that  laparo-hysterotomy  under  modern 
methods  is  a  relatively  benign  abdominal  section.  Its  technique  is 
one  of  the  simplest  in  abdominal  surgery,  and  the  patient,  in  timely 
operations,  is  in  comparatively  good  condition.  Is  it  not  reasonable 
to  expect  that  the  results  of  Cesarean  delivery  in  relatively  healthy 
women  shall  fully  equal  or  exceed  the  best  records  of  laparotomy  in 
disease? 


PRESENT  STATUS  OF  OBSTETRICS.1 

By  Joseph  Price,  M.  D. 

Life-saving  and  the  mitigation  of  human  suffering  is  the  popular 
understanding  of  the  doctor's  calling.  His  success  in  his  art  is  the 
measure  of  his  professional  intelligence  and  aptitude.  The  profession 
of  the  period  requires  something  more  than  diligent  and  industrious 
following  of  the  many  avenues  of  information  ;  something  more 
than  book  study — than  the  equipment,  however  thorough  and  valu- 
able, of  strictly  scientific  research.  The  need  and  demand  is  for 
the  teaching  of  the  hard,  carefully  learned  lessons  of  the  widest, 
most  painstaking,  and  successful  experiences.  It  is  by  notes  of 
methods,  care,  treatment,  and  the  results  in  cases,  and  not  by 
learned  theoretical  disquisition,  that  we  are  to  be  guided.  Though 
much  of  great  value  is  evolved  through  our  discussions,  the  real 
tests  are  not  in  laboratory,  college,  or  society  room,  but  within  the 
four  walls  which  shelter  our  sick.  We  would  have  an  intimate 
alliance  of  the  name — humanity — with  the  science  and  art  of  our 
work. 

We  invite  no  controversy  with  the  votaries  of  old  theories  or 
practices  in  obstetrics,  nor  will  we  impeach  or  call  in  question  the 
title  of  Tichborne  claimants  of  something  new  and  original.  "No 
man  makes  a  quarrel  with  us  over  the  counterpane  that  covers  a 
mother,  with  her  newborn  infant  at  her  breast  "  In  the  past  the 
profession  in  all  its  departments  has  owed  much  to  a  very  tolerant 
public;  the  debt  in  the  future  will  be  of  a  different  character  and 
greatly  augmented  by  the  growing  enlightenment  of  our  constitu- 
ency, for  the  reason  that  more  and  better  work  with  happier  results  will 
be  demanded.  And  we  cannot  ignore  the  demand.  We  cannot  dis- 
associate our  names  and  fame  from  the  daily  roll-call  of  mortality. 
Nor  can  we  close  our  professional  ears  to  the  shrieks  of  public  horror 
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provoked  by  professional  ignorance.  The  time  is  near  when  an 
enlightened  public  will,  in  the  very  terse  language  of  the  grand  old 
••autocrat"  of  the  profession,  have  a  "grand  jury  to  bring  in  a  bill 
against  a  physician  who  switches  off  a  score  of  women,  one  after 
another,  along  his  private  track,  when  he  knows  that  there  is  a  black 
gulf  at  the  end  of  it.  down  which  they  are  to  plunge,  while  the 
great  highway  is  clear. " 

There  exists  no  danger  of  too  much  urging  or  excessive  precaution 
in  the  matter  of  cleanliness.  The  maternity  hospital,  the  childbed 
and  all  its  appointments  and  surroundings,  are  the  places  for  the 
most  rigid  enforcement  of  every  principle  and  safeguard  of  sanitary 
science.  The  American  plumber  has  kept  pace  with  the  spirit, 
enterprise,  and  demands  of  the  period.  He  has  kept  a  little  ahead 
of  some  of  the  doctors.  When  summoned  he  makes  healthful  the 
conditions  of  his  department,  and  he  does  it  with  a  skill  that  reflects 
honor  upon  his  craft.  The  rooms  should  be  kept  rilled  with  fresh 
air;  by  thorough  ventilation  kept  clear  of  those  subtly  invading 
poisons  which  find  their  way  into  the  apartment  of  mother  and 
child.  The  susceptibility  of  the  child  to  these  poisons  is  much 
greater  than  that  of  the  adult,  and  should  be  ever  kept  in  view  as  a 
grave  consideration.  This  fact  as  to  the  child  is  well  illustrated  by 
an  instance  related  in  a  little  book  by  Dr.  McSherry  :  "Twenty  out 
of  twenty-two  boys  at  the  same  school  were  seized  with  violent 
vomiting,  purging,  prostration,  and  fever  within  three  hours.  One 
boy  had  been  seized  with  similar  symptoms  two  days  before  and 
died  :  another  also  succumbed.  So  alarming  was  the  outbreak  that 
poison  was  suspected.  After  careful  examination  it  was  found  that 
the  sole  cause  of  the  disease  was  to  be  attributed  to  the  opening  of 
a  drain  at  the  back  of  the  house.  This  drain  had  been  choked  up 
for  many  years,  and  had  been  opened  two  days  before  the  first  ill- 
ness occurred.  The  effluvia  from  this  drain  was  most  offensive,  and 
the  boys  had  watched  the  workmen  cleaning  it  out.  None  of  the 
workmen,  however,  were  subsequently  attacked  with  any  of  the 
symptoms  which  so  severely  affected  the  boys. "  Another  instance 
in  point:  Not  a  great  while  ago  (1880)  there  was  an  epidemic  of 
typhoid  fever  in  one  of  our  great  eastern  colleges.  The  students 
were  prostrated  in  such  numbers  that  the  institution  was  closed. 
Twelve  students  died  ;  others  went  home  :  a  credulous  and  innocent 
few  remained  to  be  regaled  by  learned  theological  discourses  upon 
this  one  inscrutable  providence  of  God.  A  sanitary  investigation 
discovered  the  cause  of  this  terrible  visitation  to  be  filth — infection 
operating  through  a  reeking  sewer-pipe,  exhaling  its  deadly  poisons 


i88 


Joseph  Price,  M.D. 


into  the  rooms  of  the  students.  Before  the  defective  system  of 
drainage  was  placed  in  this  institution  the  trustees  were  warned  by 
an  intelligent  physician  that  what  they  proposed  doing  would  close 
the  institution  within  five  years.  He  was  laughed  at  by  the  learned 
teachers  and  scientists,  who  seemed  to  claim  to  have  all  the  light — 
even  that  of  our  sanitary  civilization.  They  rejected  his  counsel 
until  slop-waicrs,  poison,  and  nastiness  had  driven  them  from  their 
scholarly  cloisters  and  made  a  long  death-roll.  Dirt  cannot  exist 
without  some  poison  in  it,  and  it  will  transmit  its  infective  power 
through  every  avenue  left  open  to  it.  While  there  is  much  that  is 
wisely  and  beneficently  under  the  ban  of  law,  there  is  much  that  is 
not  within  its  control,  and  must  come  strictly  within  the  province 
of  the  physician  or  surgeon. 

We  cannot  always  settle  or  always  control  absolutely  our  environs 
and  conditions.  But  the  great  ally  and  infectious  promoter  of  dis- 
ease and  the  foe  of  its  successful  treatment — dirt — we  can  with  water, 
soap,  brush,  and  broom  remove.  If  cleanliness  and  neatness  of  toilet 
were  of  difficult  attainment,  water  and  soap  subject  to  a  high  tariff, 
placed  beyond  the  reach  of  the  physician  by  the  McKinley  bill,  then 
there  would  exist  some  excuse  for  filth  and  general  slovenliness. 
The  obstetrician  or  general  practitioner  who  goes  to  an  obstetrical 
case  with  dirty  hands  in  dirty  gloves,  and  examines,  as  he  often  does, 
his  patient  before  even  washing  his  hands,  often  carries  with  him 
the  death-warrant  of  his  patient.  Treatment  under  such  conditions 
has  for  its  parallel  the  reckless  prescription  of  a  dangerous  medicine. 
The  only  conditions  absolutely  favorable  to  complete  and  happy 
recoveries  are  clean  home  or  maternity  hospital,  clean  delivery  room, 
clean  doctor,  clean  nurse,  clean  patient,  and  the  practice  of  the 
greatest  possible  simplicity  in  every  detail  of  treatment  of  both 
mother  and  child.  Nature's  best  assistant  in  such  matters  is  the 
unremitting  service  of  common-sense. 

There  can  and  should  be  a  personal  cleanliness  that  will  preclude 
the  possibility  of  personal  transmission  of  dangerous  and  infectious 
disease.  The  fatal  germs  are  in  dust,  dirt,  decaying  vegetable  and 
animal  matter,  in  all  imperfectly  cleaned  clothing,  personal  and  bed. 
of  every  description.  Inattention  to  local  cleanliness,  bodily  ablu- 
tions on  the  part  of  patient  and  attendants,  neglect  or  failure  to 
remove  all  refuse,  solid  or  liquid — in  fact,  all  forms  of  local  or  gen- 
eral uncleanness  favors  specific  infections.  Not  alone  is  this  true  of 
maternity  work,  but  in  general  relation  to  public  health  may  be 
reckoned  as  the  most  fatal  of  removable  causes  of  disease.  Over- 
crowding should  be  avoided.    It  is  well  known  that  dense  popula- 
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tions,  close  proximity,  and  overcrowding  of  wards  exercises  a 
polluting  influence,  creates  infectious  atmospheric  conditions  which 
severely  test  the  most  intelligent,  conscientious,  and  resolute  sanitary 
administration.  We  have  learned  much  when  we  have  a  clear 
understanding  of  what  cleanliness  means.  Filth  will  never  be 
guarded  against  with  that  thoroughness  of  detail  which  renders 
perfect  cleanliness  possible  until  there  is  a  more  general  and  intelli- 
gent appreciation  of  the  extent  of  its  destructiveness.  All  the  ad- 
vances we  have  made  in  the  direction  of  due  appreciation  are  due 
to  medical  observation  and  experience.  The  mere  practice,  under 
the  name  of  "disinfection,"  of  some  "futile  ceremony  of  vague 
chemical  libations  or  powdering"  will  not  reach  and  correct  the 
mischief  growing  from  infectious  causes.  Chemical  experiment 
cannot  be  substituted  for  cleanliness  and  ventilation.  Some  forms 
of  solution,  as  artificial  deodorizers,  will  serve  no  more  useful  purpose 
than  would  perfumery  serve  in  the  place  of  soap.  Our  chemistry 
should  aim  at  the  highest  standard  of  purity.  We  do  not  under- 
rate the  agency  of  those  chemical  disinfectants  the  efficiency  of 
which  have  the  support  of  the  authority  of  practical  experiment 
and  use.  But  for  neighborhoods,  broad  areas  and  districts,  large 
maternities,  nooks  and  corners  in  which  subtle  poisons  lurk,  cleanli- 
ness is  the  destroying  and  counteracting  influence. 

Dr.  Dolan,  of  Halifax,  England,  says  :  "I  have  had  only  two 
cases  of"  septicaemia  in  3,453  consecutive  cases  of  obstetrics.  I 
have  attended  mothers  five,  seven,  nine,  eleven,  and  thirteen  times, 
depending  upon  cleanliness  alone,  and  my  results  I  submit  justify 
the  practice."  The  register  of  the  "  causes  of  death,"  and  statistics, 
so  far  as  its  conclusions  are  reliable,  intelligibly  and  forcibly 
remind  us  that  many  of  the  causes  are  preventable  or  removable, 
From  a  large  experience  I  am  convinced  that  there  is  no  one  spe- 
cific cause  capable  of  infecting  only  lying-in  women.  And  for  the 
foundation  of  this  conviction  I  do  not  rely  upon  my  own  solitary 
experience,  but  I  am  sustained  by  the  old  records  and  the  expe- 
rience of  eminent  practitioners.  Dr.  Playfair  says:  "I  have  no 
doubt  in  my  own  mind  that  the  vast  majority  of  cases  of  puerperal 
septicaemia  arise  from  poison  directly  conveyed  to  the  patient  by 
some  preventable  accident.  Many  and  many  a  case  has  originated 
in  the  nurse,  and  in  a  hundred  unsuspected  ways,  quite  beyond  the 
control  of  the  medical  man,  death  maybe  conveyed  to  the  patient." 
There  is  every  evidence  that  women  often  die  in  childbed,  poisoned 
in  some  way  by  their  medical  or  ether  attendants  ;  the  particular 
mode  or  channel  of  infection  does  not  concern  us  so  much  as  the 
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fact  of  transmission.  Both  as  a  lesson  and  a  reproach  we  call  up 
these  avoidable  errors. 

Dr.  Thomas  Oliver,  in  a  paper  read  before  the  British  Gynaeco- 
logical Society,  says  :  "  There  are  degrees  of  puerperal  septicaemia 
just  as  there  are  types  ;  it  may  be  so  severe  that  the  patient  is  sim- 
ply thoroughly  saturated  with  the  poison.  She  dies  without  suffi- 
cient time  being  given  for  the  development  of  any  morbid  phe- 
nomena attributable  to  one  function  or  organ.  The  poison  has  a 
special  affinity  for  serous  membranes,  such  as  the  peritonaeum, 
pleura,  endocardium,  and  joints  ;  in  other  patients  pneumonia  is 
developed  or  the  mucous  membranes  suffer,  while  in  all  the  blood 
exhibits  a  marked  tendency  to  clot.  There  may  be  multiple  em- 
bolisms, and  these  are  dangerous  in  proportion  to  their  number 
and  the  particular  organ  in  which  they  occur.  All  types  of  the  dis- 
ease are  dangerous,  but  particularly  puerperal  peritonitis,  for  it  is 
apt  to  extend  to  other  serous  membranes."  It  is  difficult  to  answer 
the  question  as  to  what  occurs  when  the  ordinary  exanthemata  are 
conveyed  to  parturient  women.  My  own  experience  in  regard  to 
scarlet  fever  is  that  it  is  scarlatina  which  is  conveyed,  and  not  puer- 
peral septicaemia  ;  but  against  this  I  must  ask  you  to  consider  the 
experience  of  Dr.  Braxton  Hicks,  who,  out  of  sixty-eight  cases  of 
puerperal  disease,  traced  thirty-seven  to  scarlatinal  poison.  Of 
these,  twenty  had  the  scarlatinal  rash,  while  the  remaining  seven- 
teen, although  the  history  clearly  proved  exposure  to  the  scarla- 
tinal virus,  could  not  be  distinguished  from  ordinary  cases  of  puer- 
peral fever.  The  same  doubt  surrounds  the  relationship  of  puerperal 
septicaemia  and  erysipelas.  Playfair  states  that  in  King's  College 
Hospital,  the  association  of  erysipelas  and  puerperal  septicaemia 
was  again  and  again  observed,  the  fatality  of  the  one  being  depend- 
ent upon  the  prevalence  of  the  other.  Dr.  W.  Smith,  of  King's  Col- 
lege, in  his  paper  dealing  with  the  cultivation  of  the  micro-organism 
of  erysipelas  and  puerperal  septicaemia,  showed  that  the  strepto- 
cocci of  puerperal  septicaemia  are  not  the  micro-organisms  of  ery- 
sipelas. "  I  should  not  like  to  close  my  mind  altogether  to  the 
possibility  of  these  diseases  being  interchangeable.  The  blood  of 
a  woman  just  confined  is  so  different  to  that  of  her  sister  in  health 
that  we  know,  little  of  the  influence  it  exercises  upon  micro-organ- 
isms that  find  their  way  into  it." 

Dr.  Grigg  has  done  the  profession  good  service  by  showing  in 
his  paper,  "  Dangers  Arising  from  Diseased  Uterine  Appendages  in 
Childbed,"  that  many  cases  of.. puerperal  peritonitis  are  due  to  rup- 
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ture  of  pelvic  cysts,  old-standing  pyosalpinges,  and  abscesses  in 
ovaries  traceable  to  gonorrhceal  infection. 

Our  schools  are  not  fully  up  to  the  best  work — life-saving  work. 
As  Holmes  puts  it,  the  "study  of  the  revised  statutes  of  nature  as 
laid  down  from  the  curule  chairs  of  obstetrics,"  the  small  theoretical 
knowledge  acquired  through  books  and  lectures,  is  not  a  very  ade- 
quate equipment  for  successful  obstetrical  practice.  The  student  is 
brought  little  in  contact  with  the  momentous  work  he  is  seeking 
the  education  to  do.  The  citizen's  sanitary  obligations  cannot  be 
too  strongly  urged  upon  him  ;  he  has  a  direct  and  vital  interest  in 
the  public  health,  and  he  should  be  made  to  understand  the  broad 
fact  of  the  destructiveness  of  all  filth  ;  the  sanitary  authorities 
should  have  his  earnest  and  hearty  cooperation  and  aid.  And  here 
we  would  suggest  that  the  selection  of  health  officers,  more  for 
their  interest  in  and  their  knowledge  of  the  infections  of  low  ward 
politics,  than  for  their  active  interest  in  healthful  conditions  and 
wise  sanitary  administration,  wiil  not  greatly  aid  us  in  getting  rid 
of  the  poisons  we  contend  against.  Every  general  practitioner  and 
surgeon  should  be  a  teacher  in  the  great  public  school  of  sanitary 
education. 

The  mortality  in  private  and  public  hospitals  has  diminished 
with  our  increased  knowledge  of  sanitary  refinements.  More  than 
one  hundred  years  ago  (1790)  Clark  pointed  the  way  to  improve 
our  lyi-ng-in  hospitals.  He  cleaned  and  purified  his  wards,  and 
then  attended  960  women  with  a  mortality  of  three.  Maternities 
throughout  the  world  have  grown  to  recognize  the  importance  of 
having  at  their  head  only  men  of  large  practical  experience — men 
who  have  worked  vigorously  for  a  broad  practical  knowledge  of 
every  duty  and  demand  of  their  profession,  who  have  had  the  bene- 
fit of  many  and  the  best  bedside  lessons.  The  vital  importance  of 
practical  experience  in  the  management  of  maternities  is  illustrated 
by  the  low  percentage  of  mortality  in  Csesarean  and  Porro  opera- 
tions— eclampsia,  placenta  praevia,  and  all  other  dangerous  com- 
plications of  pregnancy. 

To  illustrate  and  fortify  what  we  have  said  about  our  mater- 
nities and  their  management  we  give  the  following  statistics  : 

Treatment  of  Puerperal  Eclampsia.  Dr.  Lohlein,  of  Giessen,  who 
has  made  a  statistical  inquiry  from  all  German  clinics  for  the  years 
1889-90,  inclusive,  out  of  a  total  of  53,328,  found  325  cases  of 
puerperal  eclampsia  {The  Medical  Press).  The  disease  was  most 
prevalent  in  the  Charite,  where  it  occurred  once  in  sixty-seven 
cases,  and  least  in  Vienna,  where  the  proportion  was  only  one  in 
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328.  Of  the  325  cases,  sixty-three  died  of  the  disease,  and  fourteen 
others  of  complications  ;  the  mortality  was  therefore  19.38  per 
cent.  The  lowest  mortality  was  in  the  primiparse,  attacked  after 
labor  ( 1 1. 6  percent.)  ;  the  highest  in  multiparas,  attacked  before 
the  birth  of  the  child. 

Among  the  248  who  survived,  thirteen  suffered  later  from  psy- 
chosis, from  which  the  majority  recovered  completely,  and  eighty- 
two  from  persistent  renal  diseases  (eleven  cases  of  chronic 
nephritis).  Operative  interference  was  called  for  in  71. 1  percent, 
of  the  cases  ;  forceps,  one  hundred  and  eight ;  turning,  nineteen  ; 
operation  for  diminishing  the  size  of  the  foetus,  thirteen  ;  artificial 
induction  of  labor,  two  ;  Caesarean  section,  seven  times — five 
times  on  dead  mother,  one  on  dying  mother,  one  on  living,  with  a 
successful  result  for  both  mother  and  child.  The  latter  method  of 
treatment  would  be  in  place  only  when  the  child  was  certainly  liv- 
ing, but  in  great  danger  of  being  killed,  and  in  which  no  narcotic 
stopped  the  convulsions,  and  when  there  was  no  other  way  of 
effecting  speedy  delivery.  As  regards  medicinal  treatment,  large 
doses  of  morphine  deserved  the  preference. — Medical  Record,  De- 
cember 5,  1 891. 

A  most  excellent  and  gratifying  showing  is  given  the  profession 
by  Dr.  James  W.  McLane,  physician-in-charge  of  the  Sloane  Ma- 
ternity Hospital,  New  York,  in  his  ''Report  on  the  First  Series  of 
One  Thousand  Successive  Confinements."  The  record  is  one  to  be 
proud  of,  and  we  congratulate  the  profession  on  the  fact  that  it  is 
American.  It  will  take  high  place  among  the  best  records  made 
by  any  of  the  maternities  of  this  country  or  Europe.  We  subjoin  a 
table  of  the  mortality  in  the  1,000  cases,  with  the  analysis  of  the 
author,  which  fully  explains  away  any  unfair  criticism  that  might 
be  made  on  the  percentage  of  mortality  : 

Table  of  Fatal  Cases. 


Chronic  Bright's  disease   I 

Rupture  of  the  uterus   .........  I 

Placenta  praevia   1 

Placenta  praevia  with  contracted  pelvis       ...  I 

Eclampsia      ...........  I 

Septicaemia   ...........  1 

Total   6 


"An  analysis  of  these  cases  shows  that  in  one  instance  death  was 
due  to  chronic  organic  disease  and  not  to  labor  ;  in  another  the 
patient  was  moribund  when  taken  from  the  ambulance  ;  in  a  third 
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— a  case  of  placenta  prsevia — the  fatal  termination  was  owing  to 
delay  in  procuring  medical  assistance,  the  woman  having  nearly 
bled  to  death  before  coming  to  the  hospital.  There  was  one  death 
from  puerperal  septicaemia.  This  patient  was  admitted  in  the  sec- 
ond stage  of  labor,  in  a  most  filthy  condition,  having  been  examined 
at  her  home,  and  from  her  symptoms  and  temperature  was  believed 
to  be  in  a  septic  condition  when  she  entered  the  hospital. 

"  There  were  six  deaths  among  the  one  thousand  cases — one  in 
nearly  one  hundred  and  sixty-seven,  or  0.6  per  cent.  Taking  into 
consideration  the  character  of  the  service  ;  the  large  number  of 
emergency  cases  brought  to  the  hospital  by  ambulance,  many  of 
them  well  advanced  in  labor  ;  the  bad  condition  of  many  on  ad- 
mission, owing  to  neglect  or  unskilful  treatment,  the  record  of  mor- 
tality is  very  satisfactory.  The  result  is  due  to  a  combination  of 
measures  looking  to  the  safety  of  the  patients,  each  having  a  certain 
value  of  its  own,  and  in  the  aggregate  producing  a  very  low  death- 
rate.  The  small  size  of  the'wards,  their  use  in  rotation,  the  scru- 
pulous care  exercised  to  guard  against  all  sources  of  infection  from 
without  and  within,  the  skilful  nursing,  the  free  use  of  antiseptics, 
the  strict  cleanliness  enforced,  and  the  lavish  supply  of  fresh  air 
are,  it  is  believed,  in  great  degree  accountable  for  these  results." 

The  following  statistics  are  of  interest  : 

Table  I, — Nationality. 
Out  of  the  1,000  women  confined,  there  were  born  in  the — 


United  States   377 

Ireland   320 

Germany    ...........  104 

England  52 

Sweden       .  *  .  -32 

Scotland     .       .  17 

Austria       .  •  .       .       .       .       .       .       .       .  -17 

France        .       .       .       .       .  .       .       .       .  .17 

Denmark  4 

East  Indies.        ..........  1 

Canada    ......11 

Russia  19 

Switzerland  .8 

Hungary     ...........  5 

Wales  4 

Saxony        ...........  3 

Norway      .       .      .       .  '    .       .  .       .       .  .3 

Poland  '  4 

Roumania  .       .       .       .       .       .       .       .       .       .       .  1 

Spain  .       »       . '      .       .       .       .       .       .       .       .       ..  >  ■  i 
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Table  II. — Ages. 

The  oldest  patient  was  forty-six  years  of  age,  the  youngest 
twelve  years  and  ten  months  ;  154  were  under  twenty  years  of  age; 
659  were  between  the  ages  of  twenty  and  thirty  years  ;  171  between 
thirty  and  forty  ;  and  sixteen  between  forty  and  fifty. 

Table  III. — Showing  the  Proportionate  Number  of  Cases  Occur- 
ring in  the  Several  Pregnancies. 


1st  pregnancy,  number  of  cases   547 

2d  "                 "           "   232 

3d  "                   •    91 

4th  .52 

5th  "                 •          ••   25 

6th                          ••          »   11 

7th  "                "    14 

8th  "               »          "   9 

9th  "                "          "   10 

10th  "  "•*....  5 

nth  "              »         "   1 

I2th                                   "             "   2 

I7th  «                      "              "   I 

Total   1000 

Table  IV. — Presentations  under  which  Children  were  Born. 


Vertex  . 

Breech  . 

Transverse 

Shoulder 

Face 

Brow 

Foot 

Doubtful 


936,  or  93.6  per  cent. 

49,  "  4-9 

10.  "  1 

5,  "  °-5 

3,  "  0.3 

2,  "  0.2 

2,  •'  0.2 

6  »  0.6 


Table  V. — Showing  Relative  Frequency  of  the  Four  Positions  in 
Vertex  Presentations. 

Position.  No.  of  Cases. 

L.  O.  A.  610  y 

R.  O.  A.         .  227 

R.  O.  P  4  77 
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Table  VI. — Showing  the  Number  of  Cases  Requiring  Operative 
Interference,  and  Operations  Performed. 


Induction  of  labor     .       .       .       .       .       .       .       .12  cases. 

Forceps   .       .       .       .    83  •* 

Version     ..........    14  " 

Craniotomy  3  " 

Total       .       .       .       .       .       .       .       .  .112 

Twin  Cases. — Of  twin  cases  there  were  thirteen,  about  one  in 
seventy-seven  of  the  whole  number  of  women  delivered,  or  1.3  per 
cent. 

Number  of  cases  ..........  13 

Both  males  ...........  2 

Both  females  4 

One  of  each  7 

Presentations. 

Vertex  in  both   6 

"    and  breech   4 

"      "  transverse.       ........  2 

Breech  or  "   1 

Total  ....   13 


In  seven  cases  there  were  two  amniotic  cavities  and  a  single 
placenta  ;  in  six  cases  there  were  two  amniotic  cavities  and  a 
double  placenta.    In  no  case  was  there  a  single  amniotic  cavity. 


Face  Presentations. 

Number  of  cases   3 

Living     3 

Dead  •   o 


Two  of  the  patients  were  delivered  by  natural  efforts,  one  by 
forceps.  In  two  cases  the  position  was  L.  M.  A.;  in  one  L.  M.  P., 
rotation,  however,  taking  place,  so  that  it  terminated  as  R.  M.  A. 
Two  children  were  born  alive  ;  the  one  delivered  by  forceps  was 
stillborn. 

Forceps  Cases. — Out  of  1,000  births,  labor  was  terminated  by 
forceps  in  eighty-three,  or  one  in  about  twelve,  or  8.3  per  cent. 
Their  frequent  use  has  saved  much  maternal  suffering,  not  to  say 
many  lives,  and  greatly  reduced  the  infant  mortality.  Out  of  the 
eighty-three  cases,  none  of  the  mothers  died  ;  of  the  eighty-four 
children,  seventy-five  were  living,  nine  stillborn,  including  prema- 
ture twins. 
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Males  living  . 
Females  living 
Males  dead 


Females  dead 
Premature  twins 


2  2 


Total 


84  84 


1 'Craniotomy. — The  number  of  cases  in  which  the  foetal  head  was 
perforated  was  3,  or  1  in  333,  or  0.3  per  cent.  The  causes  which 
led  to  the  operation  were  in  2  cases  impacted  brow-presentation,  in 
1  contracted  pelvis.  In  all  the  cases  the  children  were  dead  prior 
to  the  operation.    None  of  the  mothers  died. 

Induction  of  Premature  Labor. — Labor  was  induced  twelve  times. 
The  indications  for  the  operation  were  as  follows  :  Albuminuria  in 
4  cases;  eclampsia  in  1  case;  contracted  pelvis  in  3  cases  ;  chorea 
in  1  case  ;  placenta  prsevia  in  1  case  ;  death  of  foetus  in  1  case  ; 
accidental  haemorrhage  in  1  case.  All  the  mothers  recovered.  Seven 
children  were  born  alive;  5  were  stillborn,  not  one  of  these  being- 
viable. 

Placenta  Prcevia. — Nine  cases  occurred,  or  1  in  in,  or  0.9  per 
cent.  Of  these,  5  were  complete,  4  partial.  Two  of  the  mothers 
died,  or  1  in  4.5,  or  about  22  per  cent.  Details  of  these  cases  and 
two  others  are  given  below.  In  one  this  fatal  result  was  due  to 
delay  in  obtaining  medical  assistance,  the  patient  having  nearly- 
bled  to  death  before  coming  to  the  hospital.  In  both  transfusion 
was  performed. 

Four  of  the  children  were  stillborn,  five  were  delivered  alive  ; 
of  the  stillbirths,  two  were  premature,  the  child  not  being  viable. 
Version  was  performed  in  four  of  the  cases  ;  one  child  was  deliv- 
ered by  forceps. 

Eclampsia. — Four  cases  occurred,  or  1  in  250.  In  two  the  con- 
vulsions came  on  before  labor,  in  two  during  labor  ;  in  one  of  the 
latter  the  fits  continued  after  delivery.  One  mother  died.  The 
urine  was  albuminous  in  all  the  cases.  In  one  (vide  Case  IV.,  in- 
duction of  labor)  there  were  twenty-six  convulsions,  the  children — 
premature  twins — being  stillborn.  In  the  three  other  cases  the 
children  were  born  living. 

Post-parlum  Hemorrhage. — The  total  number  of  cases  of 
haemorrhage  after  delivery  was  fourteen,  or  nearly  1  in  71,  or  1.4 
per  cent.  All  of  the  mothers  recovered,  and  only  one  of  the  chil- 
dren was  stillborn.  In  all  the  cases  ergot  was  given,  in  the  form 
of  fluid  extract,  by  the  mouth,  and  in  three  cases  ergotin  hypoder- 
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matically.  In  four  cases,  after  the  failure  of  the  ordinary  means, 
vinegar  was  applied  to  the  interior  of  the  uterus,  with  the  invariable 
result  of  arresting  the  bleeding  and  securing  uterine  contraction. 

Rupture  of  Uterus. — One  case  occurred,  or  1  in  1,000.  " 

Dr.  D.  Colvin,  of  Clyde,  N.  Y.,  never  used  antiseptics,  and  in 
1,279  cases  of  confinement  lost  but  one  woman,  and  she  died  im- 
mediately after  the  removal  of  the  placenta.  No  antiseptics  were 
used  in  any  of  the  following  cases  : 

Cases.  Deaths. 


Dr.  D.  Colvin  

.  1279 

1 

2 

1 

Dr.  N.  T.  Chenowith  .... 

708 

2 

500 

2 

Dr.  Thomas  Botkin  .... 

•  525 

5 

Dr.  J.  S.  Blair  

.  419 

2 

Dr.  William  F.  Mitchell  . 

700 

1 

Total        .       .  ... 

.  6631 

16 

All  of  these  deaths  were  not  septic,  and  yet  the  whole  mortality 
was  less  than  three-tenths  of  1  per  cent. 

The  table  of  Dr.  G.  W.  H.  Kemper,  of  Muncie,  Indiana,  is  well 
worthy  of  a  place  in  the  annals  of  our  obstetrics.  In  reporting 
1,000  cases  he  says  : 

"  In  order  to  show  at  a  glance  a  general  summary  of  my  cases,  I 
will  introduce  at  this  point  statistics  showing  by  way  of  comparison 
the  1,000  cases  in  two  groups  of  500  each.  The  similarity  of  the 
two  columns  is  striking  as  demonstrating  how  medical  statistics 
repeat  themselves  and  show  a  tendency  to  uniformity  : 


1st  500 

2d  500 

Total . 

Primiparae  ..... 

•  173 

160 

333 

Multiparas  . 

•  327 

+ 

340 

667 

Males  

.       .  258 

260 

518 

Females.  ..... 

•  251 

+ 

244 

495 

„  .    .         (  males 
rnmi  parse-;  , 

1  females     .            .  . 

.70 

+ 

76 

146 

.  104 

+ 

84 

188 

Vertex  presentations 

.  486 

+ 

483 

969 

Vertex  and  hand  .... 

1 

+ 

1 

2 

Face  ...... 

O 

+ 

2 

2 

Breech  ...... 

•  13 

+ 

13 

26 

Footling.  ..... 

7 

+ 

4 

11 

Shoulder.  ..... 

2 

+ 

1 

3 

Twins     .       .       .            -  . 

9 

+ 

4 

13 

Convulsions  ..... 

6 

+ 

3 

9 

Post-partum  haemorrhage 

6 

6 

12 

Adhesion  of  placenta 

8 

+ 

3 

1 1 
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i  st  500 

2d  500 

Total. 

Prolapse  of  funis  . 

3  + 

2  — 

5 

Placenta  praevia  . 

1  + 

2  == 

3 

Inversion  of  uterus 

1  + 

0 

1 

Turning  .... 

2  + 

1  - 

3 

Cephalic  version  . 

1  + 

0  = 

Forceps  

6  + 

3i  — 

37 

Colored  ..... 

•      •      7  + 

8  = 

15 

Illegitimate  .... 

...     ..      5  + 

3  = 

8 

Death  of  mother  . 

3  + 

0  = 

3 

Stillbirths  .... 

.     17  + 

19  = 

36 

"  There  were  737  different  women  involved  in  the  1,000  cases., 
distributed  as  follows  : 

Attended  550  women  1  time  =  550 

"       129      "   2  times  =  258 

43     "  3     "    =  129 

"        12     "   .4    "  =48 

"      _5     "   5     "    -  *5 

737  1000 
"  In  order  that  the  reader  may  not  suspect  inaccuracies  in  my 
figures,  I  desire  that  he  will  bear  in  mind  that  I  had  13  cases  of 
twins,  and  while  the  labors  will  number  1,000,  the  births  will  num- 
ber 1,013." 

li Placenta  Prcevia. — Three  cases  of  this  terrible  complication  were 
met  with — 1  in  a  II-para,  1  in  a  IV-para,  and  1  in  a  V-para.  All 
the  children  were  stillborn  and  all  the  mothers  did  well. 

11  Convulsions. — I  encountered  9  cases  of  convulsions.  Of  these, 
7  were  I-para,  1  II-para,  and  1  V-para  ;  8  of  the  women  recovered, 
and  I  died. 

'  'Forceps. — With  each  succeeding  year  I  resorted  more  frequently 
to  the  use  of  this  instrument.    I  used  forceps  37  times,  as  follows: 

1st    300  cases   1  time,   or  1  in  300  cases. 

2d     300    "    9  times,  or  I  in  3314  " 

3d     300    "    17      "     or  1  in  14 

Last  100    "    10  or  I  in  10 

An  average  of  once  in  27  cases. 

"Death  of  mother. — Three  of  the  women  died.  The  deaths  oc- 
curred respectively  by  No.,  as  69,  360,  and  381,  so  that  after  my 
third  case  I  had  619  labors  with  no  death." 

It  is  worthy  of  notice  that  the  favorable  statistics  given  by 
country  practitioners — or  men  working  in  healthy  regions  among  a 
vigorous  class  of  women,  few  of  foreign  birth — show  that  they  have 
not  that  unfavorable  class  of  subjects  we  have  to  contend  with  in 
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large  cities,  many  of  whom  are  destitute  of  the  bare  necessities  of 
life — of  sufficient  and  proper  food  ;  still  our  mortality  with  these  un- 
favorable subjects  is  quite  as  low  as  theirs.  They  also  admit  that 
better  surroundings  and  more  prompt  treatment  in  many  cases 
would  have  given  better  results.  Again,  our  results  among  the 
poor  are  better  than  among  the  wealthy.  The  conventionalities  of 
society,  artificial  methods  of  living,  excessive  and  badly  directed 
educational  efforts,  have  decidedly  incapacitated  our  women  for 
child-bearing.  Consultations  and  delays  have  increased  our  mor- 
tality in  both  mother  and  child.  The  conclusions  of  Dr.  Kemper,  a 
country  practitioner,  supports  some  of  our  views  : 

"  1.  The  history  of  obstetrical  practice  teaches  us  that  the  lying- 
in  hospital  has  always  been  a  place  of  danger  and  mortality  ;  there- 
fore it  is  obligatory  upon  those  that  have  charge  of  these  institutions 
to  utilize  every  antiseptic  measure  known  to  the  profession  in  order 
to  save  life. 

"2.  The  experience  of  country  practitioners  teaches  us  that 
women  that  are  confined  in  healthy,  isolated  rural  homes  are  not 
subjected  to  the  contaminating  influences  of  an  ochlesis,  and  con- 
sequently do  not  require  all  the  precautions  of  those  exposed  to 
hospitals,  or  even  to  the  atmosphere  of  city  life. 

"3.  That  country  practitioners  of  medicine  will  generally  show 
a  lower  rate  of  mortality  in  obstetrical  cases  than  city  practitioners, 
simply  for  the  reason  that  they  practice  in  healthier  localities,  are 
less  exposed  to  contagious  influences,  and  possibly  have  a  healthier 
class  of  patients." 

woman's  hospital. 

Dr.  A.  M.  Fullerton  furnishes  the  following  statistics  : 

"  I  should  like  to  explain  with  reference  at  least  to  the  deaths 
that  have  occurred  during  my  term  of  service,  which  dates  from  1886, 
that  nearly  all  have  been  emergency  cases  that  have  been  brought 
us  in  labor,  and  in  which  treatment  was  often  instituted  too  late  to 
be  of  benefit.  We  take  in  emergency  cases,  as  you  probably  know. 

"  The  death  this  past  year  was  of  a  patient  brought  me  by  the 
police  patrol  in  a  comatose  state  during  first  stage  of  labor  at  term  ; 
the  patient  having  had  at  least  sixteen  convulsions  during  the  morn- 
ing, and  having  been  blind  since  the  preceding  day.  There  was 
advanced  kidney  disease  found  on  autopsy. 

"Last  year  the  patient  with  erysipelas  of  head  and  upper  ex- 
tremities was  brought  to  us  in  second  stage  of  labor,  the  foetal  head 
resting  on  the  floor  of  the  pelvis,  on  admission. 
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"In  1889  the  German  Hospital  sent  a  patient  in  labor  during  the 
last  stages  of  phthisis. 

' '  The  case  of  uterine  fibroma  was  a  sudden  death,  after  delivery, 
thought  to  be  due  to  air  in  the  veins.  The  patient  had  been  in  the 
house  some  time,  and  we  wanted  to  do  a  Porro,  but  the  consulting 
staff  could  not  agree. 

"In  1888  the  death  from  uraemic  convulsions  occurred,  in  a 
case  of  fatty  heart  with  valvular  disease,  shortly  after  delivery. 

"The  other  death  the  same  year  was  from  meningitis,  in  a  case 
of  acute  chorea  complicating  pregnancy  at  the  sixth  month.  The 
patient  was  brought  to  us  in  a  dying  state,  and  lived  but  a  short  time. 

"The  death  recorded  in  1887  is  a  mistake.  The  convulsions 
occurred  during  labor  (first  stage).  Delivery  was  effected ;  the 
child  died  shortly  after,  but  the  mother  made  a  good  recovery." 

Maternity  Department  of  Woman's  Hospital  of  Philadelphia. 


Record  of  confinement  and  deaths  from  January,  1862,  to  January,  1892. 


Years. 

Number  of  confine- 
ments. 

Non-septic  Causes  ok  Death. 

Septic. 

•0 

0) 

'— 

'tn 

s 

C 

D 

1  Number  of  deahts  from 
N  j      all  causes. 

Percentage  of  deaths 
from  all  causes. 

Number  of  deaths  from 
non-septic  causes. 

Percentage  of  deaths 
from  non-septic  causes 

Number  of  deaths  from 
septic  causes. 

Percentage  of  deatlis 
from  septic  causes. 

Uterine  fibroma. 

Uraemia. 

Meningitis. 

Phthisis. 

Pneumonia. 

|  Malaria. 

Smallpox. 

Bronchitis. 

|  Pericarditis. 

|  Erysipelas. 

Valvular  Disease. 

Peritonitis.  1 

Septicaemia. 

Metritis. 

1862  .... 

25 
37 
40 

41 

36 
29 
41 
48 
40 
35 
48 
4i 
79 
62 
102 
107 
114 
90 
70 
88 
75 
65 

E 
69 
102 
103 
122 

>43 
•59 

1 

4.00 

i- 

4.00 

1863  

1864  

z 
i 
1 

1 

2 
j 

1865   

■■ 

1866  

1867   

1868  

1 
1 

1 

3 

2-43 
2.09 

1 

2-43 
2.09 

187'  

1872  

2.09 

I 

2.09 

1873  

1874  

3 
1 

4 
1 

2 
2 
4 

2 

4 

3-79 
3.22 
0.96 

3-  73 
1.77 
2.22 
2.85 

4-  54 
2.66 
6.17 

1 

2 
1 

2 

1 

3 

3.22 

0.96 

i-77 
2  22 
1.48 
1. 19 
i-33 
4  01 

i*>75  

1876  

i«7T  

2 

1.87 

1878  

1879  

3 
1 

1.43 
3-4° 
i-33 
i-54 

1881  

1 
1 

1 

1 

1 

1882  .. 

1883  

1884  

1885  

1886  

1887  

1 

1 

1 

0 
2 
2 
1 

SB 
0.69 

1888  

2 
2 
z 

1.94 
1.94 

0.69 
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THE    1 '  PRESTON"   RETREAT.  "  1 

This  maternity  hospital  owes  its  origin  and  endowment  to  a 
bequest  in  the  will  of  Dr.  Jonas  Preston,  dated  "twelfth  of  the  fifth 
month,  1835."  The  item  of  the  will  making  the  bequest,  among 
other  things,  says:  "  It  has  long  been  my  opinion  that  there  ought 
to  be  a  lying-in  hospital  in  the  city  of  Philadelphia  for  indigent 
married  women  of  good  character,  distinct  and  unconnected  with 
any  other  hospital,  where  they  may  be  received  and  provided  with 
proper  obstetric  aid  for  their  delivery,  and  with  suitable  attendance 
and  comforts  during  the  period  of  weakness  and  susceptibility  which 
ensues,  continuing  ordinarily  about  four  weeks.  I  have  no  doubt 
that  there  is  often  much  suffering  and  loss  of  life  in  such  cases  from 
the  effects  of  ignorance  and  destitution,  and  I  think  an  establishment 
for  affording  the  required  assistance  well  deserves  a  place  among 
the  numerous  charities  which  attest  the  Christian  philantrophy  that 
characterizes  Philadelphia."  The  execution  and  carrying  out  in 
fullest  detail  this  beneficent  and  generous  bequest  fell  into  conscien- 
tious and  honest  hands.  Chief  among  the  organizers — those  who 
built,  equipped,  and  lined  out  the  policy  and  work  of  the  charity — 
was  Eli  K.  Price,  one  of  the  executors  named,  and  one  of  the  most 
eminent  lawyers  among  the  many  whose  names  adorn  the  roll  of 
the  Philadelphia  bar.  His  public  spirit,  enterprise,  and  knowledge 
of  affairs  placed  the  institution  on  a  solid  working  basis  and  secured 
to  it  a  wise  management.  The  institution  is  under  the  control  of  a 
board  of  managers  selected  for  high  character,  intelligence,  business 
capacity,  and  their  interest,  zeal,  and  enterprise  in  charitable  work. 

The  hospital  building  is  one  of  the  most  complete  for  its  pur- 
pose in  existence.  It  is  a  square  marble  building  of  four  stories, 
with  large  cruciform  corridors  throughout  the  length  and  width  of 
the  building.  The  puerperal  wards  are  so  placed  as  to  join  the 
building  proper  on  one  side  only,  all  approached  by  verandas  on 
the  sides  and  rear  of  the  house ;  these  are  enclosed  in  glass  revolv- 
ing sash.  The  wards  and  baths  are  entered  from  the  open  veran- 
das, so  constructed  as  to  give  a  circulating  atmosphere  between 
all  wards.  The  plumbing  is  in  piers  twelve  feet  from  building 
proper,  all  plumbing  fully  exposed  for  inspection  and  cleaning. 
There  is  no  plumbing  in  building  proper.  It  is  well  lighted,  thor- 
oughly ventilated  and  warmed  by  direct  radiation.  The  laundry 
is  located  on  the  grounds  at  some  distance  from  the  hospital  build- 
ing. On  the  ground-floor  of  the  hospital  are  located  the  dining- 
rooms  for  patients,  matron,  nurses  and  domestics,  also  sitting- 

1  There  have  been  1050  cases  without  a  death  from  any  cause,  including 
one  Porro  operation. 
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room  and  toilet  for  patients  awaiting  delivery.  On  the  second 
floor,  office  and  library,  four  large  wards,  delivery-room  for  same 
and  matron's  room.  On  third  floor  four  large  wards,  delivery- 
room  and  room  for  nurses.  On  fourth  floor  six  large  wards  for 
patients  awaiting  delivery,  and  also  rooms  used  by  domestics. 
Practically  patients  are  admitted  two  weeks  before  delivery,  and 
remain  four  weeks  after  delivery.  This  is  a  very  wise  and  humane 
feature  in  the  management,  for  it  gives  time  for  ill-fed,  weak  and 
broken-down  patients  to  regain  health  and  strength  sufficient  to 
withstand  the  sufferings  of  childbed.  And  the  extended  time  after 
delivery  arms  them,  through  careful  treatment,  healthful  food  and 
rest,  for  their  domestic  and  other  duties. 

Upon  admission  patients  go  direct  to  the  baths,  twelve  feet  from 
the  building  proper,  where  they  are  thoroughly  cleansed  by  soap- 
bath,  superintended  by  a  nurse.  Up  to  the  time  of  delivery  the 
soap-baths  are  repeated  twice  weekly.  Bowels  are  kept  soluble  ; 
nutritious  diet  supplied  ;  their  kidneys  and  general  condition  watched 
while  awaiting  delivery.  They  retire  at  an  early  hour  to  well- 
ventilated  wards,  furnished  with  single  iron  bedsteads  with  hair 
mattress  ;  toilet-room  on  same  floor  near  by.  After  rising  in  the 
morning  they  go  to  the  sitting-room  on  ground-floor,  where  they 
remain  throughout  the  day  ;  toilet  outside  of  building  in  close 
proximity  to  dining  and  sitting  rooms,  thus  avoiding  climbing  stairs 
through  the  day.  During  pleasant  weather  they  have  the  extensive 
grounds,  well  rilled  with  shade  trees,  to  stroll  over.  The  sitting- 
room  is  on  a  level  with  the  ground.  All  deliveries  take  place  in 
large,  well-lighted  and  well-ventilated  delivery-rooms,  all  sur- 
rounded by  large  corridors.  These  rooms  are  painted,  and  simply 
furnished  with  a  small  delivery-bed  on  rubber  castors,  and  a  small 
iron  bed  for  doctor  or  nurse — near  by  a  table  for  basin  and  pitchers, 
a  small  gas-stove  for  heating  water,  and  small  medicine  closet. 

Preparation  of  Patient,  Doctor  a?id  Nurse  for  the  Delivery-Room. 
— First,  patient  receives  a  thorough  soap-bath,  vaginal  douche  of 
mercury,  1-2000,  and  a  rectal  enema  of  soap-water,  clean  gowns, 
and  enters  the  delivery-room.  Physician  and  nurse  make  thorough 
toilet  with  water,  soap  and  brush,  which  they  repeat  after  entering 
the  delivery-room. 

But  few  examinations  are  made.  Patient  commonly  delivered 
on  her  left  side  ;  on  her  back  if  she  prefers  ;  on  her  back  if  instru- 
mental interference  is  necessary.  The  Crede  method  of  placental 
expression  is  always  practiced.  All  lacerations  are  closed  by  apply- 
ing the  Emmet  inside  method  of  suturing — silkworm-gut  is  pre- 
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ferred.  One  vaginal  douche  after  delivery  of  placenta,  1-2000  of 
mercury  ;  this  ends  all  douching.  The  pad  dressing  is  used  from 
about  four  to  six  days  ;  longer  if  necessary.  If  the  labor  has  been 
normal,  after  the  vaginal  and  external  toilet  she  is  wheeled  on  the 
delivery-bed,  from  which  all  soiled  articles  have  been  removed,  to 
the  ward  and  placed  in  a  new  straw  bed,  where  she  remains  for  ten 
days  ;  longer  if  necessary.  The  puerperal  wards  contain  five  beds, 
are  large  and  well  ventilated,  with  an  open  fire.  The  relay  system 
of  nursing  is  practiced.  All  patients  change  beds  thrice  while  in 
the  "retreat."  Single  hair  mattress  while  awaiting  delivery,  new 
straw  bed  for  ten  days  after  delivery,  and  a  wide  hair  mattress  in 
the  convalescent  ward.  The  nurses  are  required  to  practice  the 
strictest  cleanliness  ;  first,  in  their  own  person  and  toilet  ;  second, 
in  that  of  the  patient.  Each  nurse  has  her  own  bath  and  toilet 
appliances. 

The  nurses  are  instructed  not  to  spare  the  laundry.  No  wash- 
rags  or  sponges  are  permitted  in  the  building.  All  soiled  articles 
are  removed  from  the  wards  and  house  proper,  and  are  taken  to  the 
laundry  every  three  hours,  where,  without  delay,  they  undergo  a 
thorough  laundrying.  The  nurses  are  supplied  with  and  urged  to 
read  all  literature  relating  to  childbed  and  maternity  hospitals. 

All  the  care,  painstaking  and  refinements  practised  in  abdominal 
surgery  are  carried  into  every  detail  of  the  work  of  the  maternity. 

There  is  some  similarity  in  the  management  of  the  hospitals  of 
Germany  to  that  of  those  of  our  own  country,  as  shown  by  the 
following  interesting  and  instructive  report  : 

Regulations  in  Northern  Germany  to  Prevent  Childbed  Fever.1 

Confinement  Room. — Floors  of  asphalt ;  walls  for  six  feet  painted 
in  oil  ;  plumbing  receives  careful  attention.  The  floors  are  daily 
cleansed,  while  the  walls  and  floor  receive  especial  attention  after 
each  case  ;  some  hospitals  (Konigsberg)  using  a  3  per  cent,  solu- 
tion of  carbolic  acid. 

Each  room  is  supplied  with  steel  nail-cleaners,  scissors,  nail- 
brush and  soft-soap.  For  disinfection,  solutions  of  bichloride  or  of 
carbolic  acid  are  used. 

The  patient  usually  remains  in  the  bed  she  was  confined  on, 
which  is  taken  into  the  wards  as  soon  as  practicable.  The  bed- 
steads of  iron  are  readily  cleansed.    In  Gottingen  the  confinement- 


1  Klinisches  Jahrbuch,  Berlin,  1889.  1890,  1891. 


204 


Joseph  Price,  M.D. 


bed- is  of  wood  and  painted  white  ;  it  is  cleansed  with  a  5  per  cent, 
solution  of  carbolic  acid  after  each  case. 

The  mattresses  as  a  rule  are  new,  made  with  straw,  over  which 
is  placed  a  rubber  sheet ;  the  exception  is  in  Kiel,  where  they  use 
hair  mattresses  enveloped  in  a  rubber  cover,  which  is  cleaned  pre- 
vious to  and  after  using  with  carbolic  acid  or  bichloride  solutions. 
The  feather  pillows  and  woolen  blankets  are  treated  with  sulphur- 
ous vapors  after  the  usual  washing  process. 

Clean  linen  cloths  are  used  to  catch  the  lochia  ;  or  in  Gottingen, 
one-metre-square  clean  straw  pillows  or  sublimate  wood-wool  ;  of 
principal  importance  is  the  frequent  changing  of  these  pads.  In 
Konigsberg  the  changes  are  from  twenty  to  thirty  during  labor,  and 
the  first  few  days  after,  six — later  four  to  two — changes  daily. 

Pregnant  women  are  taught,  while  waiting,  the  great  necessity 
of  cleanliness  and  instructed  how  to  keep  themselves  clean.  When 
labor  begins,  the  patient  receives  a  warm  bath  and  clean  clothes. 
During  or  after  the  bath  the  genitalia  are  thoroughly  cleaned  and 
shaved  ;  usually  a  disinfecting  vaginal  injection  is  used  after  the  one 
of  soap  and  water. 

In  Marburg  the  preliminary  vaginal  douche  with  sublimate  is 
only  omitted  in  cases  of  pronounced  anaemia,  placenta  praevia,  or 
nephritis. 

If  the  labor  is  prolonged,  a  vaginal  douche  is  usually  given 
after  examinations.  The  exceptions  are  that  in  Breslau  and  Konigs- 
berg they  are  given  before  and  after  an  examination,  while  in 
Greifswald  no  injections  are  used  after  the  first  1-1000  bichloride. 
During  labor  no  injections  are  given. 

Intra-uterine  injections  are  given  of  2  1-2  to  3  per  cent,  solution 
of  carbolic  acid  o?ily  after  intra-uterine  manipulations  have  been  nec- 
essary. 

After  completion  of  labor  and  before  the  patient  is  removed  to 
the  ward,  another  vaginal  douche  is  given.  After  this  the  main 
object  is  to  keep  the  patient  and  surroundings  in  an  aseptic  condi- 
tion ;  all  examinations,  injections,  etc.,  are  proscribed. 

For  clinical  instructions  the  patient  is  never  submitted  during  the 
first  ten  to  twelve  days  to  internal  examinations. 

In  pathological  conditions  it  may  become  necessary  for  the  phy- 
sician to  examine  ;  also  the  use  of  injections  may  become  urgent. 

The  external  genitals  are  usually  cleansed  with  a  stream  of  water 
twice  daily.  The  nurse  is  never  allowed  to  touch  the  parts  with  her 
fingers.  The  patient  or  a  disinfected  person  may  remove  with  the 
aid  of  a  wad  of  cotton  any  clots  or  debris. 
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The  irrigator  consists  of  glass,  and  is  used  only  for  the  one 
patient ;  when  the  patient  leaves,  it  is  destroyed. 

The  wards,  containing  usually  four  beds,  are  cleansed  in  the  fol- 
lowing manner  :  Aired  thoroughly  one  day,  then  the  night  follow- 
ing doors  and  windows  are  closed,  and  the  room  fumigated  with  a 
half-kilogramme  of  sulphur  ;  then  aired  again  ;  then  the  floors,  walls, 
and  furniture  washed  with  3  per  cent,  solution  of  carbolic  acid. 
After  this  another  airing  for  a  half-week. 

Patients  with  high  temperatures  are  isolated  in  Halle. 

The  students  are  usually  instructed,  particularly  in  the  early 
part  of  the  course,  regarding  the  importance  of  asepsis  and  disinfec- 
tion. 

Their  conscience,  honor,  and  humanity  are  appealed  to.  Most 
clinics  have  printed  rules,  which  are  distributed  to  each  student  to 
prevent  any  excuse  from  ignorance. 

Those  who  have  attended  cases  of  septic  infectious  diseases — 
erysipelas,  scarlet  fever,  pyaemia — are  not  permitted  to  enter  the 
maternity  wards. 

In  Breslau  the  student  pursuing  pathological  or  anatomical 
studies  must  disinfect  and  relinquish  such  studies  for  one  day  before 
he  can  attend  a  labor  case.  In  Bonn,  Konigsberg,  Charite  in  Berlin, 
the  limit  is  twenty-four  hours  ;  in  Greifswald,  thirty-six ;  in  Halle 
and  Kiel,  forty-eight  ;  and  in  Gottingen,  four  days. 

In  the  Frauenklinik  in  Berlin  and  in  Marburg  those  are  not 
allowed  to  enter  the  maternity  who  attend  any  operating  courses  ; 
general  practitioners  are  also  excluded. 

Fritsch  in  Breslau  desires  to  arrange  it  that  the  student  cannot 
study  obstetrics  and  pathological  anatomy  in  the  same  year.  On 
the  other  hand,  Kaltenbach  in  Halle  calls  attention  to  his  good  re- 
sults in  spite  of  having  had  a  clinic  of  143  students,  most  of  whom 
had  at  the  same  time  taken  surgical  operating  courses. 

The  student  who  receives  charge  of  a  patient  is  the  only  one 
permitted  to  examine,  except  the  director  or  assistant  physician  of 
the  hospital. 

In  order  to  insure  cleanliness  of  clothing,  each  student  is  expected 
to  exchange  his  coat  and  vest  for  a  linen  duster,  furnished  and 
washed  at  the  hospital ;  in  addition  to  this,  he  is  expected  to  wear 
such  clothing  which  has  not  been  worn  at  any  pathological  rooms 
or  near  infectious  diseases. 

Before  each  examination  the  arms  and  hands  must  be  thoroughly 
scrubbed  (warm  water  and  soap),  then  with  a  disinfecting  solution. 
The  time  for  disinfection  of  hands  varies  :    Halle,  half-minute  ; 
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Marburg,  one  minute  ;  Bonn,  two  to  three  minutes  ;  Charite,  three 
minutes.  The  examining  hand  is  not  dried,  and  either  used  as  it  is 
or  anointed  with  a  disinfecting  substance  ;  Griefswald,  10  per  cent, 
of  carbolic  vaseline ;  in  the  Charite,  sublimate  glycerin ;  in  Halle, 
sublimate  vaseline ;  in  Gottingen,  a  mixture  of  iodoform  and  5  per 
cent,  solution  of  carbolic  acid. 

Should  the  student  place  his  hands  into  his  pockets,  or  touch 
objects  about  the  room,  before  examining  the  patient,  he  must  again 
disinfect  himself. 

In  order  to  trace  any  source  of  infection  to  its  origin,  each 
student  must  enter  his  name  in  a  book ;  the  penalty  is  exclusion 
from  the  maternity  for  a  long  period  of  time. 

The  satisfactory  results  under  this  regime  have  become  apparent 
when  comparisons  are  made  with  the  results  of  the  maternity  at 
Vienna,  which  has  been  governed  by  the  theory  of  Semmelweiss 
for  nearly  a  space  of  fifteen  years — 1 847-1 861 — the  mortality  of 
child-bed  fever  has  never  been  less  than  3.31  percent,  (after  Hirsch), 
while  1  per  cent,  is  considered  reprehensible. 

In  Greifswald,  in  the  four  years  from  April  1,  1883,  to  1887,  there 
were  576  births,  with  2  fatal  cases  of  puerperal  fever — 0.35  per  cent. 

In  the  Charite,  in  three  and  a  half  years — 1884  to  the  first 
half  of  1887 — there  were  4800  cases.  Some  of  these  entered 
suffering  from  sepsis,  with  13  deaths,  or  0.27  per  cent. 

In  Konigsberg,  during  the  year  1886,  there  were  405  cases;  no 
fever. 

In  Halle,  during  five  years — 1882— 1886 — there  were  1244  births, 
and  aside  from  one  case  brought  in  septic,  there  was  but  one  death 
from  the  fever  (2),  and  up  to  the  time  of  publication  there  were  an 
additional  60  or  70  births  with  no  fever. 

In  Kiel,  during  four  years — 1883-1886 — there  were  673  births; 
no  fever. 

We  submit  some  of  the  statistics  of  German  work. 

Extract  from  an  article  of  Leopold  and  Pautzer  (Archiv.  fr.  Geb- 
urtshulfe,  Band  xxxviii.,  1890).  The  fourth  article  for  the  prevention 
of  puerperal  fever.     {Frauenklinik  in  Dresden,  Germany). 

The  authors  feel  sure  that  the  education  on  the  subject  of  asepsis 
is  often  faulty  among  the  midwives,  whose  idea  of  surgical  cleanli- 
ness is  indefinite,  not  even  including  clean  finger  nails.  This  has 
become  especially  emphasized  by  the  results  of  an  experiment  which 
was  carried  out  in  January,  1889.  The  time  of  service  in  the  con- 
finement wards  was  to  be  divided  alternately  between  two  assistants, 
each  serving  a  month.    This  was  meant  to  avoid  over-taxation. 
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A.  was  to  serve  in  the  months  of  January,  March,  and  May  ;  B. 
in  February,  April,  and  June. 

A.  during  January  was  continuously  struggling  with  the  results 
of  infection,  in  spite  of  the  limited  number  of  examinations. 

When  B.  came  on,  {he  cases  of  fever  were  remarkably  diminished. 
March,  however,  brought  again  the  same  state  of  affairs  during  A's. 
service — to  be  again  checked  by  B.  in  April.  From  this  time  all 
cases  did  well. 

In  the  year  1889  there  were  1276  confinements,  operative  meas- 
ures being  necessary  in  206,  making  16  per  cent.  There  were  13 
deaths,  or  1.02  per  cent. 

1.  340. — Phthisis;  purulent  pleuritic  effusion. 

2.  320. — Eclampsia  ;  chronic  parenchymatous  nephritis. 

3.  1 1 98. — Eclampsia  ;  hyperaemiaof  pia  mater  and  brain;  anaemic 
heart  ;  oedema  of  lungs  ;  acute  croupous  pueumonia  of  the  right 
upper  lobe  ;  fatty  degeneration  of  the  cortex  of  the  kidney  ;  no 
nephritis. 

4.  1079. — Epilepsy.  Sudden  death  during  an  epileptic  attack  ; 
Caesarean  section  ;  child  asphyxiated  ;  brown  atrophy  of  the  heart  ; 
oedema  of  the  lungs  ;  congestion  of  the  brain,  but  no  local  lesion. 

5.  358. — Transverse  presentation,  delayed  diagnosis.  Embryot- 
omy. ;  rupture  of  the  uterus  ;  haemorrhage.  Post-mortem  :  atrophy 
and  fatty  degeneration  of  the  heart ;  anaemia ;  small  tumor  of  the 
spleen.  ., 

6.  525. — Marked  case  of  kyphoscoliosis;  rupture  of  the  uterus ; 
cranicolastic  perforation  ;  haemorrhage  into  the  retro-peritoneal 
cavity. 

7-  653- — Rupture  of  the  uterus  before  admission  ;  haemorrhage 
into  the  abdominal  cavity. 

8.  1229. — Transverse  presentation;  embryotomy;  rupture  of 
the  uterus  ;  haemorrhage  into  the  abdominal  cavity. 

9.  432. — Adherent  placenta  ;  manual  removal;  total  relaxation 
of  the  uterus  ;  death  from  haemorrhage. 

10.  549. — Caesarean  section  (vera  6}4  cm.);  death  on  the 
seventh  day.  Post-mortem  :  general  anaemia  ;  haemorrhage  into 
the  abdominal  cavity. 

The  three  remaining  deaths,  due  to  infection  occurred  during 
the  three-and-a-half  months  in  which  injections  were  used. 

1.  225. — Was  not  examined  in  the  confinement-room  ;  investi- 
gation proved  that  she  had  been  examined  by  another  pregnant 
woman  in  the  house. 

The  last  two  could  be  traced  to  clinical  sources. 
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2.  79. — Normal  labor;  septic  endometritis;  abscess  of  the 
lungs. 

3.  288. — Examined  once  by  ex/ernes;  a  4  cm.  vaginal  tear  was 
not  sewed  by  the  assistant  (forgotten  ?).  Endometritis ;  salpin- 
gitis ;  oophoritis  ;  peritonitis  ;  death. 

The  authors  insist  that  their  experience  has  led  them  to  con- 
clude that  by  personal  cleanliness,  including  patient,  doctor  and  mid- 
wife, and  abolishing  all  douches  in  normal  labor  cases,  not  only 
was  there  less  or  almost  no  rise  in  temperature,  but  vaginal  and 
peritoneal  tears  became  less  frequent.  From  April,  1889,  to  the 
middle  of  March,  1890,  1,123  confinements;  1,014  had  no  rise 
above  380  C. — this  in  contradistinction  to  the  year  previous,  1,326 
cases;  1,101  without  fever. 

There  was  great  care  taken  to  keep  the  external  genitalia  clean. 


Number  of  Births  in  the  Maternity  of  Dresden,  and  a  List  of 
Accompanying  Operations. 


1889. 

1888. 

1887. 

1886. 

1,276 

1.369 

1,388 

1,387 

Percentage  of  deaths  (No.  for  1889,  13) 

1.02 

1.09 

1 

1 

Percentage  of  infection  from  clinical  sources 

0.15 

0.29 

0.07 

0.14 

Operations  for  year  1889=203=16  per  cent,  as  follows: 

Forceps,  including  three  attempts 

31 

26 

27 

52 

Version  and  extraction  .... 

32 

31 

33 

35 

26 

49 

32 

28 

Manual  removal  of  adherent  placenta  . 

26 

J3 

8 

7 

Craniotomy   1  in  the  after- coming  head) 

16 

16 

17 

Caesarean  section  1  after  death)  .... 

8 

1 

5 

10 

Induced  premature  labor  

6 

13 

24 

12 

Removal  of  remains  from  abortion 

9 

21 

14 

Embryotomy  

4 

Reposition  of  prolapsed  cord  .... 
"        "         "      arm  .... 

3 

3 

Puncture  of  an  ovarian  tumor  .... 

1 

Incision  of  atresia  hymenalis  .... 

Removal  of  hydatiform  mole  .... 

Repair  of  cervical  tears  ..... 

*7 

9 

'6 

14 

Vaginal  and  perineal  rupture  repaired 

22 

17 

17 

18 

705 

201 

189 

207 

9 

6 

10 

10 

7 

18 

5 

204  contracted  pelves,  conjugate  vera,  9  centimetres 

47 

less  than          9  " 

'57 

94 

Present  Status  of  Obstetrics. 
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NOTE  ON  LACERATIONS  OF  THE  CERVIX  UTERI.1 
By  Graily  Hewett,  M.  D., 

London. 

Observation  has  convinced  me  that  lacerations  of  the  cervix 
uteri,  due  to  parturition,  give  rise  to  severe  and  troublesome  symp- 
toms in  the  majority  of  cases. 

One  of  the  most  important  of  the  effects  of  these  lacerations  ap- 
pears to  be  the  interference  with  circulation  of  blood  and  lymph  in 
the  cervix,  resulting  from  the  accident,  for  one  of  the  most  striking 
effects  of  the  operation  of  trachelorraphy  is  the  rapid  diminution  in 
the  size  and  swelling  of  the  cervix. 

The  enlargement  of  the  Nabothian  follicles  observed  in  most 
cases  of  cervical  laceration  is  another  noteworthy  effect,  in  great 
part  due  to  the  disturbed  circulation  in  the  cervical  vessels.  The 
tension  produced  by  the  distended  Nabothian  follicle  appears  to  be 
one  great  cause  of  the  persistent  discomfort  present  in  many  cases 
of  cervical  laceration,  as  is  shown  in  the  fact  that  this  discomfort  is 
generally,  for  a  time  at  all  events,  relieved  by  puncture  of  the  en- 
larged follicles. 

This  palliative  operation  has  to  be  frequently  repeated  in  cases 
where  the  radical  operation  is,  for  one  reason  or  other,  not  admis- 
sible. 

Another  effect  produced  by  cervical  laceration  is  a  more  or  less 
constant  cellulitis,  or  endo-cervicitis,  due,  no  doubt,  to  partially  sep- 
tic inflammation  caused  by  the  abraded  or  raw  surface,  and  result- 
ing in  more  or  less  constant  lymphangitis  and  endo-cervicitis.  These 
latter  effects  may  be  present  in  a  marked  degree  in  cases  where  the 
laceration  extends  to  a  slight  depth  as  well  as  in  cases  where  the 
laceration  has  been  deeper.  A  very  important  element  in  most 
cases  of  cervical  laceration  is  the  eversion  of  the  os  uteri,  which 
occurs  more  or  less  in  different  instances.    The  delicate  surface  of 

i  Dr.  Walter  B.  Chase,  of  Brooklyn,  who  read  Dr.  Hewett's  paper,  said  that 
during  last  summer,  while  preparing  a  paper  on  the  ;'  Genesis  of  Cancer  of  the 
Cervix  Uteri,"  he  requested  Dr.  Hewett's  opinion  as  to  cervical  laceration  as  a 
factor  in  its  development,  but  as  the  reply  was  not  received  until  after  the  read- 
ing of  the  paper  before  the  Brooklyn  Gynaecological  Society,  he  took  pleasure 
in  presenting  it  to  the  Medical  Society  of  the  State  of  New  York,  for  the  reasons 
that  any  paper,  however  brief,  from  one  so  eminent,  would  be  most  acceptable 
to  the  Society,  and  that  from  the  American  standpoint  it  would  be  seen  that 
Dr.  Hewett  had  practically  accepted  the  doctrines  of  Dr.  Thomas  Addis 
Emmet,  an  honored  member  of  this  Society. 
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the  lower  part  of  the  cervical  canal  is  thus  exposed  to  friction  during 
intercourse  and  during  walking  or  standing,  the  results  being  that 
the  surface  becomes  inflamed  and  in  a  so-called  "  ulcerated  "  state. 
The  os  uteri  is  often  also  greatly  hypertrophied  on  one  or  both 
sides  of  the  laceration. 

Eversion  of  the  os  may,  however,  occur  without  laceration  as  a 
consequence  of  abnormalities  of  the  cervical  circulation,  and  in  cases 
where  there  has  been  no  laceration.  It  may  occur  even  in  women 
who  are  unmarried  and  in  nultipara  ;  the  most  frequent  cause  of 
the  eversion  in  nultipara  being  chronic  uterine  flexion.  Eversion 
leads  to  hypertrophy,  but  the  eversion  is  also  true,  for  hypertrophy 
may  occasion  eversion. 

Cicatricial  infiltration  of  the  tissues  at  the  deepest  part  of  the 
laceration  is  a  well-known  effect  of  laceration,  and  the  constant 
pressure  on,  and  compression  of  nerve  tissue  thus  produced,  no 
doubt  give  rise  to  a  good  deal  of  the  suffering  present  in  such  cases. 

As  regards  the  influence  of  cervical  laceration  in  predisposing  to 
cancer  of  the  cervix,  it  appears  to  me  exceedingly  difficult  to  pro- 
duce data  of  a  reliable  character  for  solving  the  question.  My  ex- 
perience has  shown  me  that  cancer  of  the  cervix  is  far  more  likely 
to  occur  in  women  who  are  married,  or  who  practice  sexual  inter- 
course, than  in  virgins.  This  would  favor  the  belief  that  physical 
injury  to  the  cervix,  such  as  would  be  liable  to  occur  from  inter- 
course or  from  actual  parturient  laceration,  might  decidedly  predis- 
pose to  cancer  of  the  cervix.  I  have  as  yet,  however,  not  seen  a 
case  in  which  parturient  laceration  could  be  indubitably  assigned 
as  the  cause  of  cervical  cancer. 

Doubts  have  been  expressed  as  to  the  utility  of  the  radical  oper- 
ation for  cervical  laceration.  I  am,  nevertheless,  convinced  from 
the  results  obtained  in  several  severe  cases,  that  the  operation  is  in- 
dicated inasmuch  as  it  is  generally  successful  in  removing  chronic 
discomforts  traceable  to  the  associated  pathological  conditions  above 
described,  in  relation  to  the  free  circulation,  in  preventing  the  ever- 
sion, inflammatory  and  other  consequences,  and  in  removing  the 
hypertrophy  of  the  lips  of  the  os  uteri.  Further,  as  there  seems  to 
be  reason  to  fear  that  cancer  of  the  cervix  may  result  from  a  chronic, 
irritated  condition  of  the  os  uteri,  such  as  is  observed  in  cases  of 
laceration,  these  constitute  an  additional  argument  for  the  perform- 
ance of  the  radical  operation  of  trachelorraphy. 
London,  October  3,  1891. 
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TAMPONADE  OF  THE  UTERUS.1 
By  H.  C.  Coe,  M.D.. 

New  York. 

In  order  to  insure  brevity,  I  shall  confine  myself  mainly  to  sim- 
ply emphasizing  a  few  practical  points  on  which  I  would  invite 
discussion,  omitting-  theoretical  details. 

The  older  members  of  the  association  can  recall  the  fact  that  it 
was  the  common  practice  at  the  Woman's  Hospital  to  tampon 
a  large  flabby  uterus  after  enucleation  of  a  sessile  fibroid.  This 
was  long  before  we  used  iodoform  gauze  for  any  purpose  except  as 
an  occasional  dressing  for  external  wounds,  and  its  introduction 
within  a  viscus  or  cavity,  above  all  the  peritoneal,  would  have 
been  regarded  as  a  most  unsurgical  procedure,  opposed  to  the  first 
principle  to  be  observed  in  the  treatment  of  wounds — to  secure 
good  drainage.  The  intra-uterine  tampon  which  I  always  remem- 
ber seeing  used  consisted  of  small  bits  of  cotton,  without  strings, 
packed  in  tightly  and  left  in  situ  for  two  or  three  days  until  there 
began  to  be  a  discharge,  when  they  were  removed,  always  with 
considerable  difficulty.  There  was  great  danger  of  leaving  one  or 
more  of  these,  with  a  fatal  result,  as  I  observed  in  two  cases  during 
my  service  as  house-surgeon.  Of  course  this  method  was  most 
faulty  and  reprehensible.  With  our  present  light  we  know  that  it 
would  have  been  better  to  use  no  tampon  at  all  rather  than  such  an 
one. 

The  application  of  a  tampon  within  the  uterine  cavity  for  any 
other  purpose  than  the  one  mentioned  was  regarded  as  unjustifi- 
able, if  we  except  the  plug  of  styptic  cotton  that  was  used  by  Sims 
after  posterior  section,  which  was  superseded  by  the  glass  stem. 
The  late  Dr.  Hunter,  however,  always  preferred  to  maintain  the 
patency  of  the  canal  by  means  of  a  plug  of  iodoform  gauze  after 
excision,  or  amputation.*  of  the  cervix — a  method  which  is  open  to 
grave  objections,  since  it  was  frequently  followed,  even  in  his  skil- 
ful hands,  by  stenosis,  which  required  a  second  operation  for  its 
relief.  This  was.  of  course,  not  an  intra-uterine  tampon  in  the  true 
sense  of  the  term.  Vulliet  called  attention  to  the  ease  and  safety 
with  which  dilatation  and  patency  of  the  cervical  canal  could  be 
maintained  by  the  persistent  use  of  small  cotton  tampons,  for  pur- 
poses of  diagnosis  and  treatment.     Polk,  following  German  author- 

1  Read  at  the  Seventh  Annual  Meeting  of  the  Alumni  Association  of  the 
Woman's  Hospital. 
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ities,  has  on  several  occasions  advocated  the  use  of  the  intra-uterine 
tampon,  first  in  the  treatment  of  acute  septic  endometritis  and  re- 
cently in  that  of  chronic  endometritis.  His  paper  on  the  former  sub- 
ject was  largely  theoretical  and  did  not  commend  itself  generally,  but 
his  favorable  experience  with  this  treatment  in  chronic  endometritis 
has  been  that  of  quite  a  number  of  gynaecologists,  though  few,  if  any, 
have  tested  it  so  thoroughly.  Within  the  past  year  or  two  Ameri- 
can obstetricans  have  confirmed  the  statements  of  foreign  writers 
with  regard  to  the  great  value  of  the  gauze  tampon  in  the  treatment 
of  haemorrhage  after  abortion  and  delivery  at  term,  due  to  atony  of 
the  uterus. 

1  would  only  add  to  the  testimony  in  these  various  directions  and 
commend  to  your  earnest  attention  this  simple  and  efficient  method 
of  treatment  which  deserves  general  recognition.  Even  the  most 
conservative  of  my  hearers  will  admit  that  we  have  hitherto  cher- 
ished an  almost  superstitious  fear  of  invading  the  uterine  cavity,  a 
fear  which  has  been  removed  since  we  have  come  to  understand 
that  sepsis,  not  traumatism,  is  the  danger  to  be  avoided  in  all  gynaeco- 
logical treatment. 

The  various  uses  of  the  tampon  may  be  summarized  as  follows  : 
i.  To  control  haemorrhage;  (a)  from  the  non-puerperal  uterus 
after  the  removal  of  either  benignant  or  malignant  growths ;  (6) 
from  the  puerperal  uterus,   either   after  abortion  or  after  deliv- 
ery at  term. 

2  To  promote  uterine  contraction  ;  (a)  in  non-puerperal  cases 
after  curretting  or  the  removal  of  morbid  growths,  where  the 
organ  remains  large  and  flabby  and  haemorrhage  is  feared, 
and  immediate  contraction  is  important.  The  same  principle  obtains 
in  cases  of  subinvolution,  in  which  the  repeated  application  of  the 
tampon  stimulates  the  uterus  to  contraction,  causing  a  permanent 
diminution  in  its  size  ;  (6)  in  puerperal  cases,  as  above  mentioned, 
when  the  presence  of  a  foreign  body  within  the  uterus  stimulates 
the  organ  more  powerfully  than  the  astringent  injection  ordinarily 
employed. 

3  To  promote  healthy  granulation  of  the  raw  surface,  left  after 
curetting  and  the  removal  of  neoplasm. 

4  To  secure  permanent  dilatation  of  the  cervical  canal,  thus 
favoring  drainage. 

I  shall  present  brief  notes  of  a  single  case  under  each  of  the 
above  headings  with  comments. 

Case  I. —  Enucleation  of  large  sessile  fibroid  (Pt.  in  the  Woman's 
Hospital  under  the  care  of  Dr.  George  Keith,  the  house-surgeon.) 
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Uterine  tumor  extended  above  the  umbilicus.  Entire  removal  by  mor- 
cellement,  with  scissors.  The  patient  was  a  maiden  lady  with  a  rigid 
introitus,  necessitating  deep  incision  of  perineal  body.  Unfortunately 
the  sphincter  and  an  inch  of  the  rectal  wall  were  torn,  which  later 
proved  to  be  a  serious  complication,  as  it  was  impossible  to  utilize 
the  bowel  for  giving  nourishment.  Considerable  haemorrhage  after 
removal  of  the  growth,  promptly  controlled  by  a  tampon  of  iodo- 
form gauze,  which  was  left  in  situ  for  three  or  four  days,  drainage 
being  good.  The  patient  did  well  at  first,  but  the  perineal  wound 
sloughed,  she  could  not  retain  nourishment,  and  eventually  died 
from  exhaustion  at  the  end  of  three  or  four  weeks. 

Case  II.— Accidental  haemorrhage  during  labor  at  term.  The 
patient  was  seen  in  consultation  with  Dr.  Marx  (who  expects  to  re- 
port case  in  full).  Premature  detachment  of  the  placenta  after  the 
head  was  on  the  perinaeum.  Rapid  delivery  of  a  live  child  with 
forceps,  followed  by  frightful  post-partum  haemorrhage,  which  was 
controlled  after  other  means  failed  by  introducing  one  hand  within 
the  uterus  and  keeping  it  there  for  an  hour.  When  the  hand  was 
removed  the  bleeding  recommenced.  When  I  saw  the  patient  her 
pulse  could  barely  be  felt.  Uterus  at  once  tamponed  with  gauze, 
absolutely  controlling  the  bleeding.  I  infused  800  c.  c.  of  warm 
salt  solution  into  the  median  vein  with  good  effect.  Pulse  came  up 
and  patient  lived  seven  days,  dying  of  septic  endometritis,  which 
possibly  would  have  been  avoided  if  the  gauze  tampon  had  been 
introduced  at  once  after  emptying  the  uterus. 

Case  III. — Patient  referred  to  Cancer  Hospital  with  possible 
diagnosis  of  carcinoma  corporis  uteri.  Profuse  menorrhagia, 
but  no  metrorrhagia  or  discharge.  Uterus  four  inches  in  depth  and 
flabby.  Thorough  curetting  with  sharp  instrument  under  ether.  A 
quantity  of  ordinary  granulations  were  removed  and  astringent 
applications  to  the  endometrium  were  made  and  frequently  repeated 
subsequently.  Relief  for  six  months,  when  the  patient  reentered 
the  hospital  flowing  nearly  all  the  time.  Thorough  dilatation  with 
tupelo-tents  and  digital  exploration,  revealing  only  endometritis 
fungosa.  Uterus  in  normal  position  and  no  disease  of  the  adnexa. 
Thorough  scraping  with  sharp  curette,  irrigation  and  tampon  of 
iodoform-gauze,  which  was  left  in  situ  for  three  days,  then  removed, 
the  cavity  irrigated  and  afresh  tampon  inserted.  This  was  repeated 
three  or  four  times  for  two  weeks,  at  the  end  of  which  time  the 
patient  was  discharged,  her  uterus  being  at  least  an  inch  smaller 
and  the  cervical  canal  thoroughly  dilated.  She  has  not  flowed  since 
(about  four  months). 
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Case  IV. — Blight's  disease,  with  hydramnios,  labor  induced  at 
eighth  month.  Seen  in  consultation  with  Dr.  Banks,  ofEnglewood. 
The  uterus  was  much  dilated  and  its  walls  so  thinned  that  it  was  for 
some  time  doubtful  if  the  foetus  was  not  in  the  abdominal  cavity. 
Labor  induced.  Entire  absence  of  uterine  contractions;  cervix  so 
rigid  that  it  was  necessary  to  make  multiple  incisions;  placenta 
praevia  marginalis,  firmly  adherent,  so  that  it  was  dug  out  piecemeal. 
After  working  an  hour,  I  succeeded  in  emptying  the  uterus,  and 
immediately  after  stuffed  it  with  iodoform  gauze,  which  caused  it  to 
contract  for  the  first  time  and  completely  controlled  the  haemor- 
rhage. The  patient  succumbed  to  the  shock  of  the  operation,  which 
was  the  most  difficult  obstetric  procedure  that  I  have  ever  been 
called  upon  to  perform.  She  lost  comparatively  little  blood,  thanks 
to  the  pressure  of  the  tampon. 

Case  V. — Complete  atony  of  the  uterus,  post-partum  haemorrhage. 
Lingering  labor,  with  imperfect  uterine  contractions  ;  child  delivered 
with  forceps  and  resuscitated  with  difficulty  ;  uterus  atonic,  placenta 
adherent  and  removed  manually,  followed  by  profuse  post-partum 
haemorrhage.  After  trying  hot-water  injections  without  results  I 
introduced  a  gauze  tampon  which  promptly  arrested  the  bleeding 
and  stimulated  the  uterus  to  contract,  which  it  did  slowly,  forcing 
out  the  tampon  the  next  day.  The  patient  was  in  a  desperate  con- 
dition, but  rallied  by  hypodermics  and  made  a  good  recovery  with- 
out rise  of  temperature.  The  gauze  did  not  interfere  with  perfect 
union  of  perineal  wound. 

Case  VI. — Carcinoma  corporis  uteri.  Brief  reference  to  a  single 
illustrative  case  shows  the  plan  adopted  by  me  at  the  Cancer 
Hospital.  I  never  make  a  positive  diagnosis  of  malignant  disease 
of  the  corporeal  endometrium  without  making  digital  exploration  and 
removing  tissue  for  microscopical  examination.  Mrs.  M.,  private 
patient,  referred  to  me  by  Dr.  Heydecker.  In  good  general  condi- 
tion, only  slight  haemorrhage  and  no  foul  discharge ;  constant  pain 
through  pelvis  and  pressure-symptoms.  Preliminary  examination 
shows  a  uterus  the  size  of  a  large  orange,  apparently  fibroid. 

Dilatation  with  tupelo  tents,  digital  exploration  under  ether. 
Several  cauliflower  masses  were  felt  near  the  fundus,  which  were 
removed  for  examination  ;  haemorrhage  moderate.  A  tampon  of 
iodoform  gauze  was  introduced  and  left  in  situ  for  two  or  three  days, 
checking  bleeding  and  promoting  drainage  ;  no  reaction.  Laparo- 
vaginal  hysterectomy  was  performed  a  few  days  later,  and  an  exami- 
nation of  the  specimen  showed  that  there  was  a  healthy  granulat- 
ing surface  at  the  site  of  the  removed  growths.    Owing  to  the  dila- 
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tation  of  the  cervix,  secured  by  the  presence  of  the  gauze,  it  is  easy  to 
insert  an  intra-uterine  tampon  previous  to  the  operation — an  impor- 
tant aseptic  measure.  It  is  not  necessary  to  cite  a  special  case  to 
illustrate  the  fourth  advantage  of  the  tampon-drainage,  as  that  has 
already  been  covered.  I  might  cite  cases  of  tamponade  after  curet- 
ting of  the  puerperal  septic  uterus,  but  it  would  extend  this  paper 
unduly.  The  same  principle  obtains — the  promotion  of  granulation 
and  drainage.  It  would  hardly  seem  necessary  to  comment  on 
these  cases,  were  it  not  for  the  opinion  which  seems  to  prevail  in 
the  minds  of  some  gynaecologists  (and  not  the  ultra-conservatives 
either)  that  the  gauze  tampon  prevents  drainage,  and  therefore  is  to 
be  either  not  used  at  all,  or  only  in  puerperal  cases.  I  cannot 
understand  this  line  of  reasoning  on  the  part  of  men  who  drain 
cavities  (and  above  all  the  peritoneal,  where  drainage  is  up-hill)  with 
gauze.  Evidently  their  objection  is  based  on  the  fact  that  they  think 
that  the  cervical  canal  is  entirely  occluded  by  the  gauze.  This  is  not 
the  case  when  it  is  properly  used.  Two  conditions  are  assumed  to  be 
present  in  every  case  suitable  for  tamponing;  a  uterine  cavity  of  some 
size  and  dilatation  of  the  cervix,  nearly  or  quite  sufficient  to  admit 
the  index-finger.  The  cavity  of  the  uterus,  not  of  the  cervix,  is 
tamponed,  a  single  strip  of  gauze  being  allowed  to  protrude  from 
the  os.  It  does  not  seem  necessary  for  me  to  point  out  the  absurd- 
ity of  the  objection  before  such  a  trained  audience.  You  know 
perfectly  well,  as  practical  gynaecologists,  that  the  value  of  any 
method  of  treatment  is  tested  not  by  the  manner  in  which  it  coincides 
with  a  preconceived  pathological  theory,  but  by  its  actual  clinical 
Tesults.  A  word  as  to  the  technique.  I  use  iodoform-gauze  (10  or 
15  per  cent.)  in  two  forms — in  good-sized  pieces,  and  in  narrow 
strips  rolled  into  bandages.  The  former  are  employed  in  cases  of 
post-partum  haemorrhage,  the  latter  in  non-puerperal  cases,  in 
which  rapid  introduction  is  not  necessary.  A  patient  with  post- 
partum haemorrhage  might  bleed  to  death  while  one  is  deliberately 
reeling  off  a  narrow  strip  of  gauze  as  if  packing  the  pelvic  cavity. 
There  is  no  time  for  deliberation  under  these  circumstances;  the 
•gauze  must  be  crammed  into  the  uterus  a  handful  at  a  time.  On 
the  other  hand  it  is  introduced  into  the  non-puerperal  uterus  after 
divulsion  and  curetting,  with  a  small  pair  of  curved  forceps,  a  little 
at  a  time,  and  carefully  packed  in  such  a  way  as  to  come  in  con- 
tact with  the  entire  surface. 

It  can  be  safely  left  for  two  or  three  days,  or  even  longer,  and  can 
be  at  once  replaced  by  fresh,  if  desired,  after  an  intra-uterine  injection 
has  been  given.    As  regards  the  preparation  and  preservation  of  the 
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gauze,  the  same  precautions  should  be  observed  as  in  abdominal 
surgery.     [Forceps  and  glass  irrigating-tube  shown.  ] 

The  contra-indications  to  this  method  of  treatment  need  not  be 
mentioned  before  Alumni  of  the  Woman's  Hospital,  who  have 
learned  under  what  circumstances  (the  presence  of  subacute  in- 
flammation of  the  parametria  and  adexa)  intra-uterine  medication 
is  unjustifiable. 

I  have  omitted,  as  not  bearing  directly  upon  the  subject,  any 
allusion  to  the  valuable  aid  afforded  by  the  gauze-tampon  as  a  sub- 
stitute for  tents  and  Barnes'  bags  in  dilating  the  cervix,  either 
to  induce  labor  before  the  fourth  month,  or  to  empty  the  uterus  in 
case  of  inevitable,  or  incomplete  abortion  at  the  same  period  of 
pregnancy.  In  closing,  I  would  venture  to  prophesy  that  gauze 
may  yet  replace  the  various  forms  of  self-retaining  stems  or  drain- 
age-tubes which  we  have  all  been  accustomed  to  use  after  divulsion, 
excision  of  the  cervix,  etc.  In  my  experience  all  these  appliances 
are  defective,  some  of  them  causing  lesions  of  the  cervical  mucosa 
which  may  serve  as  foci  of  infection,  and  all,  without  exception, 
even  when  they  can  be  kept  in  position,  being  open  to  the  objec- 
tion that  they  do  7iot  maintain  patency  of  the  canal,  but  soon 
become  clogged  with  blood-clots  and  mucus ;  while  if  made 
of  wire,  or  grooved,  they  sink  into  the  endometrium,  in  which 
they  will  be  found  to  be  firmly  imbedded  after  they  have  been  in 
situ  for  a  few  days.  A  strip  of  gauze,  on  the  other  hand,  is  not 
only  non-irritating,  but  is  strictly  aseptic,  and  can  be  easily 
changed  at  one's  office. 


(iOXORRHCEAL  VAGINITIS  ;  ITS  COMPLICATIONS  AND 
TREATMENT.' 

By  Robert  A.  Murray,  M.D.. 

New  York. 

The  progress  of  pathology  has  in  many  instances  explained 
why  certain  methods  of  treatment  demonstrated  clinically  to  be  the 
best,  should  be  the  best,  because  of  its  antiseptic  or  germ-destroying 
power,  and,  as  a  logical  deduction,  has  suggested  many  remedial 
agents  and  measures  which  have  been  found  beneficial. 


1  Read  at  a  meeting  of  The  New  York  Obstetrical  Society,  held  Februarj 
2,  1892. 
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Pathology  has  also  shown  us  that  the  complications  of  many 
diseases  are  not  irregular  and  inexplicable  results,  relapses  as  they 
were  formerly  expressed,  but  that  they  are  direct  extensions  of  the 
original  disease  either  by  continuity  of  tissue  or  by  absorption  of 
the  germs,  or  the  products  of  disease  by  the  lymphatics  and  blood- 
vessels. These  propositions,  which  are  almost  axiomatic  at  the 
present  stage  of  medicine,  need  but  a  third,  which  is,  that  septic 
conditions  do  not  ordinarily  arise  in  the  organism,  but  are  due  to 
morbific  agents  from  without,  producing  changes  either  by  them- 
selves or  by  lowering  the  power  of  resistance  to  other  agents,  or 
germs,  in  the  tissues.  The  acceptance  of  these  propositions  has 
been  the  basis  of  most  of  the  advances  of  surgery  of  the  last  fifty 
years. 

Hence  the  necessity  of  constantly  reviewing  the  time-honored 
methods  of  treatment  of  disease. 

I  do  not  think  that  the  success  which  has  followed  the  use  of 
cleanliness  and  antisepsis  in  midwifery  and  abdominal  surgery  has 
been  attained  in  the  treatment  of  the  disease  which  is  the  title  of 
this  paper,  and  that  laparotomy  is  so  frequently  demanded  to  re- 
move pus  tubes  is  the  best  argument  that  it  has  not. 

In  discussing  gonorrhceal  vaginitis  and  its  complications  I  shall 
not  go  into  its  symptomatology  further  than  to  follow  out  the  ordi- 
nary sequences  of  its  course. 

The  poison  being  introduced  at  the  vulva,  a  vulvitis  and  inflam- 
mation of  the  ostium  vagince,  Bartholin's  glands,  and  urethritis 
results. 

Bumm  has  claimed  that  in  some  cases  the  virus  is  first  intro- 
duced in  the  upper  vagina  and  cervix,  but  this  apparently  is  excep- 
tional, though  it  may  explain  some  cases  where  very  slight  vulvitis 
and  vaginitis  result,  but  there  is  rapid  involvement  of  the  endome- 
trium and  Fallopian-tubes. 

In  the  course  of  from  a  few  days  to  a  week  the  whole  vagina, 
to  the  cervix,  is  involved  with  all  the  symptoms  of  acute  catarrhal 
vaginitis;  if  left  without  proper  treatment  there  is  endometritis  next, 
extending  to  the  Fallopian-tubes,  causing  catarrhal  or  purulent  sal- 
pingitis, with  more  or  less  peritonitis,  limited  mostly  to  the  pelvis, 
though  sometimes  becoming  general,  with  resulting  adhesions  from 
pelvic  exudations.  It  has  been  my  experience  that  the  involvement 
of  the  endometrium,  cervical  and  corporeal,  has  been  most  frequent 
and  most  rapid  when  the  vaginitis  was  acquired  shortly  before  or 
after  menstruation ;  also  I  have  observed  that  usually  the  attacks 
were  more  severe. 
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In  many  cases  the  involvement  of  the  uterine  mucous  membrane, 
and  also  the  tubes,  was  not  evidenced  by  the  ordinary  symptoms  of 
pain  and  abdominal  tenderness  until  the  next  menstrual  period. 
The  late  Dr.  Charles  E.  Budd  called  my  attention  to  a  point  which 
I  have  since  observed  many  times,  that  where  pelvic  peritonitis, 
with  salpingitis,  caused  by  gonorrhceal  vaginitis,  existed  on  one  side 
of  the  pelvis  before  menstruation,  that  following  the  period  the  other 
side  would  become  involved,  thus  prolonging  the  disease.  Why 
general  peritonitis  does  not  more  frequently  result  from  the  exten- 
sion of  the  disease  can  only  be  explained  by  the  protective  influence 
of  the  peritonitic  adhesions  in  the  pelvis. 

This  disease  is  very  apt  to  become  chronic,  and  this  is  explained 
by  its  frequent  relapses,  a  new  vaginitis  of  more  or  less  virulency 
and  contagiousness  resulting  from  discharges  from  Bartholin's 
glands,  the  uterus,  cervix,  or  body,  or  the  tubes,  caused  by  coition, 
exercise,  or  straining. 

The  remote  results  in  sterility,  displacements  of  the  uterus, 
ovaries  and  tubes,  pelvic  abscess  from  pyosalpinx,  depreciation  of 
health  and  strength  from  recurrent  attacks  of  pelvic  peritonitis,  are 
familiar  to  every  gynaecologist,  though  the  cause  may  not  be  obvi- 
ous or  determinable  from  any  history  the  patient  can  give  us. 

With  this  merely  outlined  picture  before  us,  it  is  apparent  that 
while  the  vaginal  discharge,  heat  and  tenderness  of  the  vulva,  va- 
gina, and  urethra  are  the  symptoms  which  cause  distress  to  the 
patient,  and  for  which  she  is  grateful  if  relieved,  yet,  while  pre- 
scribing rest  and  soothing  applications  we  must  remember  the  grav- 
ity of  the  case,  and  seek  as  earnestly  to  prevent  extension  of  the 
disease  as  we  would  the  entrance  of  sepsis  to  a  wound,  or  into  a 
puerperal  patient. 

In  the  male  urethra  many  of  the  germicides  cannot  be  used  on 
account  of  the  frequency  of  resulting  stricture,  but  on  the  vulva  and 
vagina  there  can  be  no  objection,  either  as  regards  pain  or  resulting 
impairment  of  function,  to  the  use  of  solutions  of  1-5000  or 
1-10,000  of  mercury  bichloride,  carbolic  acid  i-iooin  saturated  solu- 
tion of  boric  acid,  or  other  astringents  which  are  germicidal. 

A  plan  of  treatment  which  has  given  much  satisfaction  to  me,  and 
in  which  1  endeavor  to  fulfill  the  indications  before  presented,  has 
been  in  the  cases  as  they  ordinarily  present  themselves  in  the 
acute  stage. 

To  order,  if  possible,  that  the  patient  remain  in  bed,  to  give  in- 
ternally salol  and  an  alkali  to  relieve  the  pain  in  micturition, 
which  at  the  same  time  aids  in  destroying  the  urethral  trouble. 
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A  lotion  is  given  of  a  1-5000  solution  of  hydrarg.  bichlorid. ,  made 
by  the  patient  dissolving  a  one-grain  tablet  of  corrosive  sublimate 
to  each  ten  ounces  or  two-thirds  of  a  pint  of  hot  water;  to  bathe 
the  outside  parts  thoroughly  afterwards  ;  to  inject  in  the  vagina 
three  or  four  times  a  day  for  the  first  two  days  ;  then  reduced  to 
1  10,000,  or  if  much  tenderness,  1-20,000;  replaced  if  much  pain  by 
a  1- 1 00  solution  of  carbolic  acid. 

This  injection  should  always  be  taken  when  recumbent,  as  the 
folds  of  the  vagina  will  be  distended  and  the  cervix  also  will  be 
cleansed. 

By  the  third  day  the  speculum  can  be  used,  the  cervix  is  ob- 
served, and  after  thoroughly  cleansing  the  canal,  a  small  cotton 
swab  on  the  applicator  can  be  carried  in  with  strong  carbolic  acid 
or  a  solution  of  the  bichloride,  followed  by  the  application  of  iodo- 
form in  powder. 

As  soon  as  the  swelling  subsides  so  that  the  use  of  the  speculum 
is  not  painful,  a  five-per-cent.  solution  of  nitrate  of  silver  is  painted 
over  the  cervix  and  vagina,  and  the  vagina  is  tamponed  with  iodo- 
form or  weak  bichloride-gauze,  to  separate  the  walls  of  the  vagina, 
the  ends  being  brought  down  to  the  vulva  ;  if  the  tampon  is  changed 
every  two  days  generally,  in  a  week,  or  at  most  ten  days,  the  dis- 
charge has  ceased. 

Before  pronouncing  a  case  cured  the  condition  of  the  glands  of 
Bartholin  should  be  observed.  If  any  pus  can  be  made  to  extrude 
by  pressure,  the  disease  has  certainly  not  been  eradicated,  and 
would  relapse  ;  the  gland  is  opened  by  a  small  incision  over  the 
duct,  and  cauterized  with  carbolic  acid,  cocaine  being  used  to  pre- 
vent pain,  the  parts  being  dressed  with  iodoform-gauze.  The  cer- 
vix is  also  inspected,  and  if  a  purulent  discharge  is  present,  the 
Xabothian  glands  distended,  they  are  curetted  and  strong  carbolic 
acid  applied  to  them,  a  tampon  of  iodoform-gauze  being  packed 
around  the  cervix  so  that  the  vagina  may  not  be  inflamed  again. 

This  has  been  my  course  in  dispensary,  and  in  private  cases 
where  possible;  the  results  have  been  gratifying  in  making  the  dura- 
tion of  the  disease  shorter  than  under  any  other  plan  I  have  followed, 
and  in  preventing  relapses. 

Where  the  disease  is  subacute  from  the  beginning,  as  in  cases 
where  apparently  due  to  a  gonorrhoea  in  a  chronic  form,  as  is  seen 
many  times  in  married  women  whose  husbands  have  whipped  up 
a  neglected  gleety  discharge  by  free  stimulation,  the  disease  will 
have  affected  the  cervix,  and  produced  less  inflammation  of  the 
vagina  and  vulva. 
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Here  the  speculum  can  be  used  immediately,  the  cervix  thor- 
oughly cleaned,  as  it  is  usually  pustulous,  and  a  strong  carbolic  or 
silver  solution  applied,  followed  by  the  application  of  the  silver 
solution  to  the  vagina,  and  the  carbolized  or  weak  bichloride  injec- 
tions. 

Corporeal  endometric  involvement  is  usually  shown  by  the 
muco-purulent  acrid  discharge  from  the  cervix,  the  patulousness  of 
the  cervix,  and  free  bleeding  on  touching  the  os  internum  with  the 
applicator,  also  by  the  weight  and  tenderness  of  the  womb. 

After  cleansing  the  cavity,  except  when  marked  parametric 
trouble  was  present,  I  have  applied  the  strong  carbolic  acid  to  the 
endometrium,  sometimes  preceding  the  application  by  passing  the 
blunt-curette  over  the  membrane,  if  slight  tenderness  were  present 
in  the  broad  ligaments  and  tubes  before  the  application  ;  it  will 
frequently  quickly  disappear  under  the  use  of  hot-water  injections. 

My  belief  is  strengthened  that  gonorrhoea  is  more  frequently  the 
cause  of  sterility  than  is  generally  stated ;  from  finding  that  the 
husbands  of  many  of  the  sterile  patients  whom  I  have  treated  have 
had  attacks  of  the  disease,  and  without  complicating  epididymitis, 
according  to  their  history,  or  from  an  examination  of  the  testicles 
for  hardness  or  tenderness.  It  may  be  remarked  by  some  that  this 
may  seem  excessive  care  to  be  bestowed  on  such  a  common  dis- 
ease as  gonorrhceal  vaginitis;  that  a  catarrhal  vaginitis,  caused  by  a 
badly  applied  dirty  pessary  or  by  cold,  by  chemical  irritants,  will  be 
as  severe  apparently,  and  will  get  well  without  any  more  than  an 
astringent  injection.  I  do  not  deny  that  any  septic  matter  may  cause 
purulent  vaginal  discharges  which  may  set  up  by  its  contagious- 
ness endometritis,  salpingitis,  etc. ,  and  may  even  affect  the  male 
with  a  urethritis,  but  it  must  also  be  admitted  that  these  results  are 
infrequent,  compared  to  those  that  have  a  gonorrhceal  origin,  and,  if 
it  proves  anything,  demonstrates  the  same  antiseptic  plan  should 
be  followed  as  in  the  specific  cases. 

TWO  CASES  OF  PELVIC  PERITONITIS.1 
By  Wm.  E.  Moseley,  M.D., 

Baltimore,  Md. 

Case  No.  I. — Miss  L.  E.  first  came  under  my  observation  in 
November,  1884,  and  at  that  time  gave  the  following  history: 
Age  25  years,  and  single.  First  menstruated  at  13  years,  the  flow 
1  Read  before  The  Alumni  Association  of  the  Woman's  Hospital,  Jan.  19,  1892. 
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recurring  regularly  every  four  weeks  from  the  first,  free,  and  lasting 
five  days.  During  the  first  five  years  of  menstrual  life  the  flow  was 
accompanied  by  no  pain  of  any  moment  and  her  general  health 
was  excellent. 

Seven  years  before  her  first  visit  to  me  and  while  living  in 
Europe,  she  caught  cold  at  the  beginning  of  a  menstrual  period. 
The  flow  was  excessive  in  amount  and  accompanied  by  excessive 
pain  in  her  back  and  lower  abdomen.  Since  that  time  each  men- 
strual period  had  been  marked  by  an  excessive  flow,  severe  dysmen- 
orrhceal  pain,  confining  her  to  her  bed  for  three  or  four  days, 
nausea  and  vomiting  during  the  flow  and  at  times  for  several  days 
following  ;  "severe  headache  much  of  the  time,  the  pain  being  in- 
creased by  exercise.  The  result  was  that  she  came  to  me  extremely 
anaemic  and  run  down,  nervous,  dyspeptic  and  generally  neu- 
ralgic. 

Examination  showed  a  circular  hymen  unruptured  ;  vagina 
normal ;  uterus  with  a  sharp  cervical  anteflexion,  the  whole  organ 
being  tipped  somewhat  backward.  The  os  was  rather  gaping  and 
the  uterus  sensitive  to  pressure  by  bimanual  palpation  ;  no  sensi- 
tiveness in  region  of  tubes  or  ovaries  ;  constriction  of  cervical 
canal  at  internal  os  ;  endometrium  sensitive  to  touch  of  probe  and 
bled  easily. 

Treatment  consisted  of  the  hot  vaginal  douche,  counter-irritation 
to  vaginal  roof  and  over  both  iliac* regions,  together  with  dilatation 
of  the  constricted  cervical  canal :  a  small  Hodge  pessary  to 
straighten  and  relieve  the  dragging  of  the  uterus,  general  tonics 
and  improved  hygiene.  The  result  was  relief  from  the  expulsive 
menstrual  pains  and  some  temporary  lessening  of  the  nausea  and 
general  nervous  symptoms. 

After  some  eighteen  months  of  observation  I  saw  my  patient 
only  at  considerable  intervals,  she  having  moved  to  the  country, 
but  in  spite  of  the  best  advice  I  could  give  her,  the  loss  of  blood 
at  each  period  continued  to  be  excessive,  and,  with  the  nausea  and 
vomiting,  caused  increased  anaemia  and  general  debility.  Added  to 
these  was  a  terrible  mental  and  nervous  depression  following  each 
period,  which  threatened  her  sanity,  and  in  May  last,  at  the  urgent 
request  of  both  patient  and  her  guardian,  I  consented  to  remove 
her  ovaries  and  tubes  in  order  to  bring  about  the  menopause. 

At  this  time  the  condition  of  my  patient  was  as  follows  :  A 
poorly  nourished,  thin,  nervous  and  very  erratic  woman,  single,  and 
3 1  years  of  age.  Appetite  and  digestion  both  poor.  For  years  she 
had  been  addicted  to  the  excessive  use  of  very  strong  tea  and  coffee, 
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and  lately  her  mind  had  been  greatly  disturbed  by  the  fact  that  she 
had  felt  obliged  to  break  a  marriage  engagement.  The  effect  of 
all  was  to  bring  her  very  near  the  border-line  of  insanity.  I  dreaded 
doing  any  operation  owing  to  the  thoroughly  depressed  physical 
and  nervous  condition  of  the  patient. 

Physical  examination  showed  the  uterus  to  be  in  good  position, 
and  no  tenderness  nor  thickening  could  be  detected  by  bimanual 
examination  in  either  iliac  region  or  posterior  to  the  uterus. 

On  May  13  I  opened  the  abdomen,  taking  special  pains  that 
everything,  including  the  patient  and  myself,  should  be  as  aseptic 
as  possible.  The  incision  through  the  peritonaeum  was  about  one- 
and-a-half  inches  long.  There  being  no  adhesions,  the  tubes  and 
ovaries  were  easily  brought  outside,  tied  close  to  the  uterus,  re- 
moved, and  the  clean,  dry  stumps  dropped  back  into  the  pelvic 
cavity.  The  abdominal  wound  was  closed  with  freshly-boiled  silk, 
and  I  felt  very  confident  that  I  had  a  clean  pelvic  cavity  to  deal 
with.    Time  of  operation,  thirty-eight  minutes. 

Reaction,  even  with  the  aid  of  artificial  heat  was  slow,  and  the 
patient  was  much  troubled  by  nausea.  Temperature  after  the 
operation  was  96,  but  in  the  course  of  a  few  hours  it  came  up  to  a 
little  above  normal.  From  the  first  the  pulse  was  rapid  and  weak. 
During  the  first  twenty-four  hours  brandy  and  hot  tea  only  were 
given,  and  for  several  days  the  nourishment  was  entirely  liquid. 

The  highest  temperature,  reached  during  the  first  week  was 
100.4,  the  average  being  about  99.  On  the  eighth  day  (May  20) 
her  pulse  was  80  and  temperature  98.8,  and  her  general  condition, 
except  for  weakness  and  nervousness,  was  very  satisfactory.  I 
removed  the  sutures  and  found  the  abdominal  wound  perfectly 
healed.    No  fulness  of  the  abdomen  and  no  pain. 

The  next  day  the  patient  said  she  had  taken  cold  while  some  of 
her  underclothing  was  being  changed,  complained  of  headache, 
was  restless,  with  a  quick  pulse  and  some  rise  in  temperature.  No 
chilly  sensations  were  complained  of  until  the  23d,  when  she  ac- 
knowledged having  had  them  at  intervals  during  the  preceding 
seventy-two  hours.  On  this  day,  also,  for  the  first  time,  the  abdomen 
showed  slight  fulness  in  the  right  iliac  region,  and  there  was  slight 
bulging  of  the  vaginal  walls.  Hot  abdominal  applications  and  hot 
douches  were  ordered,  with  quinine  and  antipyretics  p.r.n.  together 
with  free  purgation  with  Rochelle  salts.  The  abdominal  symptoms 
increasing,  Dr.  W.  T.  Howard  kindly  saw  the  patient  with  me. 

At  this  time  the  local  condition  was  as  follows  :  Fulness  in 
hypogastric  and  both  iliac  regions,  but  most  marked  in  right  iliac, 
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with  extreme  tenderness  over  this  whole  surface.  In  the  vagina 
fulness  in  the  line  of  both  broad  ligaments,  with  some  bulging- 
posterior  and  to  the  right  of  the  uterus,  the  whole  exquisitely  sen- 
sitive to  pressure.  Exactly  the  condition  one  would  find  in  a  well- 
marked  case  of  pyosalpinx. 

Dr.  Howard  advised  leeches  over  the  right  iliac  region,  to  be 
followed  by  hot  poultices,  hot  vaginal  douches  and  general  sustain- 
ing treatment.  This  course  was  followed  out  but  with  no  perma- 
nent relief.  The  poultices,  hot  douches  and  free  purgation  were 
continued  until  June  3.  During  this  time  my  patient  took  digita- 
lis, together  with  a  large  amount  of  nourishment  and  stimulants. 
At  times  she  was  very  comfortable,  complaining  of  but  little  pain, 
but  much  of  the  time  was  nervous  and  extremely  restless. 

On  June  3,  Dr.  Howard  being  absent  from  the  city,  I  reopened 
the  abdomen.  There  was  a  wall  across  the  brim  of  the  pelvis, 
formed  by  the  intestines,  which  were  very  firmly  agglutinated  to- 
gether. Above  this  wall  there  was  no  sign  of  inflammation.  Some 
difficulty  was  experienced  in  making  an  opening  into  the  pelvic 
cavity,  which  was  found  to  be  full  of  a  brownish  fluid  with  streaks 
of  pus.  There  was  but  one  cavity.  The  stumps  of  the  tubes 
could  not  be  made  out.  The  pelvic  and  abdominal  cavities  were 
thoroughly  washed  out  with  hot  boiled  water,  a  drainage-tube  in- 
troduced to  the  bottom  of  pelvis  and  the  incision  closed  about  it. 

No  lowering  of  pulse  or  temperature  followed  the  emptying  of 
the  pelvic  cavity  nor  did  the  restlessness  abate,  and  at  times  there 
wTas  some  mild  delirium.  The  pelvis  was  kept  washed  out,  the  pus 
steadily  decreasing  in  amount,  and  in  a  few  days  it  entirely  dis- 
appeared. 

During  June  7  and  8  there  was  a  marked  and  steady  im- 
provement. The  temperature  fell  gradually  to  normal,  the  pulse 
remaining  rather  rapid  but  more  firm. 

During  the  early  morning  of  June  9  a  change  for  the  worse 
took  place  without  any  apparent  cause.  Pulse  and  temperature 
rose,  the  vaginal  temperature  reaching  103.8.  The  pelvic  cavity 
remained  free  from  pus  and  the  abdominal  incision  had  healed  up 
to  the  drainage  tube.  Her  mind  was  perfectly  clear.  She  lingered 
along  until  midday,  June  10,  when  she  died  quietly  and  appar- 
ently from  sheer  exhaustion.     No  autopsy  was  obtained. 

Case  No.  II. — Mrs.  McM.,  a  large-framed  woman,  aged  28  years, 
had  been  married  twice  and  had  one  child  by  her  first  husband. 

Her  general  health  had  always  been  good  and  her  menstruation 
normal  up  to  eleven  months  before  I  first  saw  her. 
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In  December,  1888,  while  living  in  the  country,  owing  to  ex- 
posure while  moving,  she  caught  a  severe  cold  at  about  the  time 
for  her  menstrual  flow  to  appear.  Since  then  she  had  had  both 
menorrhagia  and  extreme  dysmenorrhcea,  the  pain  being  mostly  in 
the  iliac  regions  and  extending  down  both  thighs,  but  more  severe 
on  the  left  side.  During  the  past  few  months  this  pain  had  been 
constant  but  much  aggravated  at  the  menstrual  period.  During 
these  eleven  months  she  had  been  able  to  be  about  the  house  most 
of  the  time,  but  the  suffering  was  steadily  increasing,  and  in  No- 
vember, 1889,  she  removed  to  the  city  in  order  to  have  treatment. 
Before  consulting  me,  however,  she  sat  for  several  hours  in  an  ex- 
posed position  viewing  a  procession,  and  took  to  her  bed  the  next 
day,  November  14.  I  first  saw  her  on  November  18.  She  had 
a  high  temperature  and  quick  pulse  and  complained  of  excruciat- 
ing pain  in  her  pelvis,  making  it  impossible  for  her  to  sleep.  She 
also  had  a  profuse  watery  diarrhoea. 

Inspection  showed  the  abdominal  wall  irregular  in  contour, 
being  more  prominent  on  the  left  side. 

Physical  examination  showed  her  pelvis  to  be  filled  with  a 
somewhat  elastic  mass,  the  uterus  being  apparently  forced  over  to 
the  right  side.  Neither  of  the  tubes  could  be  distinctly  made  out. 
The  whole  pelvic  tissue  was  exquisitely  sensitive  to  pressure.  Be- 
fore she  could  be  removed  to  the  infirmary  her  menstrual  flow 
appeared,  excessive  in  amount  and  accompanied  by  increased 
suffering. 

On  December  3  I  succeeded  in  getting  her  safely  transferred  to 
the  Union  Protestant  Infirmary,  and  the  next  morning  opened  her 
abdomen.  The  incision  was  about  three  inches  in  length.  Every- 
thing in  the  pelvis  was  agglutinated  together,  forming  one  some- 
what elastic  mass-.  The  intestines  were  separated  as  carefully  as 
possible  until  the  tubes  were  reached.  These  were  bound  down 
firmly  by  both  old  and  recent  adhesions,  as  was  also  the  uterus, 
which  was  held  deep  down  in  Douglas'  pouch.  In  freeing  the 
tubes  numerous  pus-pockets,  deep  in  the  pelvis,  were  opened  and 
their  contents  flowed  freely  through  the  abdominal  wound.  Both 
tubes  were  ligated  near  their  uterine  extremities,  the  stumps  seared 
and  dropped  back.  A  large  piece  of  thickened,  sloughing  omentum 
was  tied  and  removed.  No  trace  of  either  ovary  could  be  found. 
All  pus-pockets  that  could  be  found  were  opened  and  the  pelvic 
and  abdominal  cavities  thoroughly  washed  out  with  hot  freshly- 
boiled  water,  a  drainage-tube  inserted,  the  incision  closed  about  it 
and  dressed  with   antiseptic  ointment   and  baked  cotton.  The 
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patient  was  then  placed  in  bed  between  woolen  sheets  and  heat 
applied.  During  the  operation  it  was  discovered  she  had  a  large 
sloughing  bed-sore  over  her  sacrum. 

Before  the  operation  was  finished  the  patient's  pulse  became 
imperceptible  at  the  wrist  in  spite  of  the  administration  of  several 
hypodermics  of  whiskey.  For  nearly  forty-eight  hours  it  was  im- 
possible to  count  the  pulse  at  the  wrist  on  account  of  its  feebleness, 
but  the  heart-beats  were  recorded. 

On  the  day  of  operation,  at  9.45  p.m.,  pulse  116,  temperature 
102.7.  Hands  cold  and  covered  with  perspiration,  but  body  and 
lower  extremities  warm.  The  kidneys  acted  freely  and  the  bladder 
was  relieved  by  catheter.  She  dozed  through  the  night,  complain- 
ing, on  awaking,  of  abdominal  pain,  which  was  controlled  by  small 
doses  of  morphia.  During  the  first  twenty-four  hours  only 
whiskey  and  black  coffee,  together  with  small  doses  of  digitalis, 
were  given. 

December  6,  9  a.m.,  pulse  112,  temperature  102.  The  drainage 
tube  was  cleaned  out,  only  a  very  small  quantity  of  fluid  being 
removed.  The  diet  was  increased  to  milk  and  beef  tea  in  small 
quantities,  frequently  repeated.  7  p.m.,  pulse  108,  temperature  100. 
At  11.30  p.m.  the  pulse  was  116,  but  the  temperature  had  fallen  to 

98.5.  ' 

December  7,  had  a  restless  night  but  took  nourishment  very 
well.  9..A.M.,  pulse  113,  temperature  99.  From  this  time  until 
December  t  2  she  did  fairly  well  during  the  day  time,  but  at  night 
was  restless  and  wandering. 

The  drainage-tube  had  been  cleaned  out  several  times  daily 
and  now,  for  the  first  time,  there  was  found  to  be  present  a  large 
amount  of  offensive  pus.  The  pelvic  cavity  was  thoroughly 
washed  out,  and  from  this  time  on  it  received  a  thorough  douch- 
ing twice  daily,  the  tube  being  removed  as  it  acted  as  a  source  of 
irritation. 

The  amount  of  pus  steadily  decreased  but  was  offensive.  It 
was  not  until  several  days  later,  however,  that  the  true  state  of 
affairs  was  made  out. 

On  December  26,  after  a  free  catharsis,  a  considerable  quan- 
tity of  thin  faecal  matter  was  washed  out  through  the  abdominal 
opening.  This  continued  to  be  present  in  varying  but  steadily 
lessening  amount  until  January  29,  after  which  no  sign  of  it  was 
discovered. 

Up  to  this  date  the  patient's  days  had  been  comparatively  com- 
fortable and  her  appetite  and  digestion  good.    At  night,  however, 
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she  could  not  be  made  to  sleep  ;  was  restless  and  full  -of  fancies, 
at  times  throwing  everything  movable  out  of^her  bed.  But  in  spite 
of  everything  she  steadily  gained.  The  bed-sore  had  healed  as 
had  also  a  slough  on  the  left  thigh,  probably  caused  by  a  hypoder- 
mic of  whiskey. 

From  February  i  her  gain  was  steady  and  satisfactory.  The 
temperature  fell  to  normal  and  remained  there.  The  abdominal 
opening,  which  in  its  worst  condition  would  admit  two  fingers,  had 
steadily  filled  up  and  contracted,  and  at  the  end  of  seven  months 
there  remains  a  small  fistula  about  3/16th  of  an  inch  in  diameter  and 
two  inches  deep,  and  secreting  a  small  quantity  of  healthy  pus. 
Her  appetite  and  digestion  are  good  and  her  strength  has  increased 
to  that  degree  that  she  is  able  to  go  to  the  country  for  the  summer. 

From  the  first  this  patient's  condition  seemed  so  desperate  and 
the  pelvic  contents  were  so  thoroughly  broken  down  that  I  did  not 
have  even  a  hope  that  she  would  recover,  and  felt  very  grateful  that 
she  did  not  die  upon  the  table.  But  in  spite  of  this  and  the  addi- 
tional drawbacks  of  a  faecal  fistula,  which  persisted  for  over  a 
month,  and  two  large  superficial  sloughs,  she  is  to  day  practically 
a  well  woman. 

[Since  this  was  written  the  patient  has  continued  to  improve 
and  is  strong  and  well.  She  still  has  a  small  fistulous  tract  whose 
opening  is  in  the  line  of  the  old  abdominal  incision.  An  interest- 
ing point  is  that  in  spite  of  the  fact  that  the  tubes  were  thoroughly 
removed,  she  menstruates  freely,  without  pain  every  three  weeks. 
It  will  be  remembered  that  at  the  operation,  her  ovaries  could  not 
be  found.  ] 

Now,  in  what  will  we  find  the  secret  of  the  different  results  in 
these  two  cases?  In  case  No.  1.,  we  had  a  young  lady,  tenderly 
reared,  whose  brain  and  nervous  system  had  been  developed  far 
beyond  her  physical  strength.  For  thirteen  years  she  had  been 
gradually  losing  ground  from  excessive  monthly  loss  of  blood,  and 
at  the  same  time  was  deprived  of  her  chances  of  recuperation 
owing  to  the  accompanying  and  persistent  indigestion,  nausea  and 
vomiting.  When  she  went  on  the  table  for  her  initial  operation 
there  was  only  an  overwrought  nervous  system,  with  very  little 
physical  strength  behind  it  to  carry  her  through.  When  suppur- 
ation did  occur  it  developed  rapidly  and  her  nervous  force,  the  only 
form  of  strength  she  had,  was  overwhelmed,  and  she  died,  not 
from  prolonged  suppuration,  not  from  blood-poisoning,  but  be- 
cause there  was  no  reserve  force  upon  which  to  rally. 
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On  the  other  hand,  patient  No.  II.  was  a  strong, healthy  country 
girl  who  never  up  to  this  attack  had  had  a  day  of  real  sickness. 
The  onset  of  the  disease  was  gradual,  and  the  peritonaeum  and  the 
system  at  large  had  ample  opportunity  to  become  more  or  less 
accustomed  to  the  new  order  of  things. 

When  the  pelvis  was  cleaned  out  there  was  an  ample  store  of 
vital  force  to  carry  on  the  process  of  repair.  And  in  these  two 
conditions  I  think  we  have  the  solution  of  our  problem,  and  our 
prognosis,  in  similar  cases,  must  be  based  to  a  considerable  extent 
upon  them.  Given  a  strong  constitution  and  a  comparatively 
gradual  development  of  the  disease  we  may  look  for  a  successful 
issue,  but  with  a  weak  constitution  and  a  rapid  development,  unless 
we  act  very  promptly,  before  the  little  strength  we  have  to  depend 
upon  is  used  up,  the  outlook  is  exceedingly  grave. 

In  regard  to  diagnosis  it  is  interesting  to  compare  these  two 
cases  with  two  others  of  a  different  character. 

One  was  a  case  of  double  pyosalpinx,  probably  of  gonorrhoeal 
origin,  with  no  involvement  of  the  general  pelvic  peritonaeum,  and 
the  other  a  papillomatous  cyst  of  each  broad  ligament,  together 
with  a  small  amount  of  ascites.  In  all,  except  case  No.  I.,  the 
development  was  gradual,  occupying  several  months.  The  rise  of 
temperature  for  some  time  previous  to  operation  was  about  the 
same  in  each  case.  There  was  much  the  same  contour  of  the 
abdomen,  and  almost  identically  the  same  feel  on  vaginal  examin- 
ation. In  fact,  all  the  salient  points  in  the  four  cases  were  practi- 
cally identical.  Most  writers  of  monographs  upon  salpingitis  dis- 
miss the  subject  of  diagnosis  with  the  remark  that  it  is  easily  made 
in  well-developed  or  typical  cases.  But  in  many  cases  we  meet 
with  the  condition  is  not  well-developed,  and  in  these  four  cases, 
did  one  depend  solely  upon  physical  examination,  the  diagnosis  of 
double  pyosalpinx  would  be  as  justifiable  in  one  case  as  in  either 
of  the  others,  although  in  one  there  were  no  tubes  and  in  another 
the  tubes  were  in  a  perfectly  healthy  condition.  It  is  only  a  care- 
ful consideration  of  the  previous  history  of  the  cases  that  will  help 
us  out. 

The  subject  of  treatment  can  be  summed  up  in  a  few  words. 
As  soon  as  one  is  satisfied  that  there  is  pus  in  the  pelvic  cavity  his 
first  duty  is  to  evacuate  it  and  to  do  so  promptly  and  thoroughly — 
to  give  the  pus  a  free  exit  and  to  wash  it  out  thoroughly,  for  I  do 
not  believe  that  clean  warm  water  will  do  the  peritonaeum  any 
harm.  I  criticise  my  treatment  of  case  No.  I.,  principally  in  this, 
that  I  did  not  reopen  the  abdomen  promptly  enough. 


230 


John  L.  B.  Eager,  M.D. 


At  what  point  shall  we  open  the  pelvic  cavity  ?  I  should  say, 
in  almost  every  case  through  the  abdominal  wall.  If  in  a  case 
like  No.  I.,  we  could  be  morally  certain  there  was  but  one  pus 
cavity,  and  that  could  be  readily  reached  by  puncture  through  the 
vaginal  wall,  such  a  procedure  would  be  a  happy  way  out  of  the 
difficulty.  But  of  this  one  cavity  we  can  feel  certain  in  only  a 
small  proportion  of  cases,  if  in  any. 

In  conclusion,  having  opened  the  pelvic  cavity  and  thoroughly 
washed  it  out,  keep  it  clean,  the  bowels  and  kidneys  free,  and  sus- 
tain the  patient's  strength  by  any  and  all  means  in  our  power. 


A  BRIEF  SYNOPSIS  OF  TWO  CASES. 
By  John  L.  B.  Eager,  M.D., 

Winter  Park,  Fla. 

It  is,  perhaps,  the  experience  of  every  physician,  especially  those 
of  us  who  are  obliged  to  accept  all  the  varied  cases  which  occur  in 
a  town  or  small  city  where  specialists  would  starve  to  death,  that 
there  are  times  in  his  professional  life  when  a  series  of  obscure 
cases  present  themselves,  one  after  another.  Below  is  appended 
a  brief  synopsis  of  two  such  cases  coming  under  my  care,  occurring 
within  a  short  time  of  each  other. 

Mrs.  S  ,  Irish  ;  aged  thirty.  Had  been  pregnant  twice  be- 
fore this  instance.  The  first  time  had  given  birth  to  fine,  healthy, 
boy-twins.  During  the  second  pregnancy  and  in  the  seventh 
month  thereof,  while  carrying  a  lighted  lamp,  it  exploded,  setting 
fire  to  her  clothing,  burning  them  from  her  in  front  and  producing 
deep  and  extensive  destruction  of  tissue  from  neck  to  knees,  the 
abdominal  muscles  being  the  more  extensively  involved.  The  re- 
sult was  premature  labor,  and  this  time  the  patient  gave  birth  to 
twin  girls,  still-born.  No  especial  difficulty  was  experienced  during 
the  accouchement.  Recovery  took  place  from  both  burns  and  birth 
in  about  four  weeks,  and  as  soon  thereafter  as  possible  the  woman 
again  became  pregnant,  and  what  is  remarkable,  considering  the 
vast  area  of  abdominal  cicatrices,  developed  to  such  an  extent  that 
she  was  certain  of  delivering  twins  the  third  time,  and  indeed  the 
appearances  were  very  indicative  for  such  an  occurrence. 

During  the  latter  part  of  pregnancy  considerable  pain  and  ten- 
derness was  constant  in  the  right  upper  portion  of  fundus  of  uterus, 
immediately  beneath  the  largest  eschar,  w  hich  locatipn  presented  a 
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depressed,  cup-like  appearance,  where  could  be  felt  with  greater 
distinctness  the  movements  of  the  child.  Labor  was  announced 
about  fifteen  days  before  the  allotted  time.  Head-presentation,  first 
position  :  natural  birth  :  a  strong,  vigorous,  twelve-pound  boy, 
with  no  disfiguration  whatever.  At  every  expulsive  pain  there  oc- 
curred a  phenomena  that  made  me  wish  that  I  had  been  gifted  with 
another  pair  of  hands,  for.  at  four  locations  on  abdomen,  quite  dis- 
tant from  each  other,  the  thin  cicatricial  tissue  would  bulge  to  a 
height  of  from  two  to  six  inches,  an  eschar  just  above  and  to  the 
left  of  the  umbilicus  being  the  more  prominent.  As  the  pains  be- 
came more  pronounced,  so  was  the  bulging,  until  it  apparently  be- 
came necessary  to  adjust  some  support  or  resistance  to  all  of  them 
in  order  to  prevent  rupture  of  the  pouches. 

This  was  done  by  means  of  bandages  to  all  except  the  umbilical 
sac,  which  I  supported  with  my  left  hand  in  order  to  obtain  an  in- 
dication through  it  of  the  behavior  of  the  remaining  anomalies.  In 
this  case  there  was  adhered  placenta  immediately  beneath  the  de- 
pression above  alluded  to,  which,  when  removed,  left  but  a  very 
thin  wall  between  the  inner  surface  of  the  uterine  structure  and  the 
outside  world,  with  the  uterine  and  abdominal  walls  in  continuity. 

There  was  considerable  haemorrhage  following  the  removal  of 
placenta,  but  it  was  controlled  by  tampons  moistened  with  listerine, 
together  with  the  free  administration  of  ergot.  Subinvolution  ex- 
isted for  three  weeks  after  delivery,  during  which  time  she  was 
treated  for  this  condition,  in  addition  to  repeated,  gentle  massage 
on  and  around  the  point  of  adhesion:  the  latter  condition,  however, 
still  exists.  After  this  time  I  lost  trace  of  the  case,  professionally, 
but  have  seen  the  patient  several  times  since:  she  has  had  no  sub- 
sequent treatment,  and  apparently  is  in  a  strong,  healthy  condition. 

Mrs.  C  .  aged  thirty-two,  had  been  delivered  eight  years 

previous,  at  which  time  there  was  slight  rupture  of  cervix  uteri. 
Retention  of  urine  during  the  recuperation-period  necessitated  the 
passage  of  the  catheter  by  the  attending  physician,  which  operation 
produced  "almost  unbearable  pain,"  followed  by  nervous  chill, 
without  relief  sought,  until  other  means  were  employed. 

Since  that  time  the  patient  has  complained  of  considerable  irri- 
tation 11  right  in  the  front  part  "  during  urination  and  coition. 

In  February,  1S91.  I  attended  her  as  an  obstetrician,  after  which 
she  related  the  history  just  stated,  in  response  to  my  inquiries  pro- 
pounded by  virtue  of  having  discovered  during  the  accouchement 
the  cervix-injury  and  an  anomaly  which  I  could  not  at  the  time  ac- 
count for. 
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Upon  ocular  examination  I  found  a  rupture  extending  three- 
eighths  of  an  inch  on  the  anterior-superior  part  of  the  meatus  uri- 
narius,  with  prolapsus  of  urethra  downward  and  outward  one-quar- 
ter of  an  inch. 

The  immediate  parts  extremely  sensitive  and  highly  congested. 
The  treatment  consisted  of  passing  a  silver  catheter  just  beyond  the 
injury,  excoriating  the  edges  of  the  outer  coat,  bringing  the  denuded 
surfaces  together,  and  applying  a  saturated  aqueous  solution  of 
tannic  acid  to  the  surrounding  parts,  directing  the  patient  to  lie 
quietly  on  the  back  with  limbs  in  very  close  apposition  as  long  as 
possible.  The  tannin  was  applied  twice  in  twenty-four  hours  for 
four  days.  Fluids  were  prohibited,  and  the  secretion  of  urine  there- 
by diminished  during  treatment.  The  wound  healed  rapidly  and 
perfect  continuity  established,  neither  urination  nor  coition  at  this 
time  giving  any  inconvenience.  Patient  expresses  the  fact  that  she 
experiences  less  general  irritability  than  for  many  years. 
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EDITORIAL. 
THEN  AND  NOW. 

In  the  whole  field  of  gynaecology,  no  question  is  more  perti- 
nent than  asepsis  in  uterine  treatment.  It  is  so  immediate  and  so 
far-reaching,  that  it  opens  up  a  Yista  of  possibilities  in  safe  thera- 
peutics hitherto  undreamt  of. 

When  Sims  and  Emmet,  the  exponents  of  modern  gynaecology, 
made  their  first  efforts  in  the  creation  of  this  new  science,  and  even 
after  its  basic  principles  had  become  well  established — in  fact  until 
yesterday  as  it  were — asepsis  was  without  a  name.  To  Semelweis 
and  Lister  indeed  we  really  owe,  though  indirectly,  our  present 
appreciation  of  this  catalysis  in  surgery,  for  antisepsis  as  inaugu- 
rated by  them,  and  especially  by  Lister,  was  but  the  overzeal  of 
true  reform.  Yet  it  is  a  fact  that  no  yreat  and  fundamental  revolu- 
tion  has  ever  established  itself  without  just  this  excess.  It  seems 
impossible  at  first  properly  to  adjust  a  new  order  of  things  in  any 
cataclysm  ;  but  we  may  always  trust  the  truth  to  Time.  So  it  has 
been  with  the  Semelweis-Lister  revolution. 

We  naturally  wonder  to-day  at  the  conservative  treatment  of 
yesterday,  yet,  if  we  pause  to  think,  we  can  but  admire  the  wisdom 
of  the  rules  laid  down  for  our  guidance  in  therapeutical  and  opera- 
tive procedures,  especially  upon  the  uterus.  Nor  does  the  fact  that 
we  now  dare  do  things  which  were  but  a  few  years  ago  inveighed 
against  as  murderous  prove  greater  courage  or  any  radical  advance 
in  the  principles  of  our  specialty  on  our  part.  But  a  short  time 
ago,  a  man  hardly  dared  walk  at  night  upon  the  Bowery  in  this 
city  unarmed;  now,  in  the  glare  of  electric  light,  a  young  woman 
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may  traverse  it  from  end  to  end  in  safety.  Yet  the  streets  and  the 
elemental  character  of  the  population  there  are  unchanged.  In  the 
light  of  this  simile  should  we  consider  the  nolle-me-tangere  reputa- 
tion of  the  uterus  before  asepsis  came  to  us. 

It  is  interesting  to  look  back  over  all  the  text-books  and  lectures 
written  by  our  eminent  gynaecologists  a  decade  or  more  ago,  and  to 
notice  that  all  our  so-called  advanced  methods  of  uterine  treatment 
were  then  admired  as  ideal,  though  they  were  so  frequently  fatal 
or  at  the  least  injurious  in  their  use  that  they  called  forth  an  inter- 
dict from  every  conscientious  teacher.  And,  lest  we  take  undue 
credit  to  ourselves  for  our  boldness  in  throwing  aside  these  shackles, 
we  should  remember  that  we  are  in  this  matter  merely  copyists. 
Every  procedure  upon  the  uterus  which  we  now  practise  with  im- 
punity— sharp-curetting,  packing  the  organ  and  draining,  as  well 
as  total  extirpation  of  the  uterus  both  vaginal  and  abdominal — 
were  all  tried  in  this  city  while  most  of  us  were  still  in  knicker- 
bockers. These  operations  were  finally  more  or  less  shelved,  for 
our  future  use,  on  account  of  the  fearful  mortality  then  inseparable 
therefrom.  Nor  can  we  take  any  credit  for  our  present  immunity. 
We  owe  all  our  practice  of  asepsis,  our  very  methods  indeed,  to 
the  Germans,  who  at  once  became  the  most  zealous  and  indefati- 
gable, because  they  were  the  most  needy,  followers  of  Lister.  It  is 
they  who  worked  out  and  developed,  in  union  with  Bantock  and 
Tait  of  England,  the  scheme  of  asepsis,  and  to  the  combined  re- 
sults of  these  we  owe  success  now  in  many  things  which  once 
attempted  without  this  aid  no  one  but  a  fool  would  have  per- 
sisted in. 

The  difference  in  methods  of  treatment,  then,  among  gynaecol- 
ogists to-day,  is  not  as  to  the  value  of  the  methods  themselves, 
none  of  which  as  we  have  pointed  out  are  original  with  this  gene- 
ration, but  it  lies  in  a  difference  of  opinion  regarding  applicability 
in  stated  cases.  This  diversity  of  opinion  is  the  ladder  which  leads 
to  truthful  discovery,  and  fortunate  it  is  for  us  mortals  to  whom 
Truth  is  obscured  that  this  difference  of  opinion  is  inherent  in  us, 
lest  otherwise  we  might  all  accept  a  lie  and  rest  content  therein. 
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EMINENT  LIVING  GYNAECOLOGISTS  AND  OBSTETRICIANS  OF  AMERICA. 



ALEXANDER  J.  C.  SKENE.  M.D. 

Dean  and  Professor  of  Gynaecology  in  the  Long  Island  College  Hospital,  Brooklyn,  N.  V. 
Formerly  Professor  of  Gynaecology  in  the  New  York  Post-Graduate  Medical  School. 
Gynaecologist  to  the  Long  Island  College  Hospital.    Ex -President  of  the 
American  Gynaecological  Society,  of  The  Medical  Society  of  the 
County  of  Kings  and  The  New  York  Obstetrical  Society. 
Corresponding  Member  of  the  British,  Boston,  De- 
troit, and  Belgian  Gynaecological  Societies. 

Doctor  Skene,  a  native  of  Scotland,  was  born  in  the  parish  of 
Fyvie,  Aberdeenshire,  in  1837.  This  Scotch  county  of  Aberdeen 
has  furnished  us  more  clever,  energetic  and  good  citizens  than  has, 
perhaps,  any"other  similar  division  of  any  land  in  Europe.  Suavity, 
energy  and  public  spirit  seem  inherent  qualities  of  Aberdeenshire 
men — and  women  too — from  the  titular  lord  and  lady  downward. 
Another  enviable  quality  is  that  they  all  know  how  to  make  money 
and,  (an  unusual  complement  of  character),  how  to  spend  it  gener- 
ously too.  With  such  natural  recommendations  before  us,  we 
need  feel  no  surprise  at  the  conspicuous  success  attained  to  by 
Dr.  Skene. 

He  was  educated  at  Aberdeen  and  studied  medicine  at  King's 
College,  Scotland.  In  1857,  he  came  to  this  country  and  in  the 
University  of  Michigan  he  continued  his  medical  studies.  Finally, 
in  1863,  he  graduated  at  the  Long  Island  Medical  College  and 
took  up  his  residence  and  practice  in  Brooklyn. 

Almost  from  the  beginning  he  marched  on  the  highway  of  suc- 
cess, and  to  him  came  early  in  his  career  that  opportunity  which 
the  wise  man  seizes  and  the  fool  does  not.  His  opportunity  came 
to  him  in  his  appointment  as  Assistant  to  Dr.  Austin  Flint,  then 
Professor  of  the  Practice  of  Medicine  and  of  Clinical  Medicine.  He 
did  not  long  retain  this  post,  however,  but  resigned  it  to  enter  the 
Northern  army  with  an  appointment  as  Acting  Assistant  Surgeon. 
He  was  stationed  first  at  Port  Royal  and  Charleston  Harbor,  and, 
later,  at  the  hospital  on  David's  Island.  Upon  his  retirement  from 
the  army  and  return  to  Brooklyn,  he  was  again  appointed  Adjunct 
Professor  and  Instructor  in  Medicine  in  the  institution  with  which 
he  had  been  formerly  connected. 

Dr.  Skene  were  not  a  Scotchman,  were  he  not  energetic  and 
capable  of  hard  work,  nor  does  the  history  of  his  success  in  his 
profession  differ  from  that  of  all  our  great  surgeons.  For  years  the 
tenement-houses  knew  him  best,  as  a  practitioner,  and  on  the  anvil 
of  hard  work  he  forged  his  career.  His  name,  however,  has  now 
long  ranked  among  the  eminent  men  of  gynaecology,  yet  he  fre- 
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quently  tells  of  the  hard  and  ^cheaply-paid  work  which*  seems  to 
have  been  the  early  price  of  success  paid  by  all  our  great  medical 
men. 

Though  burdened  with  the  cares  of  a  steadily-increasing  and 
exacting  practice,  his  contributions  to  special  medical  literature 
have  been  very  numerous  and  important.    He  has  published  lec- 
tures on  the  following  subjects  :  "  Pathology  of  Endometritis,  Sub- 
involution and  Sclerosis  of  the  Uterus  ;"    11  Urocystic  and  Urethral 
Diseases  of  Women;"   "  Diagnosis  and   Symptomatology  of  Cor- 
poreal Endometritis  ;"  "Prolapsus  Uteri,  with  an  Illustration  of  Sur- 
gical Treatment ;  "  "  The  Treatment  of  Uterine  Disease  ;  "  ' '  Sclerosis 
Uteri:    One  of  the  Sequelce  of  Puerperal  Metritis ;"  "Deranged 
Menstruation  from  Imperfect  Development  of  the  Reproductive  Or- 
gans, and  Diseases  of  the  General  System  ;  "  also  monographs  on  : 
"  Deformity  of  the  Uterus  ;"  "A  Modification  of  Simpsons  Uterine 
Sound  ;"  "A  New  Needle  for  Introducing  the  Sutures  in  Rupture  of 
the  PeritoncBum  ;  "  ' '  A  New  Uterine  Sound  and  Scarificator  ;"  "  Cica- 
trices of  Cervix  and  Vagina  ;  "  "Natural  and  Artificial  Dilatation  of  the 
Uterine  Os  in  Parturition,  either  Premature  or  at  Term;"  "Areolar 
Hyperplasia  and  Sclerosis  Uteri"    In  1878,  he  published  his  work: 
Diseases  of  the  Bladder  and  Urethra  in  Women— -the  first  book  on 
these  subjects  exclusively  ever  written  in  the  English  language. 
In   1888,  appeared  his  still  more  important  work  :  A  Treatise  on 
Diseases  of  Women.    Both  these  books  have  had  a  large  sale 
from  their  first  appearance,  which  was  to  be  expected  from  the 
eminence  of  their  author.    He  has  been,  probably,  more  interested 
in  bladder  and  urethral  therapeutics  than  in  any  other  single  branch 
of  gynaecology,  and  his  name,  consequently,  has  been  correspond- 
ingly associated  in  the  general  medical  mind  with  these  subjects. 
Long  ago,  however,  he  excited  the  universal  attention  of  the  pro- 
fession by  the  report  of  two  successful  cases  which  indicated  the 
boldness,  skill  and  originality  of  the  reporter.    His  case  of  laparo- 
elytrotomy,  an  operation  at  that  time  but  recently  revived  by  Dr. 
T.  G.  Thomas,  was  the  first  on  record  to  present  a  fortunate  issue. 
This  surgical  procedure,  which  justly  redounded  to  the  credit  of 
Dr.  Thomas,  would  undoubtedly  have  become  the  chosen  opera- 
tion for  the  conditions  indicated,  had  not  Cesarean  section,  until 
then  in  the  worst  odor  from  its  fearful  mortality,  begun  shortly 
thereafter  to  present  sufficiently  improved  results  to  warrant  its 
taking  a  preferred  rank  in  medical  favor.     Dr.  Skene's  success  in 
this  difficult  and  practically  unknown  operation  would  have  done 
much  in  placing  it  upon  that  pinnacle  of  popular  estimation  which 
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it  at  that  time  seemed  destined  to  reach.  In  his  first  successful 
case  of  craniotomy  performed  in  Sims'  position  and  through  a 
Sims  speculum,  Dr.  Skene  conferred  a  great  and  lasting  boon  upon 
humanity  at  large,  and  raised  this  "dread  of  the  accoucheur " 
from  well-merited  disgrace  to  a  position  which  has,  since  the  in- 
troduction of  asepsis,  become  one  of  practical  immunity  from 
danger.  How  great  a  work  Dr.  Skene's  originality  brought  about 
in  this  regard  is  evidenced  in  the  fact  that,  up  to  that  time.  Cesa- 
rean section  with  all  its  attendant  terrors  was  considered  by  many 
authorities  as  preferable  to  craniotomy,  for  extracting  the  dead 
child. 

Besides  his  teaching  by  means  of  literary  work,  Dr.  Skene, 
through  his  professorship  in  the  Post-Graduate  School  of  this  city 
and  in  the  Long  Island  College  Hospital,  has  brought  the  influence 
of  his  ideas  to  bear  upon  a  large  number  of  medical  students  and 
practitioners  from  all  parts  of  this  country.  His  successful  career 
here,  combined  with  his  foreign  associations,  has  made  him  equally 
well-known  in  Europe.  As  an  operator  and  diagnostician,  he  has 
the  reputation  of  being  quick,  dexterous  and  painstaking,  though 
the  writer,  to  his  regret,  has  not  had  the  privilege  of  seeing  his 
work. 

His  most  prominent  personal  characteristic  is  a  breezy  energy — 
a  bit  of  his  own  moorland.  He  is  noted  for  his  suave  and  courteous 
manner  toward  strangers  and  acquaintances,  while  his  friends 
dearly  relish  his  quick  humor  and,  when  occasion  demands  it,  his 
caustic  wit. 

Though  his  birth,  his  memory  and  his  tongue  are  Scotch,  in 
heart,  in  sympathy  and  in  conditions  of  life,  he  is  American  to  the 
core.  He  has  many  admirers,  many  friends  and  few  enemies — the 
normal  status  of  a  man  of  worth. 

In  the  excellent  portrait  of  Dr.  Skene  published  with  this  sketch, 
our  readers  may  read  the  proof  of  our  judgment  of  his  character. 


REVIEWS. 

A  Practical  Treatise  on  the  Diseases  of  Women.  By  T.  Gaillard 
Thomas,  M.D.,  L.L.D.  Sixth  edition.  Enlarged,  and  thoroughly 
revised  by  Paul  F.  Munde,  M.D.  Containing  347  engravings 
on  wood.    (Philadelphia).    Lee  Brothers  &  Company,  1 891. 

In  revising  the  work  of  Dr.  Thomas,  Dr.  Munde  has  undertaken 
a  peculiarly,  difficult  task.    This  work  is  the  most  popular  medical 
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publication  that  has  ever  been  issued  in  this  country,  and  its  author 
justly  earned  for  himself  the  title  of  the  silver-tongued  orator  of 
medicine.  The  clearness  and  simplicity  of  his  style  resembles  that  of 
Dr.  Watson.  The  merits  of  this  production  have  not  only  been 
recognized  at  home,  but  the  work  has  been  translated  into  the  prin- 
cipal Continental  and  also  into  Oriental  languages.  To  revise 
such  a  book  is  a  task  of  the  severest  nature,  and  Dr.  Munde 
has  done  remarkably  well  under  the  circumstances.  Not  the  least 
interesting  characteristic  of  the  work  just  issued  is  an  occasional 
difference  of  opinion  between  the  authors.  Much  progress  has  been 
made  in  the  last  decade  since  Dr.  Thomas  revised  his  book.  This 
progress  has  not  been  so  much  in  the  direction  of  new  and  startling 
discoveries  as  in  winnowing  out  the  chaff  of  speculation  from  the 
wheat  of  fact,  and  much  in  the  last  edition  was  in  the  consideration 
of  subjects  about  which  discussion  has  ceased  to  be  of  great 
interest. 

The  historical  section  remains  unchanged.  The  use  of  sponge- 
tents  is  absolutely  condemned  by  Dr.  Thomas.  "Tents  of  all 
kinds  should  be  discarded  in  gynaecology,  absolutely  and  completely. 
Dilatation  of  the  os  and  cervix  uteri  can  be  more  certainly  and 
safely  accomplished  by  the  divulsor,  under  anaesthesia  and  careful 
antisepsis,  and  should  be  practised  by  preference.''  Four  fatal 
cases  occurring  in  his  practice  are  cited  in  support  of  this  view. 
Dr.  Munde  thinks  the  tent  has  a  limited  value.  We  believe  that  the 
profession  is  in  accord  with  Dr.  Thomas'  views,  and  we  also  believe 
that  gradual  dilatation  by  Hank's  dilators  will  at  times  accom- 
plish much  of  value. 

The  chapter  on  electricity  as  a  therapeutic  agent  in  gynaecology 
comprises  but  seven  pages  although  Dr.  Munde  warmly  indorses  its 
use.  The  subject  is  not  sufficiently  elaborated  to  enable  the  student 
who  is  unfamiliar  with  the  method  to  use  it.  Perhaps  this  is  the 
wisest  course,  inasmuch  as  much  harm  can  result  from  its  careless 
use,  and  it  should  not  be  undertaken  without  such  a  knowledge  of 
electricity  as  must  be  sought  in  special  treatises  on  this  subject.  We 
see  no  reference  to  the  cataphoric  action  of  the  current.  This 
appeals  very  strongly  to  the  uninitiated,  because  it  can  be  so  beau- 
tifully demonstrated  by  vivisection. 

In  the  treatment  of  that  rare  condition  known  as  irritable  car- 
uncle, fuming  nitric  acid,nitrate  of  silver,  solid  stick,orthe  galvanic 
cautery  is  still  recommended.  We  feel  that  this  condition  is  so  fre- 
quently confused  with  prolapse  of  the  urethral  mucous  membrane 
that  it  would  be  better  to  recommend  a  method  that  would  not  be 
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followed  by  a  distorted  canal,  filled  with  hard  tissue.  If  the  treat- 
ment employed  be.to  cut  out  the  diseased  tissue  and  to  unite  the 
edges  of  the  wound  as  would  be  done  elsewhere  in  the  body  no 
such  bad  results  would  occur. 

We  turn  with  great  interest  to  that  portion  of  the  book  which 
treats  of  injury  to  the  pelvic  floor  and  fascia.  We  believe  that  no 
subject  is  of  greater  importance  to  the  gynaecologist  on  account  of 
its  frequency,  the  distressing  symptoms  to  which  it  gives  rise  and 
the  readiness  with  which  they  usually  yield  to  proper  surgical 
procedures.  The  method  of  classifying  this  subject  used  in  former 
editions  has  been  retained.  By  it  the  importance  of  the  perinaeum 
is  recognized,  although  the  mechanical  theory  of  its  support  is 
modified.  The  writer  says,  "we  have  since  come  to  the  conclusion 
that  this  position  [where  the  perinaeum  diagramatically  represented 
as  a  wedge  is  compared  to  the  inverted  keystone  of  an  arch]  is  not 
based  upon  sound  anatomical  principles  and  not  entirely  tenable." 
And  yet  in  speaking  of  rupture  of  the  perinaeum  four  degrees  are 
recognized,  the  third  and  fourth  including  cases  where  the  triangle 
is  completely  divided  '  and  the  keystone  at  once  removed  from  its 
place  in  the  arch. '  It  is  thought  by  Dr.  Thomas  that  the  importance  of 
the  levator  ani  (using,  we  presume,  this  name  in  its  fullest  anatomical 
sense  as  used  by  Henle)  has  been  exaggerated.  This  view  we  believe 
is  opposed  to  the  results  of  the  more  recent  investigations  in 
regard  to  pelvic  anatomy.  The  perineal  body  is  made  up  of  a  few 
insignificant  fibres  of  the  levator  ani  muscle  and  part  of  the  insertion 
of  the  transversus  perinei  muscles;  these,  with  the  fascia  and  adipose 
tissue,  are  its  only  important  constituent  elements.  If  this  body  is 
split  through,  even  the  transversus  perinei  muscles  are  not  left  with-" 
out  attachment,  because  not  only  are  they  inserted  into  the  perineal 
body,  but  are  also  attached  to  the  fascia  which  covers  the  sphincter 
ani  muscle.  The  author  remarks  that  the  perineal  body  has  at  times 
to  be  cut  through  with  a  knife  for  the  condition  of  vaginismus. 
Keeping  in  view  the  remarks  in  regard  to  the  anatomy  of  the  peri- 
naeum, we  fail  to  see  how  cutting  only  through  the  perineal  body  can 
be  of  any  avail.  It  is  impossible  to  have  correct  conception  of  the 
relative  value  of  the  structures  that  compose  the  pelvic  floor  until 
it  is  understood  that  the  tear  which  does  harm  concerns  the  dense 
band  of  muscle  and  fascia,  which,  coming  from  near  the  symphysis, 
passes  around  the  rectum  and  returns  to  the  pubic  bone  on  the  oppo- 
site side.  The  complete  section  of  the  perineal  body  only  involves 
a  few  fibres  that  come  across  the  anterior  margin,  and  the  posterior 
wall  will  be  found  held  up  against  the  anterior,  a  very  good  proof 
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of  the  sufficiency  of  the  pelvic  floor.  Dr.  Thomas  offers  an  excel- 
lent proof  of  this  in  citing  three  cases  where,  t^he  perinaeum  was  sev- 
ered down  to  the  sphincter  ani  muscle  in  order  to  deliver  large 
tumors  by  the  vagina.  The  cases  were  left  without  repair  purposely, 
to  see  if  prolapse  of  the  vaginal,  rectal,  or  vesical  walls  would  occur  as 
a  result  of  a  lack  of  perineal  body.  In  no  case  was  this  observed.  If 
with  complete  laceration  the  edge  of  the  levator  ani  or  its  fascia 
remains  uninjured  the  woman  will  suffer  only  from  loss  of  retentive 
power.  In  regard  to  the  operative  treatment  for  laceration,  the 
author  has  not  essentially  modified  the  operation  described  in  the 
former  edition.  We  cannot  but  be  impressed  by  the  value  of  Dr. 
Thomas's  directions  to  be  observed  before  the  operation  for  complete 
laceration  is  to  be  made,  and  if  they  were  more  generally  carried 
out  there  would  be  fewer  failures  to  record. 

The  description  of  Dr.  Emmet's  operation,  which  has  been  added 
to  the  last  edition,  is  inaccurate,  and  the  cuts  are  misleading,  and 
tally  with  the  description.  If  we  consult  figure  90,  page  205,  we  have 
a  cut  which  is  supposed  to  show  the  direction  in  which  the  sutures 
are  passed.  By  comparing  this  with  figure  71,  page  384  of  Dr. 
Emmet's  "  Principles  and  Practice  of  Gynaecology,"  where  the  liga- 
tures are  correctly  indicated,  it  will  at  once  be  apparent  how 
imperfectly  the  operation  is  represented.  Fig  91,  page  205,  shows 
the  sutures  in  position.  An  ingenious  woodchuck  in  order  to 
escape  pursuit  ran  into  his  hole  and  then  drew  the  hole  in  after  him. 
Now,  if  an  ingenious  artist  should  try  to  delineate  the  hole  after  it 
had  been  drawn  in,  he  would  be  in  much  the  same  position  as  one 
who  tries  to  show  the  sutures  in  posit''on  after  they  are  tied.  When 
the  sutures  are  tightened  only  the  last  one  is  visible;  the  others 
have  been  rolled  in  one  by  one  as  the  parts  resume  the  posi- 
tion they  had  before  the  original  injury.  Dr.  Munde  s  figure  of  the  su- 
tures in  position,  were  it  correct,  would  indicate  an  injury  of  the  pelvic 
floor  that  would  require  an  operation,  as  the  parts  are  gaping,  and  the 
posterior  wall  has  not  been  drawn  up  against  the  anterior  one,  as 
should  always  be  the  case  after  a  successful  operation.  We  cannot 
congratulate  the  author  on  his  description  of  the  work  of  his 
countryman,  but  his  description  of  Mr.  Tait's  procedure  is,  we 
believe,  all  that  could  be  desired  and  is  heartily  endorsed. 

In  treating  the  subject  of  fistula  involving  the  neck  of  the  blad- 
der and  running  a  tortuous  course,  than  which  there  are  at  times 
no  more  difficult  problems  in  plastic  surgery,  Thomas  has  employed 
a  dentist's  burr,  made  with  cutting  flanges  instead  of  dull  ones,  and 
states  that  lie  has  cured  several  cases  which  would  have  been 
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exceedingly  difficult  to  relieve  by  any  other  method,  and  so  expedi- 
tiously, that  he  urges  the  use  of  the  burr  in  this  class  of  cases. 

In  regard  to  intra-uterine  application,  Thomas  remarks:  "We, 
for  our  part,  while  never  fearing  to  irrigate  thoroughly  with  plain 
water  or  mild  medicated  solutions  the  interior  of  the  puerperal 
uterus,  confess  that  we  have  not  had  the  boldness,  in  view  of 
the  many  unpleasant  experiences  of  others  and  a  few  of  our  own,  to 
continue  irrigation  or  injection  of  the  non-puerperal  uterine  cavity. 
We  regret  having  been  obliged  to  arrive  at  this  conclusion,  since 
there  is  no  other  equally  efficient  and  thorough  method.  "'  Under  dis- 
placements of  the  uterus,  we  notice  that  Schultze's  views  have 
influenced  this  subject. 

Dr.  Thomas  still  advocates  the  treatment  of  anteflexion  by  the 
use  of  an  anteflexion,  pessary. 

In  considering  the  treatment  of  carcinoma  of  the  uterus,  Dr. 
Thomas,  in  speaking  of  contra-indications,  remarks :  '  'Whenever  there 
is  the  slightest  appearance  or  even  suspicion  of  involvement  of  the 
para-uterine  tissues  (vagina,  broad  ligament,  pelvic  cellular  tissue, 
bladder  or  rectum)  in  the  cancerous  degeneration  the  removal  of  the 
whole  organ  is  contra-indicated,  ....  but  our  experi- 
ence and  logic  lead  us  to  except  such  cases  from  those  war- 
ranting the  operation,  since  it  is  scarcely  probable,  or  even  pos- 
sible, that  the  disease  can  have  been  completely  extirpated 
under  such  circumstances.  '"  We  are  much  surprised  to  notice  that 
no  mention  is  made  of  the  work  of  Dr.  John  Byrne,  but  a  German  oper- 
ator is  quoted  as  the  particular  advocate  of  cauterization.  No  one 
has  shown  such  results  as  Dr.  Byrne,  and  we  are  at  a  loss  to  know 
why  we  should  travel  across  the  ocean  to  seek  what  lies  at  our  door. 

A  chapter  on  the  diseases  of  the  female  mammary  glands  has 
been  added,  and  we  notice  in  the  treatment  of  mastitis  Dr.  Munde 
suggests  obtaining  uniform  pressure  by  a  large  sponge. 

We  regret  that  want  of  space  permits  our  calling  attention  to  the 
salient  points  and  the  many  excellent  features  of  the  original 
work. 

By  this  revision  many  men  are  able  to  own  this  clinical 
work,  who  are  restricted  in  stocking  their  shelves  to  matter  which 
must  contain  the  latest  observations. 

Extra-Uterine  Pregnancy. 

Schauta,  in  a  recent  pamphlet  [Beitrdge  zur  Casuistik,  Prognose 
u.  Therapie  der  Extra-iderinschwangerschaft,  Prague,  1891],  pre- 
sents his  experience  with  and  his  views  upon  this  important  sub- 
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ject.  The  first  part  is  occupied  with  excellent  reports  of  seven 
cases  which  fell  under  his  observation  at  Prague,  and  is  therefore 
entirely  clinical  in  character.  In  Part  II.,  the  author  enters  upon 
a  statistical  study  of  the  subject,  as  to  prognosis  and  treatment, 
which  is  thorough,  interesting  and  instructive.  He  presents,  first, 
the  mortality  given  by  authorities  previous  to  1876,  and  then  insti- 
tutes a  comparison  between  this  and  that  of  all  the  cases  reported 
since  that  date.  In  the  first  series  he  gives  100  cases  by  Kiwisch, 
with  a  mortality  of  82  per  cent.  ;  then  132  cases  by  Hecker,  mor- 
tality 42  per  cent.,  a  larger  proportion  of  this  series,  however,  were 
advanced  cases;  next  follow  150  cases  by  Hennig,  mortality  88 
per  ecu/.,  and  then  Parry's  500  cases,  of  which  the  mortality  was 
67.  2  per  cent. 

The  number  of  cases  collected  by  the  autho/  since  1876  is  626. 
He  is  of  the  opinion  that  double  that  number  have  been  reported, 
but  he  has  limited  himself  to  those  in  literature  accessible  to  him, 
and  the  references  to  them  occupy  ten  pages  of  the  work.  He  has 
made  no  attempt  to  classify  these  into  ovarian,  abdominal  and 
tubal,  because  impossible  in  a  large  number  of  cases,  nor  does  he 
believe  his  study  faulty  on  this  account :  "Since  all  the  later  in- 
vestigations show  certainly  that  ovarian  and  secondary  abdominal 
pregnancies  do  occur,  yet  as  compared  in  frequency  with  the  tubal 
variety  they  occur  so  seldom  that  no  great  error  is  made  in  con- 
sidering them  all  as  tubal." 

Among  the  626  cases  collected  there  were  369  recoveries  and 
257  deaths  a  mortality  of  41  per  cent.  Classifying  these  as  to  the 
different  periods  of  termination  the  first  half  of  pregnancy  gives 
381  cases  with  218  recoveries  and  163  deaths,  the  second  half  93 
cases  with  40  recoveries,  53  deaths,  and  after  full  term  there  were 
152  cases  with  111  recoveries  and  41  deaths.  The  total  mortality 
of  the  series  was  41  per  cent. 

The  next  classification,  and  a  most  instructive  one  it  is,  is  into 
those  cases  which  were  operated  upon  and  those  allowed  to  run 
their  course  uninterfered  with.  Of  the  latter  there  were  241  with 
75  recoveries  and  166  deaths;  mortality  68.8  per  cent.  This,  com- 
pared with  the  mortality  of  the  whole  series  which  included  both 
operated  and  non-operated  cases,  41  per  cent.,  shows  at  once  a 
strikingly  more  favorable  prognosis  for  the  cases  operated  upon. 
The  close  approximation  of  this  death-rate  of  cases  uninterfered 
with  to  that  of  the  statistics  previous  to  1876  will  also  be  observed. 

Table  I.  gives  the  mode  of  termination  of  the  241  cases  and 
the  period  of  pregnancy  at  which  it  took  place.    We  can  only  note 
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the  most  striking  point  which  is  the  immense  difference  in  mor- 
tality between  the  cases  of  intra-peritoneal  haemorrhage  and  those 
of  rupture  with  formation  of  hematocele.  Thus  of  128  cases  of 
intra-peritoneal  haemorrhage  there  were  7  recoveries  and  115 
deaths  ;  of  rupture  with  haematocele-formation,  22  cases,  14  re- 
coveries, 8  deaths. 

It  seems  that  Shauta  does  not  recognize  the  layers  of  the  broad 
ligament  as  the  limiting  membrane  in  these  haematocele-formations. 
He  does  not  speak  of  such  a  boundary  at  least,  but  of  the  haemor- 
rhage taking  place  into  a  capsulated  space  [abgekapselten  Raum], 
and  of  the  blood  breaking  through  the  limiting  exudation  [abschlies- 
senden  membran].  Nevertheless  he  fully  recognizes  a  secondary 
haemorrhage  when  the  blood,  under  great  pressure,  breaks  through 
the  restraining  membranes  and  the  bleeding  continues  into  the 
free  abdominal  cavity. 

For  many  points  of  interest  in  connection  with  Table  I.  and 

the  author's  commentaries  upon  them  we  must  refer  the  student 

of  the  subject  to  the  work  itself.    He  concludes  : 

"If  we  consider  these  figures  it  is  seen  that  the  statistics  of  the  last  fifteen 
years  show  the  prognosis  of  extra-uterine  pregnancy  under  expectant  treatment 
to  be  very  bad  indeed.  The  death-rate  of  later  times  corresponds  closely  with 
that  previous  to  1876." 

The  author  next  enters  upon  the  study  of  cases  submitted  to 
treatment,  and  here  we  experience  the  embarrasment  of  riches,  an 
absolute  difficulty  of  selecting  or  rejecting  any  part  of  the  whole. 
At  the  outset  he  cannot  avoid  expressing  astonishment  at  the  ad- 
vances which  have  been  made  in  the  treatment  of  this  accident,  as 
shown  by  the  literature  of  the  last  ten  years,  and  he  then  ventures 
upon  a  general  statement  of  the  subject  as  it  stands  at  present : 

"As  to  the  treatment  of  cases  of  extra-uterine  pregnancy  in  which  a  diag- 
nosis has  been  made  during  the  first  half  of  the  term,  it  may  be  laid  down  as  a 
rule,  that  the  patient  may  be  rescued  from  the  dangers  threatening  her  from 
continuance  of  the  pregnancy  by  laparotomy  and  removal  of  the  gestation  sac. 
Upon  this  point  there  seems  to  be  a  tolerable  unanimity  of  opinion.  Dissenting 
voices  are  heard,  however,  in  favor  of  electrolysis  or  of  the  injection  of  mor- 
phine into  the  sac.  Personal  experience  with  these  methods  is  entirely  lack- 
ing, nor  have  the  cases  thus  far  reported  carried  such  conviction  to  my  mind 
as  to  lead  me  to  make  a  trial  of  them. " 

He  admits,  however,  that  the  profession  has  not  yet  fully  ac- 
cepted the  doctrine  of  interference — that  many  claim  it  to  be  too 
late  for  laparotomy  when  bleeding  has  taken  place  into  the  peri- 
toneal cavity  and  that  the  flow  may  be  restrained  by  exudative 
encapsulation.  He  refuses  to  assent  to  these  views.  Exudation  never 
limits  haemorrhage  going  on  into  the  peritoneal  cavity;  the  adhesions 
and  the  pseudo-membranes  must  be  present  beforehand,  and  thus 
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there  may  be  a  hcematocele-formation  but  not  otherwise.  Expect- 
ancy with  an  intra-abdominal  bleeding  vessel  is  opposed  to  all 
the  principles  of  surgery,  and  the  opening  of  the  abdomen  is  not 
now  such  an  undertaking  as  to  prevent  our  taking  the  same  steps 
as  elsewhere.  The  argument  is  closed  with  a  representation  of  the 
figures  : 

RECOVERED.  DEATHS. 
Rupture  with  intra-peritoneal  haemorrhage  7  115 

"  "    hematocele  14  8 

"    laparotomy  and  extirpation  of 

the  sac        -       -       -       -       102  19 

He  does  not  think  a  computation  of  percentages  necessary. 
The  nineteen  cases  of  death  are  critically  examined  ;  in  nine  of 
them  the  operation  was  too  late,  the  amount  of  blood  lost  had 
been  too  great.  Yet  he  shakes  the  strength  of  these  as  supporting 
the  argument  in  favor  of  expectancy,  by  citing  cases  in  which  the 
patient  was  rescued  from  the  greatest  peril,  the  operation  being 
performed  in  desperate  circumstances. 

Among  the  cases  cited,  are  those  in  this  country,  of  Forster1, 
Wylie,2  and  Walker.3  He  also  meets  the  objection  that  there  is  not 
time,  when  the  haemorrhage  is  going  on,  to  make  the  necessary 
preparations  for  laparotomy  by  citation  of  cases  with  the  number 
of  hours  or  days  intervening  between  the  diagnosis  and  the  fatal 
termination.  Among  the  reporters  of  these  are  the  names  of 
Hanks,  Skene,  Thomas,  and  Munde.  The  operation  should  be 
performed  on  the  spot :  "Danger  from  infection  through  the  air  is 
slight,  and  that  attending  transportation  while  bleeding  is  going  on, 
is  great." 

In  Table  II.  are  presented  the  mode  of  termination  of  385  cases 
which  were  subjected  to  treatment.  The  first  two  items  of  this 
table  are  :  Treated  with  electricity,  39  cases,  37  recoveries,  2 
deaths;  treated  by  injection  of  morphine,  10  cases,  8  recoveries,  2 
deaths.  The  great  lesson  of  the  table  is  the  far  better  results  ob- 
tained when  the  sac  was  extirpated.  Without  following  the  author 
through  his  commentary  upon  the  figures,  we  present  his  conclud- 
ing paragraph  as  italicised  : 

"The  old  method  of  stitching  the  sac  to  the  wall  of  the  abdomen,  as  the 
removal  or  leaving  the  placenta,  can  in  future  be  reserved  for  those  cases  in 
which  suppuration  in  the  sac,  with  danger  of  bursting  and  infection  of  the 
peritoneal  cavity,  forbids  total  extirpation.  In  such  cases,  if  the  sac  is  not 
already  adherent  to  the  abdominal  wall,  the  stitching,  with  secondary  opening, 
offers  advantages.  For  cases  of  operation  where  the  child  is  living  and  the 
placental  circulation  continues,  our  efforts  must  nevertheless  be  directed  more  and 

1  American  Journal  of  Obstetrics,  1890.    2  Ibid..  1889.    S  Ibid.,  1890. 
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more  to  avoidance  of  leaving  the  sac  even  in  intra-ligamentous  cases.  I  hold  the  total 
extirpation  of  the  sac  in  every  case  to  be  the  ideal  operation  to  be  striven  for  in  the 
treatment  of  tubal  pregnancy." 

Looking-  through  the  references  we  have  reason  for  congratula- 
tion on  the  frequency  with  which  the  names  of  the  journals  of  this 
country  appear.  On  the  other  hand,  there  is  a  striking  infrequency 
of  references  to  French  authorities.  J.  C.  R. 

Axis  Traction  and  a  Combined  Axis  Traction  Forceps  ;  Also  an  Anti- 
Crantotomy  Forceps,  to  be  Used  as  a  Substitute  for  Craniotomy 
and  Version  in  Pelvic  Deformities.  By  T.  J.  McGillicuddy, 
M.  D.  Reprinted  from  The  Journal  of  the  American  Medical 
Association,  August  8,  1 891. 

Of  the  many  attempts  to  simplify  the  Tarnier  forceps,  none  have 
thoroughly  succeeded.  Many  of  the  substitutes  fail  to  pull  the 
blades  through  the  inlet  in  the  direction  of  its  axis.  All  except  the 
Poullet  fail  to  permit  free  rotation  of  the  blades  and  the  free  play 
necessary  to  permit  them  to  follow  the  peculiarities  of  the  indi- 
vidual pelvis.  "The  Tarnier  instrument  is  complicated,  cumber- 
some and  expensive.'*  It  is  also  liable  to  produce  laceration  of  the 
perinaeum,  unless  removed  as  the  head  reaches  the  pelvic  floor: 
But  we  take  it  that  no  tractor  rigidly  fixed  to  the  instrument,  as  in 
the  forceps  of  Dr.  McGillicuddy,  can  efficiently  take  its  place  in  the 
difficult  extraction  of  heads  located  high  in  the  pelvis,  for  which 
the  Tarnier  forceps  is  chiefly  of  use.  That  the  doctor's  instrument 
does  make  axis  traction,  seems  very  clear  ;  that  it  is  a  simple  de- 
vice for  making  powerful  axis  traction  is  also  clear,  but  that  it  can 
entirely  replace  the  powerful  and  efficient  Tarnier,  seems  to  us 
very  doubtful. 

We  do  not  believe  that  the  forceps  should  be  used  with  any 
vigor  as  a  compressor,  except  in  so  far  as  the  sides  of  the  pelvis 
force  its  blades  to  do  this  work  during  the  onward  progress  of  the 
head.  R.  L.  D. 
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TRANSACTIONS  OF  THE  NEW  YORK  OBSTET- 
RICAL SOCIETY. 

Stated  Meeting,  February  2,  1892. 

The  President,  Clement  Cleveland,  M.  D. ,  in  the  Chair. 

Left  Hydrosalpinx  and  Right  Salpingitis  in  a  Case  of  General 
Acute  Peritonitis  from  a  Neglected  Abortion.  Dr.  W.  R.  Pryor 
presented  the  specimen  and  read  the  history  of  the  case. 

I  would  not  take  your  time  by  presenting  specimens  of  condi- 
|  tions  you  have  so  often  seen,  did  they  not  bear  strongly  upon  the 
subject  of  my  paper  read  before  you  two  weeks  ago. 

I  was  called  to  see  the  patient  in  August,  and  found  her  suffer- 
ing from  a  neglected  abortion  at  about  two-and-a-half  months. 
Her  temperature  was  io22/5,  and  pulse  116  ;  the  abdomen  was  very 
tympanitic  and  tender;  she  was  stupid  with  morphia,  and  had  fre- 
quent attacks  of  vomiting  of  greenish  fluid ;  the  uterus  was  firmly 
fixed  in  the  pelvis  by  a  general  effusion  of  plastic  material,  and  the 
fundus  anteflexed  and  exceedingly  tender ;  the  cervix  discharged 
blood  and  pus  in  considerable  quantities.  The  patient  had  aborted 
a  week  before,  being  at  the  time  perfectly  well. 

I  made  the  diagnosis  of  general  pelvic  peritonitis  resulting  from 
a  septic  endometritis  (the  latter  still  continuing  in  a  virulent  form). 
She  at  first  refused  an  operation,  but  the  pelvic  symptoms  continu- 
ing, she  let  me  operate  four  days  after  first  seeing  her.  I  curetted 
the  entire  uterus  as  thoroughly  as  I  could,  irrigated  and  packed 
with  iodoform  gauze.  From  that  moment  the  patient  began  to  im- 
prove ;  she  could  go  out  in  two  weeks.  After  the  uterus  became 
quite  movable,  and  I  could  make  a  thorough  examination  without 
much  pain,  I  discharged  her.  I  could  make  out  a  firm  band  be- 
tween the  rectum  and  the  fundus  uteri,  and  felt  that  there  must  be 
many  other  adhesions,  but  could  discover  no  tubal  enlargement. 
In  November  a  slight  enlargement  appeared  behind  and  to  the  left 
of  the  uterus,  this  continued  to  increase  until  it  assumed  a  position 
directly  behind  the  uterus.  Ten  days  ago  I  removed  the  specimens 
presented  to  you.  The  sutures  were  removed  yesterday.  I  got 
primary  union  in  the  wound,  although  the  patient  got  out  of  bed 
the  day  after  the  operation,  walked  across  the  room  and  helped 
herself  to  an  internal  bath  of  water.  She  puzzled  me  by  vomiting 
a  good  deal  for  two  days.    The  confession  came  three  days  ago. 
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I  have  been  criticised  by  some  for  daring  to  operate  as  I  do  in 
cases  of  acute  peritonitis.  Had  I  done  a  primary  laparotomy  when 
I  first  saw  this  woman,  I  would  have  had  to  deal  with  a  mass  of 
distended  and  adherent  guts  with  little  chance  of  success.  Had  I 
let  her  alone,  I  believe  the  plastic  peritonitis  would  have  become 
purulent  and  I  would  have  had  to  deal  with  free  pus  in  the  abdo- 
men. The  curetting  cut  off  the  supply  of  sepsis,  and  the  wonderful 
reparative  and  absorptive  property  of  the  peritonaeum  removed 
most  of  the  lymph,  leaving  behind  only  a  multitude  of  adhesions 
which  you  see.  Some  of  these  bands  were  at  least  six  inches  in 
length  and  extended  to  many  different  coils  of  small  guts,  showing 
the  extent  of  the  original  peritonitis.  The  left  tube  contains  clear 
fluid,  merely  the  result  of  an  occlusion  of  its  two  ends.  A  like  pro- 
cess is  beginning  in  the  right  tube,  which  also  is  closed. 

Dr.  Cleveland  presented  a  further  report  in  regard  to  the  speci- 
men of  Papillomatous  Growth  removed  from  both  ovaries,  submitted 
at  the  last  meeting,  as  follows  : 

I  would  say  that  the  patient  has  done  perfectly  well  since  the 
operation,  with  only  a  slight  rise  of  temperature  for  a  day  or  two. 
I  said  at  the  time,  on  account  of  the  great  deal  of  oozing  in  the  pel- 
vic cavity  where  the  tumors  had  been  adherent,  that  I  packed  with 
a  large  amount  of  gauze,  bringing  it  out  from  the  abdominal  cavity 
in  a  solid  column,  leaving  the  wound  open  for  two-and-a-halt 
inches.  I  tied  off  with  No.  8  catgut,  which  I  always  now  use  for 
fear  of  a'  sinus,  which  I  have  met  with  many  times  from  the  use 
of  silk.  The  patient  is  apparently  making  an  uninterrupted  recovery. 
I  brought  these  specimens  back  to-night,  because  Dr.  Freeborn  has 
cut  them  in  two,  and  a  very  interesting  feature  is  discovered  in  this 
large  cyst  from  the  right  side.  The  papillomatous  growth  has 
broken  through  the  walls  of  the  cyst,  and  is  seen  developing  on  the 
inside. 

Dr.  Cleveland  presented  the  specimens  and  read  the  histories  of 
the  following  :  1.  Thick-walled  Multdocular  Cyst  of  the  Right 
Ovary  . 

Dr.  Cleveland  reported  two  cases  of  multilocular  cysts  and  ex- 
hibited the  specimens. 

The  first  was  that  of  a  young  woman,  aet.  twenty-three,  who  was 
admitted  to  the  Woman's  Hospital  January  5,  1892.  She  menstru- 
ated first  at  the  age  of  fourteen  ;  menstruation  has  always  been 
regular  and  of  the  twenty-eight-day  type  ;  rather  scanty  and  con- 
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tinuing  from  six  to  eight  days  and  without  pain.  She  has  had  one 
child  born  three  years  ago. 

Leucorrhoea  and  frequent  micturition  have  been  for  many  months 
constant  symptoms. 

Eight  months  ago  she  observed  that  her  clothes  were  becoming 
tight  for  her.  About  this  time  she  was  forced  to  remain  in  bed  for 
a  week  from  severe  pain  low  down  on  the  right  side.  She  was  not, 
however,  aware  till  three  months  ago  that  she  had  a  tumor  in  the 
abdominal  cavity.  Its  presence  has  given  rise  to  discomfort  merely. 
There  has  been  no  pain  since  the  time  alluded  to,  eight  months  ago. 

For  the  past  three  weeks  she  has  been  excessively  nervous  and 
has  suffered  from  severe  headaches. 

The  measurements  are  :  Circular,  below  umbilicus,  twenty-seven 
inches  ;  umbilicus  to  pubis,  eight  inches. 

On  January  30,  the  patient  was  etherized  and  an  incision  five 
inches  long,  between  pubis  and  umbilicus,  was  made.  The  tumor 
was  found  to  be  a  thick-walled  multilocular  ovarian  cyst  of  right 
side.  The  patient  was  turned  on  the  side  and  two  quarts  of  a  clear 
straw-colored  fluid  withdrawn.  With  some  difficulty  the  tumor, 
consisting  of  several  smaller  cysts  and  a  solid  mass,  was  then 
drawn  through  the  incision  and  tied  off  with  No.  8  catgut.  The 
pedicle  was  one-and-a-half  inches  wide.  The  tumor  was  cut  away 
just  above  ligature  and  Paquelin's  cautery  applied,  as  a  double 
security  against  haemorrhage.  The  left  ovary  was  studded  by  many 
cysts,  but  as  this  was  not  considered  pathological,  it  was  not  re- 
moved. The  wound  was  closed  with  ten  silkworm-gut  sutures. 
The  dressing  was  dermatol  powdered  thickly  over  the  incision,  and 
covered  by  sterilized  gauze  and  cotton,  secured  in  position  by  bands 
of  rubber  adhesive  plaster,  and  a  many-tailed  bandage. 

The  Trendelenberg  posture  was  used  to  facilitate  the  passage  of 
the  abdominal  sutures.  Dr.  Cleveland  remarked  that  he  was  in  the 
habit  of  making  use  of  this  position  in  all  laparotomies  when  pass- 
ing the  sutures,  as  it  carried  the  omentum  and  intestines  entirely 
away  from  the  incision,  but  the  patient  was  restored  to  the  horizon- 
tal position  before  the  sutures  were  secured. 

The  chief  point  which  I  wish  to  notice  in  this  case  is  the  diag- 
nosis. It  was  made  by  several  of  us  at  the  hospital,  of  a  cyst  with 
a  fibroid,  possibly.  One  gentleman  thought  that  pregnancy  com- 
plicated the  trouble.  You  will  see,  since  Dr.  Freeborn  has  opened 
the  tumor,  a  large  mass,  which  we  supposed  to  be  a  fibroid,  but 
which  is  merely  an  accumulation  of  very  small  cysts  that  would 
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probably  have  developed  into  larger  ones  as  the  tumor  grew.  It  is 
as  hard  as  any  fibroid. 

2.  Large  Tliick-walled  Midtilocular  Cyst  of  the  Left  Ovary,  in  which 
there  was  a  Small  Fibroid  found  in  the  Pedicle  and  in  the  Wall 
of  the  Uterus. 

The  second  case  was  that  of  a  woman,  set  forty-three,  who  was 
admitted  to  the  Woman's  Hospital  January  25,  1892.  giving  the  fol- 
lowing history  : 

She  menstruated  first  at  the  age  of  fourteen  ;  her  last  menstru- 
ation occurred  July  17,  1S91  ;  at  this  time  she  flowed  for  an  entire 
month,  theirup  to  that  time  menstruation  had  been  regular,  coming 
every  twenty-eight  days  and  lasting  sometimes  seven  and  now 
and  then  ten  days,  and  profuse  in  quantity  ;  leucorrhcea  has  been 
a  constant  symptom,  and  has  been  profuse  since  last  July  :  mictu- 
rition has  been  present  for  the  past  six  months. 

The  patient  had  been  in  good  health  till  six  months  ago,  when 
she  began  to  have  severe  lancinating  pains  in  the  left  side  in  the 
region  of  left  ovary.  This  pain  has  continued  ever  since.  In  July 
she  noticed  that  the  abdomen  was  be°:inninor  to  enlarge  ;  its  size 
has  steadily  increased. 

The  largest  circular  measurement  just  below  the  umbilicus  is 
thirty-four  inches  :  measurement  from  umbilicus  to  pubis,  ten 
inches. 

Diagnosis  — Multilocular  ovarian  cyst — possibly  malignant. 

Operation. — February  1,  abdominal  incision  of  three  inches  was 
made  and  afterwards  enlarged  to  six  :  a  large  multilocular  cyst  of 
left  ovary  presented  itself :  the  sound  was  passed  around  over  the 
surface  of  the  tumor,  and  but  one  or  two  points  of  adhesion  dis- 
covered that  were  readily  broken  :  patient  was  then  turned  on  left 
side  and  trocar  and  cannula  passed  :  several  quarts  of  a  thick  gray- 
ish fluid  were  withdrawn  ;  the  opening  in  the  cyst  was  then  enlarged 
and  the  hand  passed  in  and  many  small  cysts  broken  into  by  the 
fingers,  and  the  tumor  partly  everted  and  with  some  difficulty 
withdrawn  ;  the  pedicle  was  four-and-a-half  inches  wide  and  quite 
thick.  This  was  secured  by  several  long  clamps  and  the  tumor  cut 
away  just  above  them.  The  pedicle  was  then  secured  by  five  No. 
8  catgut  sutures,  passed  one  upon  the  other.  As  an  additional  pre- 
caution the  pedicle  was  cauterized  and  then  dropped  back.  A  small 
fibroid  tumor  was  cut  away  from  the  pedicle  outside  the  ligatures. 

The  patient  was  then  placed  in  the  Trendelenberg  posture  and 
the  pelvis  explored.    Two  fibroid  tumors  were  made  out,  one  on 
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the  right  side,  two  inches  long  and  one  thick,  and  pedunculated  ; 
the  second  situated  behind,  sessile,  and  tilling  pelvic  cavity.  These 
were  not  interfered  with.  The  right  ovary  was  atrophied;  as  small 
amount  of  fluid  escaped  into  the  abdominal  cavity,  the  latter  was 
irrigated  with  plain  hot  water. 

Abdominal  wound  was  closed  with  eleven  silkworm-gut  sutures 
and  dressed  after  the  manner  of  the  previous  case. 

The  points  of  interest  in  this  case  are  the  excessive  flowing  be- 
fore the  development  of  the  tumor  was  discovered,  and  which  was 
doubtless  due  to  the  presence  of  the  fibroids.  Its  discontinuance 
may  reasonably  be  attributed  to  the  growth  of  the  cyst. 

Another  interesting  feature  was  the  small  fibroid  in  the  pedicle, 
fully  an  inch  and-a-half  away  from  the  fundus  uteri. 

In  regard  to  this  small  fibroid  which  was,  as  I  said  before,  about 
an  inch  and-a-half  from  the  uterus.  It  is.  of  course,  a  rare  circum- 
stance to  find  a  fibroid  in  the  broad  ligament,  but  I  account  for  its 
presence  there  in  this  way  :  that  it  was  probably  a  small  fibroid  of 
the  uterus,  which,  as  the  tumor  grew  and  the  pedicle  grew,  was 
drawn  away  from  the  body  of  the  uterus. 

Case  of  Double  Ovarian  Papillomatous  Cysts.     Dr.  Malcolm  McLean 
presented  the  specimen  and  read  the  history  of  the  case. 

Mrs.  H.  M. ,  set.  thirty-five;  Ipara,  last  child  born,  five  years  ago. 
Good  general  history.  For  two-and-one-half  years  she  has  suffered 
with  pelvic  pains  associated  with  dysmenorrhcea  and  menorrhagia. 
About  one  year  ago  the  pains  became  more  pronounced,  and  she 
noticed  considerable  enlargement  of  the  abdomen.  On  examina- 
tion, under  full  ether-narcosis,  I  found  a  large  single  symmetrical 
tumor  corresponding  to  the  body  of  the  uterus  at  the  seventh  month 
of  pregnancy.  It  was  movable  and  continuous  with  the  cervix 
which  moved  correspondingly  to  any  motion  imparted  to  the  tumor. 
On  making  firm  pressure  around  the  sides  of  the  mass,  a  second 
lump  about  two  inches  in  diameter  could  be  felt  firmly  adherent  to 
the  larger  mass.  The  history  of  pregnancy  having  been  excluded,  a 
flexible  hard-rubber  sound  was  introduced  into  the  cervix  and 
entered  just  eight  inches  without  using  the  slightest  force.  A  curette 
was  introduced  and  a  few  fungosities  removed.  A  diagnosis  of 
fibroid  of  the  uterus — interstitial — was  made,  and  the  patient  put  un- 
der a  course  of  applications  of  constant  galvanic  current.  No 
tumors  or  enlargements  could  be  felt  in  the  various  regions.  After 
eight  months  or  more  of  treatment  by  electricity  the  uterus  meas- 
ured four  inches,  and  the  outlines  of  the  tumor  had  correspondingly 
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descended  towards  the  pelvis.  But  for  the  last  four  months  the 
abdomen  has  again  enlarged  and  there  has  been  great  discomfort 
and  tenderness.  Vaginal  examination  January  15  shows  that  there 
is  a  rough  corn-cob-like  mass  protruding  into  Douglas'  cul-de-sac, 
pressing  the  uterus  forward  against  the  pubis.  The  enlargement 
of  the  abdomen  is  found  to  be  as  great  as  at  full  term  of  pregnancy, 
and  is  due  in  great  part  to  ascites.  No  hard  tumor  can  be  distin- 
guished. Diagnosis  of  papillomatous  ovarian  cyst,  with  abdominal 
dropsy,  was  made  and  laparotomy  recommended. 

The  operation  was  done  on  January  28,  1892,  and,  after  evacuat- 
ing several  quarts  of  straw-colored  fluid  from  the  peritonaeum,  a 
tumor  the  size  of  a  large  cocoanut  was  found  imbedded  under  adhe- 
sions running  from  the  omentum  in  the  left  side.  After  separating 
adhesions  with  much  difficulty,  it  was  found  that  the  mass  was 
a  papillomatous  cyst  of  the  left  ovary,  with  a  projection  of  the  mass 
into  the  post-uterine  space.  This  latter  portion  of  the  mass  seemed 
to  be  generally  adherent,  so  firmly  was  it  held  down  by  bands  of 
adhesions. 

Springing  from  beneath  the  same  bands,  at  the  sacral  promontory, 
could  be  felt  the  attachments  of  another  equally  large  cystic  tumor 
which  was  crowded  back  into  the  region  of  the  right  kidney  by  the 
omental  adhesions.  This  was  evidently  the  right  ovary,  and  in  order 
to  get  at  it,  it  was  necessary  to  cut  away  as  much  as  possible  of  the 
papilloma  on  the  left  side.  Rapidly  cutting  with  scissors  and  tying 
vessels  as  the  incisions  were  made,  it  was  found  after  removing  one- 
half  of  the  mass  that  the  other  portions,  including  the  process  which 
was  jammed  down  into  Douglas*  cul-de-sac,  could  be  disentan- 
gled from  the  strong  bands  which  held  the  mass  in  the  pelvis,  and 
it  could  be  slipped  up  into  view,  exposing  a  fair  pedicle,  which  was 
tied  with  Chinese  silk,  touched  with  the  platinum  cautery  and 
dropped  back. 

It  then  became  comparatively  easy  to  expose  the  tumor  on  the 
right  and  to  remove  it  in  the  ordinary  manner. 

The  stump  gave  some  trouble,  a  second  ligature  being  required 
to  control  bleeding.  There  was  a  good  deal  of  oozing  from  the  torn 
adhesions,  and  iodoform-gauze  was  packed  in  to  control  it. 

This  whole  case  was  a  very  forlorn  one  to  attack,  and  after 
working  two  hours  and  fifteen  minutes  I  thought  I  had  the  most 
desperate  case  I  had  ever  undertaken.  I  speak  of  this  for  two  rea- 
sons in  connection  with  these  papillomata:  in  the  first  place  because 
I  believe  we  can  do  more  with  them  than  they  appear  to  promise 
us,  and  in  the  second  place  in  this  individual  case  the  woman  did 
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remarkably  well  under  these  unpleasant  circumstances..  I  had  all 
the  blood  to  deal  with  that  I  anticipated,  and  I  packed  with  iodo- 
form-gauze,  making  a  column  of  it  as  Dr.  Cleveland  has  described.  I 
put  along  side  of  it  a  drainage-tube  for  the  purpose  of  getting  quick 
drainage  from  the  point  of  the  pelvis,  which  I  wanted  to  drain,  and 
also  for  the  purpose  of  examination  with  the  mirror,  a  custom 
which  I  always  follow,  in  order  to  see  the  progress  of  things  in  the 
wound  and  help  me  to  determine  whether  to  disturb  the  dressings. 
Examining  the  tube  with  a  reflector  on  the  fourth  day  I  found  a  very 
good  organization  of  tissue  about  the  tube  enclosing  the  dressings 
as  far  as  I  could  see  from  that  point,  and  I  therefore  removed  the 
iodoform-gauze  and  the  case  has  progressed  favorably  up  to  this 
point. 

The  interesting  point  in  this  case  is  about  the  diagnosis.  I 
never  could  have  been  more  sure  that  it  was  an  enlarged  uterus  with 
a  small  fibroid  attached  to  its  side.  I  cannot  account  for  the  exist- 
ence of  the  cystic  tumors  which  were  evidently  never  above  the 
point  where  they  were  located,  for  they  were  buried  in  adhesions 
which  seemed  to  me  to  be  very  old.  The  whole  case  is  a  mystery 
to  me  as  far  as  the  original  diagnosis  is  concerned,  especially  as  I 
put  the  probe  eight  inches  in  the  uterus,  and  I  certainly  used 
no  force.  The  uniform  diminution  in  the  size  of  the  supposed  uterine 
fibroid  under  eight  months  treatment  by  electricity  warrants  me  in 
believing  that  the  original  diagnosis  may  have  been  correct.  Cer- 
tainly there  was  no  ascites  nor  pelvic  tumor  discernible  one  year  ago. 

Catarrhal  Salpingitis  of  both  Tubes,  Abscess  of  the  Right  Ovary, 
and   old   Hcematoma   of  the  left  Ovary. — Dr.  J.   E.  Janvrin  ex- 
hibited the  specimen  and  read  the  history  of  the  case. 

Dr.  [.  E.  Janvrin  presented  the  specimens,  and  related  the 
history  of  a  case  of  catarrhal  salpingitis  of  both  tubes,  abscess  of 
right  ovary,  and  old  haematoma  of  left  ovary. 

Mrs.  T.  S.f  German  by  birth,  xt  twenty-six;  married  four 
years;  mother  of  two  children;  was  examined  on  December  26,  189 1  ; 
suffers  severely  from  dysmenorrhoea,  pain  in  both  ovaries  and 
tubes  continuously,  and  endometritis. 

Examination  revealed  a  large  exostosis  from  upper  portion  of 
right  promontory  of  sacrum  and  right  ilium:  both  Fallopian  tubes 
and  ovaries  enlarged,  and  bound  by  old  inflammatory  exudate. 
Extreme  tenderness  over  both  ovaries;  says  her  dysmenorrhoea  is 
excruciating. 

December  29,  1891,  laparotomy. 
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Right  ovary  slightly  enlarged  and  containing  small  abscess; 
tube  very  slightly  enlarged  by  catarrhal  inflammation.  Left  ovary 
enlarged  to  a  moderate  extent,  and  in  its  centre  (on  section  after 
removal)  was  found  a  cavity  containing  a  clot  of  fibrin,  nearly 
white  and  quite  firm,  about  the  size  of  a  lima-bean.  This  is  evi- 
dently the  remnants  of  a  small  hematocele.  The  tube  of  this  side 
also  enlarged  to  about  six  times  its  normal  size,  although  its  lumen 
is  but  slightly  increased  in  size.  Probably  this  is  simply  the  result 
of  catarrhal  inflammation.  Both  tubes  and  ovaries  bound  down  by 
firm  adhesions,  that  of  the  left  side  being  firmly  adherent  to  the  sig- 
moid flexure.  Operation  lasted  nearly  one  hour,  considerable  time 
being  spent  in  enucleating  the  tubes  and  ovaries  slowly,  so  as  not 
to  seriously  injure  the  intestines. 

Abdominal  cavity  flushed  with  hot  water  (11 50),  and  as  there 
continued  to  be  some  oozing  from  the  torn  adhesions  (which  could 
not  be  ligated)  the  cavities  were  packed  with  iodoform-gauze,  the 
end  of  course  projecting  through  lower  end  of  abdominal  incision. 

The  amount  of  bloody  serum  drained  away  by  the  gauze  during 
the  week  following  was  enormous.  On  the  sixth  day  the  gauze  was 
partly  drawn  away,  on  the  ninth  still  another  portion,  and  on  the 
twelfth  day  the  last  of  it.  A  small  sinus  remained  which  has  con- 
tinued to  drain  even  up  to  the  present  date.  The  amount  daily  for 
the  past  few  days  is,  however,  not  over  half  a  teaspoonful,  and  is 
very  thin  in  character. 

The  specimen  is  of  interest  simply  as  showing  the  fibrinous  clot 
still  imbedded  within  the  centre  of  the  left  ovary.  As  stated  before 
probably  the  remnants  of  an  old  hematocele.  The  history  is  some- 
what interesting  as  showing  the  large  amount  of  bloody  serum  dis- 
charged from  the  abdominal  cavity,  by  means  of  the  gauze  packing 
during  the  first  week  of  convalescence  ;  and  also  from  the  fact  that, 
even  with  the  large  exostosis  upon  the  promontory  of  the  sacrum, 
she  had  borne  two  living  children  during  the  past  four  years. 

DISCISSIOX  ox  dr.  pryor's  specimen. 

Dr.  Pryor: — Dr.  Polk  was  not  here  when  I  described  this  case, 
and  as  I  did  curettement  in  the  presence  of  an  acute  pelvic  perito- 
nitis, and  I  know  he  is  a  little  inclined  that  way,  I  would  like  to 
hear  from  him  in  regard  to  curetting  in  cases  of  acute  septic  perito- 
nitis, associated  with  endometritis.  It  was  a  case  of  abortion  where 
the  uterus  discharged  blood  and  pus,  associated  with  acute  perito- 
nitis. I  curetted  and  she  recovered  so  far  as  the  symptoms  were 
concerned,  but  turned  up  in  two  months  with  a  tumor  posterior  to 
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the  uterus,  which  turned  out  to  be  a  hydrosalpinx  due  to  the 
original  peritonitis  occluding  both  ends  of  the  tube. 

Dr.  W.  M.  Polk: — In  cases  where  peritonitis  is  present,  I  do  not 
think  there  is  any  question  but  what — if  after  you  have  attacked 
the  inside  of  the  uterus,  and  the  patient  does  not  get  better — the 
abdomen  should  be  opened  and  your  drainage  completed  in  that 
way  ;  the  uterus  being  cleared  out  and  drained,  and  packed  with 
gauze,  and  then  the  abdomen  opened,  and  the  whole  of  the  Doug- 
las cul-de-sac,  and  the  region  behind  the  broad  ligament  likewise 
filled  up  with  gauze;  drainage  being  thus  kept  up  from  the  inside  as 
well  as  the  outside  of  the  uterus,  I  think  this  will  do  more  to 
curtail  sepsis  than  anything,  except  taking  out  the  uterus,  the  shock 
of  which  is  such  that  it  is  probably  forbidden  in  most  of  these  cases. 

Dr.  Cleveland  : — Will  Dr.  Polk  please  tell  us  what  his  habit  is 
in  packing  with  gauze,  how  large  an  opening  he  would  leave  in 
such  cases  as  this  in  the  abdominal  wound,  and  whether  he  would 
bring  out  of  the  abdominal  wound  one  or  two  strips  of  the  iodoform- 
gauze,  or  pack  up  a  solid  column  ? 

Dr.  Polk  : — I  would  pack  up  a  solid  column,  and  treat  the  case 
by  the  open  method,  packing  the  peritoneal  wound  and  then  bring- 
ing out  a  large  amount  of  gauze  through  the  abdominal  wound, 
and  if  need  be,  I  would  leave  an  opening  of  three  inches  in  the 
abdominal  wall  through  which  the  gauze  comes. 

Dr.  Cleveland  : — I  asked  that  question  because  I  have  seen 
some  men  operate  and  leave  a  good  deal  of  gauze  in  the  pelvic 
cavity,  while  they  brought  out  only  two  or  three  strips  through  the 
abdominal  incision. 

Dr.  Polk  : — I  think  that  is  a  mistake  ;  I  do  not  believe  they  get 
the  proper  amount  of  drainage. 

NARRATION  OF  CASES. 

Dr.  E.  B.  Cragin  : — Mr.  President  :  Somewhat  in  the  line  of  the 
case  of  papilloma  referred  to  by  you,  I  met  last  summer  with  a  case 
that  might  be  called  a  later  stage  of  that  same  condition.  The 
woman  had  had  removed  by  Dr.  G.  M.  Tuttle,  a  year  before,  what 
was  apparently  an  intra-ligamentous  cyst  of  the  right  ligament — 
removed  without  any  special  difficulty  by  enucleation.  The  patient 
recovered,  but  a  year  from  that  time,  that  is  last  summer,  she 
came  back  with  a  mass  as  large  as  the  original  one,  extending 
above  the  umbilicus.  It  had  a  doughy  feeling,  somewhat  fluctu- 
ating, and  on  opening  the  abdomen  I  found  a  mass  considerably 
larger  than  the  one  which  you  submitted  this  evening,  which  was 
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of  the  same  material — papilloma — very  friable,  bleeding  with  every 
touch.  The  wall  of  the  mass  seemed  to  be  formed  by  fibrinous 
peritonitis  and  coils  of  intestines.  I  scooped  out  as  much  of  the 
material  as  possible,  and  as  the  abdomen  was  full  of  blood  (and 
there  seemed  to  be  no  other  way  to  check  the  haemorrhage)  I  drew 
up  the  uterus  and  amputated  it,  and  the  woman  recovered  without 
difficulty.  I  saw  her  yesterday,  and  she  has  gained  about  forty 
pounds  in  flesh,  but  there  is  a  mass  on  her  right  side.  I  am  not 
quite  sure  whether  it  is  a  recurrence  of  the  same  papillomatous 
condition,  or  whether  the  mass  is  formed  of  the  adhesions  of  the 
coils  of  intestines.  The  question  arises  whether  the  origin  of  the 
papillomatous  mass  was  the  spilling  of  some  of  the  fluid  in  the 
first  operation  a  year  ago,  or  whether  a  little  piece  of  the  cyst 
wall  was  inadvertently  left  behind. 

Dr.  Polk  : — I  would  like  to  make  a  supplemental  report  upon 
two  cases  operated  upon  about  a  year  ago,  the  histories  of  which 
were  reported  in  an  article  which  I  read  before  the  American  Medi- 
cal Association  at  its  last  meeting,  and  published  in  The  American 
Journal  of  Obstetrics  for  September,  1891.  It  relates,  to  the 
behavior  of  women  who  have  had  an  amputation  of  the  tubes 
made  in  cases  of  pyosalpinx,  but  one  ovary  left  in  position. 
There  were  three  cases  which  I  operated  upon  at  about  the  same 
time  ;  two  of  them  were  healthy,  robust  women,  and  the  other 
was  rather  a  neurotic  subject,  although  in  other  respects  healthy. 
The  result  in  all  three  has  been  good.  In  all  of  them  one  ovary 
was  taken  out  and  the  other  ovary  left,  the  reason  in  two  of  the 
cases  being  that  the  ovaries  removed  contained  pus,  and  the  third 
case  the  ovary  removed  being  really  a  large  haematoma. 

In  one  of  them,  a  large  Swiss,  the  one  ovary  left  has  been 
sufficient  to  enable  her  to  continue  her  menstruation  with  regu_ 
larity,  but  somewhat  less  active  than  formerly,  free  from  pain  and 
quite  able  to  attend  to  her  usual  duties.  The  uterus  seemed  some- 
what smaller  than  it  should  be,  but  it  is  only  relatively,  not  abso- 
lutely, small.  She  is  anxious  for  children,  but  of  course  that  is  out 
of  the  question.  The  principal  point  is  that  so  far  as  the  genital 
organs  are  concerned,  they  do  not  appear  to  be  in  a  state  of  alter- 
ation from  the  normal. 

In  all  the  cases  the  purulent  portion  of  the  tube  was  cut  off  and 
the  ends  of  the  tube  left  free  without  a  ligature  around  them.  The 
second  woman  had  no  disturbance,  and  has  been  able  to  attend  to 
her  duties.  About  six  or  eight  weeks  ago  she  developed  excessive 
menstruation.     Examination  showed  that  the  uterus  was  about  the 
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natural  size  and  that  the  hemorrhage  was  dependent  -upon  some 
fungosities.  They  were  removed,  and  the  patient  since  that  time 
has  been  in  very  good  condition. 

The  third  case  has  had  nothing  special  to  report  except  that 
menstruation  has  not  been  as  profuse  as  formerly,  and  her  general 
condition  is  very  good. 

All  these  women  have  no  pain  about  the  uterus  or  vagina,  and 
so  far  as  their  functions  as  working  women  and  as  married  women 
are  concerned,  they  are  able  to  perform  them  without  let  or  hin- 
drance, or  any  discomfort  whatever.  Now,  of  course,  sir,  the 
question  of  leaving  an  ovary  in  is  one  which  is  yet  in  debate,  but 
it  appears  to  me  that  where  it  is  not  desirable  to  bring  on  an  arti- 
ficial change  of  life,  and  yet  the  condition  of  the  tube  is  such  as  to 
make  you  fearful  of  leaving  it  in  to  develop  purulent  inflammation 
and  endanger  life,  you  are  justified  in  leaving  the  ovary,  for  ovula- 
tion and  its  effect  on  the  system  at  large. will  continue.  The  effect 
of  complete  castration  on  the  genital  organs  of  young  women  is 
familiar  to  all  of  us,  and  in  young  married  women  it  is  not  infre- 
quently a  source  of  unhappiness  to  them.  It  is  not  a  question  of 
involvement  in  any  way  of  the  sexual  sense,  but  simply  a  question 
of  the  marital  act  becoming  painful  consequent  on  the  necessary 
atrophy  that  takes  place  in  these  tissues  after  the  removal  of  these 
structures.  Even  for  the  purpose  of  obviating  any  such  contin- 
gency as  that,  aside  from  any  other  question,  it  seems  to  me  a 
desirable  procedure,  but  when  I  consider  the  mental  effect  pro- 
duced on  some  women  of  depriving  them  of  the  function  of  ovula- 
tion, it  seems  to  me  that  that  should  be  maintained  even  at  the 
risk  of  some  inconvenience,  and  these  cases  prove  it  is  not  incon- 
venient to  leave  those  organs  in  the  manner  I  have  suggested. 

Dr.  Pryor  : — I  would  like  to  ask  Dr.  Polk  if  any  of  his  patients 
ever  missed  menstruation  ? 

Dr.  Polk  : — No,  sir  ;  they  have  gone  on.  That  reminds  me  of 
a  singular  condition  which  I  found  on  opening  the  abdomen  of  a 
patient  of  mine  last  Monday,  upon  whom  I  operated  two  years 
ago,  removing  the  left  tube  and  ovary  and  leaving  the  right  in  posi- 
tion. Two  months  afterward  she  had  an  attack  of  peritonitis, 
which  probably  came  from  the  tube  which  was  left  in  situ.  She 
recovered  from  that  and  has  just  came  back  to  the  hospital  with 
excessive  pain.  I  opened  the  abdomen  and  found  the  pains  were 
dependent  upon  adhesions  of  the  omentum  to  the  top  of  the  uterus 
and  to  the  right  Fallopian  tube  and  ovary.  The  woman  had  only 
menstruated  once  in  the  past  year,  and  when  I  came  to  hunt  for 
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that  ovary  on  the  right  side,  it  had  disappeared,  except  a  small 
cyst  which  ruptured  under  manipulation.  The  inflammation  and 
adhesions  had  been  so  great  and  so  dense  that  in  their  contraction 
they  had  destroyed  that  ovary,  and  in  destroying  it  had  destroyed 
the  function  of  menstruation,  so  that  she  had  menstruated  but  once 
in  the  year.    She  was  a  young  woman,  only  aged  twenty-five. 

Dr.  J.  Riddle  Goffe: — I  have  a  case  that  is  interesting  me  very 
much  just  now  from  the  fact  that  it  brings  up  the  point  of  differen- 
tiation between  cellulitis  and  peritonitis.  It  is  a  case  which  I 
operated  upon  for  a  pus-tube  on  one  side,  and  a  cystic  ovary  on 
the  other,  the  specimens  of  which  I  presented  here  about  a  month 
ago.  It  is  'now  two  months  since  the  operation.  She  got  along 
very  nicely  and  left  the  hospital,  but  shortly  afterward  she  was  ex- 
posed to  the  weather  and  thinks  she  took  cold;  at  any  rate,  she 
had  at  first  irritation  of  the  bladder,  and  then  pain  in  the  pelvis  and 
down  the  right  leg.  On  examining  her,  I  found  a  little  exudate  to 
the  left  of  the  uterus,  and  reaching  across  in  front  of  it  at  about  the 
junction  of  the  bladder  with  the  uterus,  which  was  hard  but  some- 
what sensitive  upon  moving  the  uterus.  I  did  nothing  for  her,  but 
sent  her  home  with  instructions  to  keep  still  and  take  hot  douches. 
A  week  after  I  found  this  exudate  or  this  hard  mass  had  extended 
across  the  pelvis  entirely  to  the  other  side,  so  that  at  the  present 
time  there  is  a  hard  mass  that  makes  a  verv  firm  roof  to  the  vagina, 
and  upon  the  left  side  reaches  up  almost  to  Poupart's  ligament,  so 
if  I  make  pressure  at  that  point,  I  can  feel  the  impulse  extending  in 
a  solid  mass  down  to  the  vagina.  The  fact  that  it  began  at  a 
limited  point,  and  extended  gradually  through  the  pelvis,  led  me  to 
think  that  it  might  be  one  of  three  things:  either  a  pelvic  peritonitis 
extending  across  and  involving  the  whole  of  the  pelvic  peritonaeum; 
or  it  might  be  a  general  cellulitis  with  exudate  into  the  cellular 
tissue  extending  across;  or  it  might  be  that  one  of  the  smaller  blood- 
vessels had  slipped  my  ligature,  and  there  had  been  haemorrhage 
into  the  tissues,  causing  a  diffused  haematoma  into  the  cellular  tissue. 
I  am  watching  the  case  carefully  to  see  if  there  is  any  point  of  soft- 
ening or  suppuration  anywhere,  or  any  indication  for  interference. 
The  temperature  ranged  from  99-  to  ioo°  with  more  or  less  pain 
almost  constantly.  I  do  not  just  feel  like  doing  laparotomy  for  the 
sake  of  diagnosis,  although  I  should  very  much  like  to.  If  any  of 
the  members  have  any  suggestions  to  make,  I  should  be  glad  to 
receive  them. 

Dr.  Polk: — I  would  ask  Dr.  Goffe  if  he  has  determined  the  pre- 
cise position  of  the  body  of  the  uterus,  by  passing  a  sound,  and  I 
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ask  it  for  this  reason:  it  is  familiar  to  all  of  us  that  if  you  get  an 
extensive  exudate  behind  the  uterus,  the  uterus  will  be  thrown  for- 
ward and  downward;  and  the  exudate  fitting  very  closely,  and  causing 
the  anterior  wall  of  the  broad  ligament  and  the  face  of  the  uterus  to  hug 
closely  the  para-vesical  region  and  the  bladder,  the  appearance  is 
given  of  an  exudate  between  the  uterus  and  the  bladder,  for  the 
reason  that  the  wall  from  side  to  side — the  para-vesical  fossa  from 
one  side  to  the  other — appears  to  be  continuous,  the  exudate  being 
about  on  a  level  with  the  anterior  uterine  wall.  I  have  found  in 
such  cases  that  I  could  not  really  tell  whether  I  was  dealing  with 
an  exudate,  or  with  the  anterior  uterine  wall,  the  tissue  of  both  ap- 
pears so  similar  to  the  sense  of  touch,  but  locating  the  uterine 
body  by  means  of  a  sound  has  settled  the  question. 

It  has  been  stated  that  an  exudate  between  the  uterus  and  the 
bladder  will  determine  the  presence  of  cellulitis,  as  against  the 
presence  of  peritonitis.  I  have  no  doubt  we  have  all  found 
cases  in  which  the  Fallopian  tube  and  the  ovary  have  been 
upon  the  anterior  face  of  the  broad  ligament — not  both,  but 
one  of  them — and  in  two  cases  of  tubercular  peritonitis  which 
I  recall,  the  exudate,  although  intra-peritoneal,  was  between  the 
uterus  and  the  bladder,  exactly  in  the  position  which  we  are  told  is 
exhibited  by  a  cellular  exudate.  If  we  had  it  in  two  instances  in 
my  limited  experience,  I  am  sure  it  must  have  occurred  in  the  ex- 
perience of  others. 

Dr.  Goffe: — I  have  not  passed  the  sound  in  this  case,  but  the 
exudate  is  so  thin  in  its  vertical  diameter  that  it  seems  like  a  disc 
perfectly  surrounding  the  neck  of  the  uterus  at  its  junction  with  the 
body.  It  is  not  felt  in  Douglas'  pouch,  it  is  on  both  sides,  and  in 
front,  reaching  across  from  one  wall  of  the  pelvis  to  the  other,  an- 
terior to  the  uterus,  and  not  posterior. 

Dr.  Polk: — In  several  cases  I  have  found  the  omentum  in  a  mass 
between  the  uterus  and  the  vagina  in  secondary  operations. 

Dr.  Prvor: — Possibly  it  is  a  case  of  the  omentum  receiving  a 
fresh  supply  of  blood  from  adhesions  formed  subsequent  to  the 
operation.  That  does  occur  sometimes,  and  usually  on  the  right 
side,  the  omentum  usually  being  prolapsed  to  the  right  side  rather 
than  to  the  left. 
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Dr.  R.  A.  Murray  read  a  paper  entited  :    Gonorrheal  Vaginitis  : 
Its  Complications  and  Treatment. 

DISCUSSION. 

Dr.  Polk: — The  treatment  seems  to  me  to  leave  nothing  to  be 
desired  if  we  except  one  thing,  which,  I  am  afraid,  I  will  bore 
the  Society  with,  namely  the  question  of  adequate  drainage  for  the 
interior  of  the  uterus.    Now,  as  a  matter  of  routine,  I  treat  all  the 
cases  of  gonorrhoea  that  corne  into  my  wards  somewhat  in  the 
same  way  that  Dr.  Murray  does,  but  I  also  attack  the  inside  of  the 
uterus,  which,  I  may  say,  I  do  invariably,  because  nearly  all  the  cases 
have  a  certain  amount  of  endometritis,  and  I  am  certain  to  attack  it 
if  I  find  any  discharge  from  the  cervical  canal.     I  attack  it  along 
the  lines  I  have  mentioned  here  from  time  to  time.    I  make  a  regu- 
lar operation,  etherize  the  patient  and  thoroughly  dilate  the  cervical 
canal  from  the  internal  os  down,  and  then  I  wash  out  the  inside  of 
the  uterus,   and  if  the  discharge  seems  to  be  purulent  I  curette. 
Then  I  wash  out  the  inside  of  the  uterus  with  a  1-2000  solution  of 
bichloride  of  mercury,  preferring  that  to  any  other  germicide  and 
of  that  strength,  or  even  milder.    I  then  introduce  the  gauze  into 
the  cavity  of  the  uterus  on  precisely  the  same  principle  that  Dr. 
Murray  introduces  it  into  the  vagina  ;  and  you  will  be  surprised  to 
see  how  it  can  be  done  in  a  virgin  uterus,  for  we  are  all  aware  that 
the  patulous  condition  at  the  external  os  is  existing  also  at  the  inter- 
nal os  and  it  can  be  easily  dilated,  and  I  believe  it  is  easy  to  fill 
with  the  material  necessary  to  keep  the  surfaces  apart,  just  exactly 
as  Dr.  Murray  does  the  vagina.    The  more  I  see  of  acute  inflam- 
mations of  the  inside  of  the  uterus,  whether  they  be  gonorrhceal  or 
puerperal,  the  more  I  am  convinced  that  they  are  to  be  treated,  and 
treated  radically,  and  that  by  so  doing  we  will,  live  years  hence, 
have  fewer  opportunities  for  discussion    as  to  the   removal  of 
the  tubes  and  ovaries.    The  only  way  to  meet  this  question  of  tubal 
and  ovarian  disease  is  to  meet  it  as  we  meet  every  other  kind 
of  disease,  by  prophylactics,  meet  it  at  the  gate,  and  unquestionably 
the  gate  is  the  inside  of  the  uterus.    And  I  can  only  say,  sir,  that  if 
we  act  along  the  line  suggested  by  Dr.  Murray,  and  if  he  will  per- 
mit along  the  line    the  suggestion  in  regard  to  the  inside  of 
the  uterus,  I  am  sure  we  will  get  the  most  satisfactory  results,  not 
only  regarding  the  gonorrhoea,  but  the  consequent  tubal  and  pelvic 
inflammations. 

I  believe,  sir,  it  has  been  stated  by  Dr.  Wylie  that  the  virgin 
uterus  could  not  be  dilated  and  packed.    He  doubted  the  ability  of 
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anyone  to  sufficiently  dilate  the  virgin  uterus  and  pack  it.  Now  I 
am  ready  to  demonstrate  it  to  Dr.  Wylie,  at  any  time  he  may  choose 
to  honor  me  with  his  presence  at  my  clinic. 

Dr.  (  joffe  : — I  think  the  author  of  the  paper  has  struck  the  key- 
note when  he  says  that  gonorrhoea  must  be  attacked  very  vigorously 
from  the  first,  considering  its  terrible  ravages  when  neglected,  and 
we  cannot  insist  on  that  too  strongly.  Endometritis  and  salpin- 
gitis are  almost  invariably  the  result,  unless  the  disease  is  headed 
off  early.  The  old  idea  of  diagnosis  between  a  simple  vaginitis  and 
gonorrhceal  vaginitis,  that  in  the  gonorrhceal  you  can  get  pus  out  of 
the  urethra,  and  you  cannot  in  the  simple  vaginitis,  ought  to 
be  abandoned.  The  only  true  test  now  between  the  two  is  the 
microscopic,  and  the  appearance  of  the  gonococcus.  If  we  put 
that  test  to  it  and  find  the  gonococcus  there  then  we  cannot  attack 
it  too  vigorously  and  head  it  off  by  the  vagina  if  we  can,  if  not,  in 
the  uterus,  and  prevent  it  getting  into  the  tubes.  The  method  of 
tamponing  the  uterus  described  by  Dr.  Polk  I  have  seen  him  use  in 
a  number  of  cases,  and  I  have  learned  it  from  him  and  adopted  it  in 
a  number  of  cases  myself,  finding  it  most  efficient  and  satisfactory. 

Dr.  Joseph  Brettauer  : — Dr.  Polk  has  remarked  that  we  should 
attack  the  disease  at  the  gate.  If  Bum's  statement,  that  the  disease 
begins  at  the  cervix  is  the  exception,  and  we  have  to  consider  as  a. 
rule  the  vagina  as  the  gate  of  the  disease,  then  to  prevent  compli- 
cations, I  think  we  should  attack  the  vagina  and  vulva  more  ener- 
getically. I  have  seen  cases  of  that  kind  both  in  Vienna  and  here. 
In  treating  the  acute  stage  after  the  first  two  or  three  days  we 
syringed  the  vagina  with  i-iooo  bichloride  solution,  leaving  in  a 
speculum  or  two  retractors.  We  used  a  wet  tampon  of  cotton  cov- 
ered with  iodoform  and  tannin,  taking  out  the  speculum  and  rub- 
bing the  vagina  all  the  way  from  the  fornix  down  to  the  vulva:  we 
had  very  good  results,  trying  to  attack  in  that  way  the  gonococci  in 
the  folds  of  the  vagina.  It  is  not  very  likely  that  we  can  attack 
them  by  simply  putting  some  iodoform  powder  into  the  vagina  and 
packing  the  vagina  with  gauze.  By  this  method  the  iodoform 
powder,  suspended  in  the  very  little  liquid  which  is  left  in  the  vagina, 
comes  in  contact  with  the  whole  surface,  and  thus  a  better  result  is 
secured.  After  this  had  been  done  three  or  four  times  the  vagina 
was  very  much  paler,  there  was  less'pain,  and  the  discharge,  much 
less  in  quantity,  contained  fewer  gonococci. 

In  regard  to  the  question  of  relieving  the  pain  caused  by  the 
passage  of  the  water,  Dr.  Murray  has  mentioned  salol.  I  have  seen 
excellent  results  after  a  few  days  from  methylene  blue.     It  was 
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given  in  doses  of  o.  1  grm.  d.c,  taken  three  times  a  day,  and  on  the 
second  day,  when  the  patient  came  back,  she  was  free  from  pain 
in  passing  the  urine. 

Dr.  Goelet  : — I  have  found  very  beneficial  in  these  cases  a 
vaginal  suppository  of  ten  per  cent,  salicylic  acid  and  cocoa  but- 
ter. The  result  of  the  action  of  the  salicylic  acid  completes  the 
exfoliation  of  the  surface  of  the  vagina,  which  leaves  it  perfectly 
free  and  clean,  and  there  is  no  subsequent  contamination.  Where 
the  endometrium  has  been  involved,  acting  on  the  same  principle 
where  the  os  is  patulous,  I  have  cleansed  the  vagina  and  intro- 
duced a  pencil  of  the  same  material  into  the  uterus,  keeping  it  in 
position  with  an  absorbent  tampon,  charging  the  patient  at  night 
to  remove  it  and  use  the  vaginal  suppository.  Four  suppositories 
have  usually  been  sufficient,  or  six,  at  most,  to  control  severe  cases. 

In  regard  to  the  internal  treatment  I  have  not  been  satisfied 
with  salol,  either  in  the  relief  of  the  tenesmus,  or  in  its  effects  upon 
the  urethra,  but  I  have  used  the  oil  of  wintergreen  with  much 
satisfaction.  In  one  case  I  had  recently,  I  tried  in  every  way  to 
relieve  the  tenesmus  without  success,  but  ten-drop  doses  of  the  oil 
of  wintergreen  once  in  three  hours  relieved  it  immediately.  I  think 
the  salicylic  acid,  however,  is  by  far  the  simplest  plan  of  treatment 
I  ever  used. 

Dr.  Pryor  : — When  I  had  a  clinic  in  West  Thirty-first  Street,  I 
had  a  good  deal  of  practice  in  that  notorious  district,  and  some  of 
the  cases  of  ciap  I  am  sure  salicylic  acid  could  not  have  cured. 
I  recollect  one  case  in  particular,  where  the  discharge  was  so 
vicious  that  it  caused  ulceration  on  the  thighs.  I  tried  various 
forms  of  injections,  I  even  tried  painting  the  vagina  with  a  solu- 
tion of  iodoform,  but  I  found  nothing  would  be  effective  that  did 
not  entirely  smooth  out  all  the  folds  of  the  vagina,  so  I  adopted 
the  plan  of  packing  the  vagina  as  firmly  as  if  to  control  haemor- 
rhage with  a  gauze  saturated  with  1-3000  bichloride  solution  and 
then  sprinkled  with  iodoform.  I  never  saw  that  fail  in  any  case, 
and  two  or  three  dressings  were  sufficient  to  control  the  most  vio- 
lent form  of  vaginitis.  When  it  comes  to  affections  of  the  endome- 
trium I  think  you  have  another  kind  of  thing  to  deal  with.  I  do 
not  believe  in  applying  pure  carbolic  acid  to  the  endometrium — I 
think  it  produces  sloughing.  In  many  cases  where  it  is  applied  it 
does  not  get  to  the  endometrium  at  all  :  I  think  it  is  rubbed  off  and 
so  adulterated  by  the  cervical  discharges  that  it  does  not  touch  the 
endometrium  in  anything  like  its  pure  form.  A  dull  curette  will 
scrape  off  a  little  of  the  mucous  membrane  of  the  uterus,  and  that 
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is  all.  I  curetted  a  case  of  what  I  considered  to  be  gonorrhceal 
endometritis  with  pyosalpinx,  in  which  the  wcfman  was  cured 
without  laparotomy.  I  do  not  think  these  cases  of  gonorrhceal  en- 
dometritis are  always  preceded  by  vaginitis.  The  vagina  is  more 
tolerant  of  poisons  than  the  endometrium,  and  I  have  frequently 
seen  the  endometrium  involved  and  the  vagina  normal.  As  to 
dysuria,  I  think  Keyes'  remedy  of  thirty  grains  of  citrate  of  potash 
every  two  or  three  hours  in  water  is  sufficient,  the  object  being  not 
to  kill  the  gonococci  in  the  urethra,,  but  to  render  the  urine  alka- 
line to  prevent  scalding. 

Dr.  Jacobus  : — How  often  would  you  repack  the  vagina  in  these 
cases  ? 

Dr.  Pryor  : — Whether  it  be  the  vagina,  the  seat  of  clap,  or  the 
uterus  which  had  been  curetted,  or  the  abdominal  cavity  drained, 
I  would  change  the  packing  just  so  often  as  the  gauze  becomes 
saturated  with  the  discharge. 

Dr.  Goelet  : — I  omitted  to  state  that  the  introduction  of  the 
suppositories  was  preceded  by  the  cleansing  of  the  uterus. 

Dr.  Pryor  : — Dr.  Wylie  has  made  the  statement  here  that  it  is 
utterly  impossible  to  dilate  the  virgin  uterus  to  the  extent  of  half 
an  inch  without  rupturing  it.  He  made  that  statement  when  I 
read  my  paper  some  time  ago.  I  dare  say  it  is  with  his  dilator, 
which  is  bent  at  right  angles,  but  in  one  with  straight  blades, 
which  enables  you  to  dilate  in  half  a  dozen  different  directions,  I 
think  you  can  easily  dilate  up  to  half  an  inch  in  the  virgin  uterus, 
so  as  to  make  an  examination  with  the  finger  ;  and  it  is  easy  to 
pack  with  iodoform-gauze  when  necessary. 

Dr.  Cleveland  : — Dr.  Pryor,  you  state  you  sprinkled  the  iodo- 
form over  the  bichloride  gauze.  I  think  the  method  you  speak  of 
is  the  ideal  one  of  packing  the  vagina  so  as  to  spread  out  all  the 
folds,  but  why  do  you  use  the  iodoform?  I  should  think  the  bi- 
chloride was  enough. 

Dr.  Pryor  : — That  involves  the  question  of  the  germicidal  pow- 
ers of  iodoform  and  bichloride.  I  believe  the  iodoform  is  the 
most  effective  in  these  cases.  In  a  test  tube  it  may  not  prove  so, 
but  when  brought  in  contact  with  the  living  cell  it  is  more  power- 
ful than  the  bichloride. 

Dr.  Cleveland: — Then  you  rely  upon  the  iodoform  as  the 
curative  agent? 

Dr.  Pryor  : — Yes,  sir ;  and  I  use  the  gauze  for  its  absorbent 
properties,  and  saturate  it  with  the  bichloride  to  cleanse  it  of  any 
septic  dirt  there  may  be  in  it. 
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The  Chair  called  upon  Dr.  Murray  to  close  the  discussion. 

Dr.  Murray  : — -As  I  stated,  I  did  not  intend  to  go  into  the  dis- 
cussion of  the  subject  thoroughly,  but  merely  to  suggest  what  I, 
myself  have  found  most  efficacious,  and  I  expected  the  remarks 
would  be  in  that  line.  I  have  tried  the  dry  method  of  Dr.  Engle- 
man,  with  bismuth  and  boracic  acid  filling  the  vagina  ;  I  have 
tried,  also,  the  method  where  the  vagina  is  almost  packed  with 
salicylic  acid,  as  Dr.  Goelet  remarks,  causing  sloughing  of  the 
whole  vaginal  mucous  membrane. 

The  one  thing  which  I  wish  to  convey  is  this :  that  in  the  ordi- 
nary method  of  treating  gonorrhceal  vaginitis  as  the  patient  is 
treated  generally  by  practitioners,  by  the  use  of  astringent  injec- 
tions, the  vulvitis  is  left  alone  ;  tannin,  zinc,  and  alum  are  pre- 
scribed and  the  discharge  is  driven  into  the  cervix.  There  is 
absolutely  no  destruction  of  the  germ  at  all.  and  the  injection 
merely  insures  cleanliness,  and  even  that  is  not  always  maintained, 
because  the  metallic  salt  being  used  in  concentrated  form  is  not 
washed  away  thoroughly,  and  the  result  is  that  the  discharge  is 
coagulated  and  there  is  no  sure  disinfection. 

I  am  glad  to  observe  that  the  endometritis  was  thought  of,  and 
I  believe  in  dilating  the  uterus  and  treating  the  endometrium,  but 
in  those  cases  I  have  generally  found  the  cervix  patulous.  Of 
course  you  may  have  a  conical  cervix  and  endometritis  with  it,  but 
if  it  is  gonorrhceal,  the  cervix  would  have  to  be  dilated.  If  there  is 
that  condition  present,  I  always  dilate  before  I  apply  pure  carbolic 
acid,  which  I  use  because  it  is  less  painful  and  because  if  the  cer- 
vix is  patulous  it  will  drain.  Usually  my  gauze  is  the  bichloride 
gauze,  and  then  I  dust  the  powder  of  iodoform  over  the  vagina'so 
as  to  avoid  the  odor  as  much  as  possible.  Where  you  have  used 
the  bichloride  gauze  and  iodoform  over  it,  a  great  deal  of  the  odor 
disappears  because  the  bichloride  deodorizes  it. 

Dr.  Cleveland  : — Do  you  consider  iodoform  the  germicide  ? 

Dr.  Murray  : — I  do  not  think  iodoform  absolutely  the  germicide, 
because  where  I  have  used  it  to  relieve  pain  in  the  vagina  without 
using  the  bichloride  as  a  wash  to  cleanse  beforehand,  I  have  not 
had  as  good  results,  so  I  do  not  think  it  is  absolutely  a  germ-de- 
stroyer. I  use  it  for  the  purpose  of  relieving  the  intense  heat  and 
pain,  which  it  does  effectually. 

There  is  another  point  which  I  would  like  notice  taken  of,  and 
that  is  the  retention  of  gonorrhceal  matter  in  Bartholin's  glands. 
Since  these  glands  discharge  at  the  time  of  coition,  they  are  fre- 
quently a  source  of  contagion  to  the  male  and  are  frequently  the 
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cause  of  a  relapse  in  the  female,  the  patient  coming-  back  with  a 
new  attack  of  the  disease,  having  been  revived  from  Bartholini's 
glands.  At  one  time  the  late  Dr.  Chas.  Budd,  of  New  York,  pro- 
posed that  where  the  glands  showed  that  tendency  to  inflamma- 
tion and  recurrence  they  should  be  extirpated,  which  he  did  in 
several  cases. 

The  main  object  of  the  paper  was  to  demonstrate  that  a  septic 
process  is  instituted  which  does  end  in  demanding  the  mutilation 
of  a  patient,  and  that  we  should  treat  the  septic  process  first. 

Dr.  Goffe  : — What  does  Dr.  Murray  mean  when  he  says  the 
cervix  is  patulous  ? 

Dr.  Murray  : — I  mean  it  is  not  as  patulous  as  to  allow  the  finger 
to  be  admitted  in  a  multipara,  but  certainly  patulous  enough  to 
clean  the  canal  thoroughly  and  introduce  a  clean  swab,  then  to 
pass  an  application  up  into  the  cavity  upon  an  applicator.  I  have 
dilated  a  number  of  multipara,  and  if  on  passing  the  applicator 
I  find  that  there  is  more  or  less  mucus  brought  down  from  the 
endometrium,  I  always  dilate  that  cervix  and  drain  the  interior  of 
the  uterus,  but  I  would  not  use  iodoform-gauze  drainage  from  the 
uterus  unless  there  was  a  good  deal  of  retained  discharge. 

At  a  meeting  of  The  New  York  Obstetrical  Society,  held  Tuesday 
evening,  February  2,  1892,  the  following  was  adopted  and  directed 
to  be  sent  to  the  family  of  Dr.  Mackenzie,  and  a  copy  was  also 
ordered  printed  in  the  Transactions  of  the  Society,  viz. : 

The  New  York  Obstetrical  Society  has  learned  with  sorrow  and 
regret  of  the  death  of  Dr.  Colin  Mackenzie,  for  many  years  one  of 
its  Fellows,  and  one  who  was  interested  in  its  work  and  welfare. 

The  members  of  the  Society  who  knew  him  desire  to  bear  testi- 
mony to  his  integrity  as  a  man,  his  ability  as  a  physician,  and  to 
the  geniality  and  cheerfulness  of  his  disposition,  which  always 
made  his  companionship  both  agreeable  and  profitable,  and  which 
will  long  keep  his  memory  fragrant  in  our  midst. 

We  extend  our  earnest  sympathy,  as  a  Society,  to  his  family  in 
the  loss  which  we  share  with  each  of  its  individuals,  and  by  in- 
scribing this  minute  on  our  records,  insure  the  perpetuation  of 
Dr.  Mackenzie's  name  as  our  friend  and  associate. 

Clement  Cleveland,  M.D.,  President. 

A.   M.  Jacobus,  M.D.,  Recording  Secretary. 
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TRANSACTIONS   OF   THE   NEW  YORK  ACADEMY 
OF  MEDICINE. 

December  3,  1S91. 

Discussion  on  Dr.  Polk's  paper:  Drainage  of  the  Uterus  in  Chronic 
Endometritis  and  Metritis,  with  and  without  Sa/pingitis  1 

Dr.  William  T.  Lusk  regretted  that  he  had  no  personal  experi- 
ence with  the  method  which  had  been  so  graphically  described, 
but  hoped  that  a  year  hence,  if  called  upon  to  discuss  the  subject, 
he  would  be  .able  to  add  his  quota  of  experience.  Of  course  he  had 
been  for  many  years  an  ardent  advocate  of  the  principle  of  drain- 
age, a  principle  which  he  thought  gave  great  vantage-ground  to 
those  who  applied  it.  He  thought  the  profession  at  large  were  not 
fully  aware  of  the  astonishing  results  that  were  to  be  obtained  by 
even  a  simple  or  lesser  application  of  this  principle.  Perhaps  it 
was  as  long  ago  as  twenty  years  that  Hilderbrand  published  a 
paper  on  catarrh  of  the  cervix  and  interior  of  the  uterus,  in  which 
he  advocated  dilatation  of  the  cervical  canal.  Anyone  who  had 
seen  the  marvelous  results  obtained  by  dilatation  of  the  os,  allow- 
ing the  accumulated  mucus  and  blood  to  run  out,  would  be  pre- 
pared to  believe  in  the  success  described  by  Dr.  Polk.  For  years 
he  had  been  in  the  habit  of  seeing  cases  apparently  of  bladder 
trouble,  rectal  trouble,  intestinal  trouble,  relieved  in  perhaps  half 
an  hour  by  the  use  of  the  steel  dilator  in  the  uterus. 

Such  marked  results  having  followed  dilatation  of  the  cervix,  it 
was  a  simple  thing  to  carry  the  same  principle  still  further  and 
dilate  the  os  internum.  Of  course,  when  we  once  got  an  inflam- 
mation of  the  mucous  membrane  we  could  not  cure  it  as  long  as  it 
w  as  constantly  bathed  in  unhealthy  secretions.  The  first  necessity 
for  a  cure  was  to  cleanse  the  canal  and  keep  it  clean.  He  knew  of 
no  method  by  which  this  could  be  so  perfectly  accomplished  as 
that  described  in  the  paper,  although  he  must  admit  having  had  no 
personal  experience  with  it.  He  had  seen  excellent  results  in 
many  cases  from  simple  dilatation  of  the  os,  the  use  of  the  curette, 
and  the  application  of  tincture  of  iodine  to  the  interior  of  the  uterus. 
He  had  also  seen  many  cases  of  tubal  distension  get  well  after 
dilatation  of  the  cervix  and  os  internum,  so  that  it  would  seem 
many  cases  of  tubal  disease  meant  simply  a  damming  back  of 
secretions  which  could  not  escape  through  the  os  uteri.    A  good 

1  See  February  number  of  this  Journal  for  Dr.  Polk's  paper. 
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many  years  ago  Dr.  Ball  had  written  a  paper  advocating1-  the  use  of 
a  steel  dilator  in  certain  cases,  which  he  took  to  different  medical 
journals,  but  they  refused  to  publish  it,  fearing  that  it  might  lead 
to  dangerous  practice.  In  despair  became  to  Dr.  Lusk,  who  ap- 
plied the  method,  and  afterward  published  a  paper  upon  it  in  the 
Xew  Fork  Medical  Journal.  He  believed  it  met  with  the  condem- 
nation of  the  profession. 

He  had  many  times  in  cases  of  abortion,  wTith  a  septic  condition 
of  the  uterine  cavity,  applied  the  plan  of  treatment  described  by 
Dr.  Polk  with  astonishing  results.  He  had  seen  patients  who  were 
apparently  moribund  lose  their  fever  and  serious  symptoms  within 
a  few  hours.  He  now  expected  to  see  patients  of  this  class  go  out 
well,  for  whom  a  few  years  ago  it  would  have  been  thought  hardly 
worth  while  to  do  anything,  so  hopeless  was  their  condition. 

Dr.  Charles  Carroll  Lee  had  never  systematically  applied  the 
practice  which  Dr.  Polk  had  so  lucidly  and  convincingly  described. 
He  had,  however,  as  he  supposed  every  operating  gynaecologist  had 
done,  repeatedly  made  use  of  an  analogous  method  after  removing 
fibromata,  and  in  cases  of  miscarriage  where  it  was  necessary  to 
take  out  the  remains.  In  endometritis,  and  cases  of  dysmenorrhcea 
with  stenosis,  he  had  applied  a  different  method.  He  divulsed  the 
cervix  with  all  the  antiseptic  precautions  described  in  the  paper, 
with  the  exception  that  he  did  not  wash  out  the  interior  of  the 
uterus  with  bichloride  solution  on  account  of  the  danger  of  poison- 
ing. For  this  purpose  he  used  plain  boiled  water.  Ponds  dilator 
was  the  simplest,  but  w$s  insufficient  in  these  cases,  and  he  there- 
fore employed  E.  C.  Dudley's,  one  blade  of  which  was  perforated 
and  admitted  washing  out  the  uterus  through  it.  Then  the  curette 
was  used,  followed  again  by  washing.  Finally  he  introduced  a 
glass  tube,  similar  to  but  larger  than  Cleveland's,  having  a  trans- 
verse perforation  at  the  lower  end  for  a  suture  by  which  it  could  be 
fastened  to  the  cervix.  He  had  seen  no  trouble  arise  from  wearing 
the  tube  in  this  way.  It  established  drainage  and  also  corrected, 
or  partially  corrected,  anteflexion.  He  would  try  Dr.  Polk's 
method. 

Dr.  W.  Gill  Wylie  thought  that  if  Dr.  Polk  had  been  a  younger 
man  the  first  part  of  his  paper  would  have  been  somewhat  differ- 
ent. For  drainage  of  the  uterus,  if  not  with  gauze,  at  least  by 
other  means,  had  been  taught  twice  a  week  at  the  New  York  Poly- 
clinic during  the  past  eight  years,  and  no  fewer  than  two  thousand 
students  had  listened  to  those  lectures,  and  had  more  or  less  ap- 
plied the  methods  taught.      Therefore  uterine  drainage  was  cer- 
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tainly  known  in  some  sections  of  the"  country  among  the  younger 
men,  or  those  that  came  to  the  Polyclinic.  He  had  also  practiced 
it  in  his  service  at  Bellevue  almost  continuously.  He  had  taken  up 
the  study  of  the  subject  twenty  years  ago  as  interne  in  the  Woman's 
Hospital.  The  instrument  passed  around  was  a  kind  of  tube  through 
which  the  gauze  was  introduced  ;  was  very  similar  to  one  which  he 
had  had  made  by  Mr.  Ford,  and  which  was  illustrated  in  Dr. 
Thomas'  work,  published  about  twenty  years  ago.  The  one  pre- 
sented this  evening  was  somewhat  larger  than  the  one  Dr.  Wylie 
had  used,  but  in  the  forms  of  endometritis  which  were  most  diffi- 
cult to  treat  he  had  found  that  it  was  impracticable  to  use  so  large 
an  instrument:  In  a  case  of  subinvolution  it  was  easy  to  make 
drainage.  In  fact  simple  curettement  and  use  of  boro-glyceride 
would  cure  the  majority  of  such  cases  without  special  means  for 
drainage.  But  in  cases  of  imperfect  development,  cases  in  which 
there  was  usually  so  much  trouble  from  dysmenorrhea  and  sterility, 
and  which  were  often  complicated  by  disease  of  the  cervix,  in  them 
he  found  the  method  recommended  by  Dr.  Polk  to  be  certainly  im- 
practicable in  a  large  per  cent,  of  the  cases.  That  was  to  say,  the 
instrument  exhibited  could  hardly  be  introduced  in  such  cases  with- 
out doing  great  harm  if  passed  through  the  os  internum.  One 
could  pass  it  in  below  the  os  internum  and  introduce  gauze  that 
far,  but  to  dilate  the  os  internum  in  that  class  of  cases,  and  intro- 
duce gauze  by  means  of  the  instrument  presented,  it  seemed  to 
him  would  "be  almost  impracticable,  unless  the  operator  could  in 
some  way  paralyze  the  fibres  so  that  they  could  not  contract  down. 
The  statement  of  some  writers  that  the  os  could  be  dilated  an  inch- 
and-a-half  or  an  inch-and-a-quarter  implied  a  mistake.  The  instru- 
ment at  the  handle  might  seem  to  show  it,  but  if  the  blades  in  the 
os  were  separated  to  that  extent  it  would  result  in  splitting  the 
uterus.  Indeed,  one  or  two  operators  had  admitted  having  split 
the  uterus.  In  this  class  of  cases  of  endometritis  he  had  tried 
various  instruments  for  drainage,  including  one  almost  identical 
with  that  which  Dr.  Cleveland  had  recommended,  but  had  put 
them  all  aside  for  the  hard-rubber  grooved  cylinder,  shaped  to  suit, 
bulbous  at  the  end.  The  bulbous  internal  end  prevented  the  in- 
strument from  slipping  out,  which  was  aided  further  by  a  little 
gauze  in  the  vagina.  For  ten,  or  even  fifteen  years  he  had  obtained 
most  excellent  results  from  the  use  of  this  instrument,  but  he  had 
not  applied  such  treatment  where  there  was  disease  of  the  tubes 
and  ovaries  except  in  some  quite  subacute  in  nature,  and  where 
there  was  no  danger  of  rupture  of  the  dilated  tube  or  abscess  of  the 
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ovary.  Further,  the  patient  should  have  had  no  rise-of  tempera- 
ture during  any  time  of  the  day.  To  pull  upon  and  dilate  the 
uterus  in  cases  of  tubal  and  ovarian  disease  was  too  dangerous  a 
procedure  to  be  justified  in  many  cases.  The  case  whose  history 
the  author  had  read  as  an  illustrative  one  was  regarded  by  Dr. 
Wylie  as  belonging  to  a  class  in  which  drainage  was  not  at  all 
necessary.  He  looked  upon  it  as  one  of  subinvolution,  and  would 
have  treated  it  by  boro-glyceride  tampons,  would  have  improved 
the  pelvic  circulation  and  reduced  the  size  of  the  uterus.  He  made 
it  a  rule  never  to  use  the  curette  in  the  large,  soft,  spongy  uterus 
until  he  had  reduced  the  organ  as  much  as  possible  by  other  means. 
It  was  risky.  It  was  easy  to  put  a  small  curette  directly  through 
the  walls  of  the  uterus  in  such  cases.  There  were  very  few  uteri 
which  could  not  be  reduced  under  three  inches  by  use  of  boro- 
glyceride  cotton  pledgets  put  into  the  vagina  two  or  three  times  a 
week. 

There  were  cases  of  chronic  endometritis  in  which  drainage 
with  gauze  would  not  effect  a  cure.  They  were  cases  complicated 
by  small  fibroids  or  some  degeneration  of  tissue,  the  nature  of 
which  we  could  not  always  determine.  There  were  other  cases  in 
which  dilatation  would  seem  to  effect  a  cure  for  a  while,  for  a 
number  of  months,  and  then  there  would  be  a  return  of  all  the 
symptoms.  Whether  there  was  a  renewal  of  the  disease,  or 
whether  the  disease  had  been  only  superficially  cured,  the  deeper 
diseased  structures  not  being  affected  by  the  curretting  and  drain- 
ing, he  was  unable  to  say.  In  some  of  the  severer  cases  he  had 
gone  further  than  to  simply  dilate,  scrape,  and  keep  open.  He  had 
gone  so  far  as  to  use  the  stronger  caustics,  although  he  had  always 
objected  to  the  use  of  any  such  destructive  agents  within  the 
uterus  for  the  reason  that  they  were  liable  to  shut  up  the  glands 
and  follicles  and  give  rise  to  distressing  reflex  symptoms  in  the 
future. 

In  concluding,  Dr.  Wylie  said  he  certainly  would  advocate 
drainage,  but  in  a  modified  way.  He  would  never  use  it  in  large 
uteri  until  they  had  been  reduced  in  size,  nor  would  he  in  such 
cases  use  the  curette  unless  there  were  decided  haemorrhage  which 
made  it  a  necessity. 

Dr.  George  M.  Edebohls  said  that  he  would  put  Dr.  Polk's 
method  to  the  test.  Nothing  was  quite  so  convincing  as  having 
seen  the  results  of  uterine  drainage,  the  principle  of  which  all  re- 
cognized. The  treatment  of  inflammatory  conditions  of  the.  lining 
membrane  of  the  cervix,  uterus,  and  tubes  daily  presented  itself  to 
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every  practitioner  of  medicine,  and  upon  the  diagnosis  of  how  far 
the  inflammation  extended  and  the  character  of  the  secretions 
would  the  method  adopted  depend. 

Disease  of  the  tubes  and  ovaries  could  not  be  excluded  solely 
on  the  absence  of  enlargement.  Pain  on  pressure  was  sufficient 
for  a  diagnosis  of  catarrhal  salpingitis.  Where  disease  of  the  ad- 
nexa  could  then  be  excluded,  and  the  inflammation  set  down  as 
confined  to  the  endometrium,  he  thought  that  divulsion  or  thorough 
dilatation  with  the  steel  dilator  under  an  anaesthetic,  and  the 
thorough  use  of  the  curette,  would  suffice  to  cure  the  case  without 
drainage.  It  was  in  cases  of  disease  of  the  tubes  associated  with 
disease  of  the  endometrium  that  drainage  became  almost  impera- 
tive. All  had  tried  to  practice  it  in  one  way  or  another,  as  by  the 
stem,  the  tube,  or  by  gauze.  Of  all  measures  so  far  presented,  he 
thought  the  one  described  in  the  paper  would  probably  prove  the 
most  thorough  and  efficient.  He  did  not  believe  there  was  any 
danger  in  invading  the  uterine  cavity  if  one  observed  due  precau- 
tions. First,  observe  perfect  asepsis ;  second,  secure  perfect  egress 
for  secretions  ;  third,  where  there  was  involvement  of  the  tubes  or 
pyosalpinx  there  would  be  little  danger  unless  the  uterus  were 
pulled  upon  in  a  way  to  make  rupture  liable. 

He  had  himself  carried  out  drainage  in  a  manner  which  had 
not  been  mentioned  during  the  evening,  in  three  cases  of  pyosal- 
pinx which  were  now  old  enough  to  speak  definitely  of  results. 
The  most  recent  of  them  had  been  treated  nearly  a  year  ago.  They 
were  cases  in  which  young  girls  had  had  repeated  attacks  of  pelvic 
peritonitis  in  connection  with  pyosalpinx.  The  attacks  would 
sometimes  confine  them  in  bed  as  long  as  three  months.  On  ex- 
amination the  tubes  might  be  found  projecting  at  nearly  a  right 
angle  from  the  uterus,  not  convoluted,  but  enlarged  ;  while  at  an- 
other examination  they  would  be  felt  of  normal  calibre.  When  en- 
larged, a  discharge  of  pus  would  take  place  into  the  uterus,  pre- 
ceded by  pain.  Examination  next  day  would  reveal  the  tubes  of 
normal  size.  In  those  cases  he  concluded  that  the  damming  back 
did  not  take  place  from  the  uterine  end  of  the  tube  itself,  but  from 
the  internal  os.  Acting  on  this  view,  he  introduced  the  Outerbrid^e 
intra-uterine  speculum  beyond  the  internal  os.  and  left  it  a  month 
or  two.  In  those  cases  the  results  had  been  most  excellent.  There 
had  been  no  more  attacks  of  peritonitis.  After  removal  of  the 
speculum  the  patients  had  remained  well. 

Dr.  Floriax  Krug  said  it  was  with  extreme  pleasure  that  he  had 
listened  to  the  reading  of  the  paper  for  the  reason  that  the  prin- 
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ciples  and  rules  laid  down  were  preeminently  surgical  and,  there- 
fore, sound  and  reasonable.  He  thought  that  gynaecology  to-day 
was  handicapped  in  a  way  by  rules  laid  down  in  the  preantiseptic 
period — rules  which  still  found  a  place  in  text-books,  even  in  the 
later  editions.  They  showed  the  tenacity  of  a  hereditary  disease. 
One  constantly  met  with  rules  like  the  following  :  to  enter  the 
uterine  cavity  was  a  very  dangerous  act  in  itself  :  that  if  there  was 
the  slightest  parametric  inflammation  it  was  absolutely  fatal;  never 
enter  the  uterine  cavity  to  attempt  drainage,  and  so  on.  He  could 
not  understand  why  gynaecologists  could  not  make  up  their  minds 
to  look  upon  the  uterus  like  any  other  organ  in  the  body,  and  treat 
it  according  to  modern  sound  principles  of  surgery.  Why  should 
we  meet  here  with  things  not  found  in  general  surgery,  such  as  all 
kinds  of  pessaries,  applicators,  and  the  like,  when  one  could  get 
along  better  by  treating  his  cases  according  to  sound  general  rules  ? 
If  we  were  to  look  upon  the  uterus  which  was  the  seat  of  purulent 
disease,  as  one  would  upon  any  other  abscess  cavity,  attempt  to 
drain  and  remove  the  endometrium,  which  here  might  be  regarded 
as  the  pyogenic  membrane,  why  should  the  case  not  get  well  just 
as  any  other  case  of  abscess  would  do  when  treated  in  a  similar 
manner  ?  To  listen  to  the  reading  of  a  paper  like  that  of  Dr.  Polk's 
was  a  revelation.  The  method  therein  described  was  one  which 
had  become  the  routine  treatment  at  the  German  Hospital.  There 
he  made  it  a  practice  of  dilating,  curetting  with  the  sharp  instru- 
ment, and  washing  out  the  uterine  cavity,  and  for  three  years  it  had 
been  his  custom  to  keep  the  canal  open  by  iodoform-gauze.  His 
patients  showed  a  percentage  of  recoveries  far  beyond  that  from  any 
other  mode  of  treatment. 

He  thought  it  well  to  sound  a  note  of  warning  against  the  prac- 
tice of  applying  nitric  acid  and  all  sorts  of  caustics  to  the  uterine 
canal,  especially  where  there  was  not  free  egress  for  secretions. 
Such  treatment  would  simply  result  in  damming  up  the  cavity  and 
causing  parametric  and  tubal  inflammation. 

Dr.  Thomas  Addis  Emmet  said  he  could  testify  to  the  efficacy  of 
this  mode  of  treatment  in  certain  cases.  He  did  not  know  but  what 
he  was  one  of  the  first  to  practice  it.  It  was  certainly  twenty-eight 
or  thirty  years  ago  that  he  first  applied  it.  His  usual  mode  of  treat- 
ing subinvolution  and  endometritis,  or  what  he  then  supposed  was 
endometritis,  consisted  in  dilating  with-sponge  tents,  washing  out 
the  uterus  with  hot  water — continuing  to  throw  in  a  stream  of  hot 
water  until  the  uterus  contracted  down.  In  a  large  number  of  cases 
that  treatment  acted  admirably.     But  he  used  to  lose  a  patient  every 
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now  and  then — he  did  not  then  know  why.  Gradually  he  gave  up  that 
practice  because  he  found  that  the  patients  did  not  remain  cured, 
and  because  in  subinvolution  the  patients  could  be  cured  almost 
without  exception  by  an  operation  on  the  cervix,  a  lesion  of  which 
was  so  generally  present. 

He  thought,  however,  that  dilatation  and  drainage  had  a  field  in 
cases  where  the  tube  was  distended  with  pus  which  could  discharge 
into  the  uterus.  He  had  been  trying  to  apply  it  in  such  cases  for  a 
year  or  two,  although  it  must  be  acknowledged  not  with  much 
success  thus  far.  Doubtless  nature  cured  a  good  many  cases  of 
pus-tubes  by  discharge  of  the  pus  through  the  uterus  and  subsequent 
adhesive  inflammation  between  the  surfaces  of  the  collapsed  tube, 
just  as  happened  in  cases  of  abscess-cavities. 

When  it  came  to  the  question  of  endometritis  and  chronic  metri- 
tis, he  would  be  very  glad  if  somebody  would  tell  him  what  those 
diseases  were,  or  demonstrate  them  in  the  dead-house.  He  could 
not  understand  how  a  chronic  inflammation  could  exist  in  the  lining 
membrane  above  the  internal  6s  while  the  woman  was  menstruat- 
ing. There  certainly  was  no  true  membrane  above  that  point. 
There  was  a  growth  from  the  muscular  tissue  which  underwent  a 
change  at  each  menstrual  period,  but  not  true  mucous  membrane. 
One  had  but  to  put  such  tissue,  or  the  scrapings  from  the  uterus 
during  menstruation,  under  the  microscope  to  see  what  great  change 
was  then  taking  place.  There  was  little  or  no  secretion  above  the 
internal  os  unless  some  new  growth  was  present.  The  disease  was 
generally  below  the  os  internum,  and  when  present  existed  as  a  result 
of  parturition.  He  had  tried  to  conceive  what  endometritis  might 
be,  or  to  find  it  at  the  dead-house,  but  had  never  seen  it.  The  term 
conveyed  no  definite  idea  to  him.  He  believed  that  in  treatment 
directed  to  the  uterine  canal  we  were  meeting  a  symptom,  not  a 
disease,  unless  there  were  an  injury  which  had  taken  place  at  par- 
turition, or  a  new  growth.  Further,  he  believed  that  any  symptom 
which  it  was  intended  to  meet  in  this  way  would  disappear  without 
active  interference.  It  would  be  seen  that  in  the  past  ten  or  twelve 
years  his  views  of  uterine  pathology  had  entirely  changed.  He  no 
longer  ever  made  an  application  or  even  put  a  sound  into  the  uter- 
ine canal  unless  there  was  some  new  growth,  or  something  positive 
connected  with  parturition.  He  could  not  imagine  a  woman  who 
had  never  borne  a  child,  having  a  condition  of  the  lining  membrane 
above  the  internal  os  which  could  require  direct  treatment  unless 
there  was  a  new  growth.  Where  a  hypersecretion  existed  there 
was  a  new  growth,  or  something  outside  the  uterus;  the  hyperse- 
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cretion  being  simply  an  effort  of  nature  to  relieve  that  condition,  in 
other  words,  being  a  symptom,  not  the  disease.  That'being  true, 
one  could  get  better  results  by  making  his  applications  within  the 
vagina. 

While,  therefore,  he  believed  the  method  described  by  Dr.  Polk 
might  be  very  useful  where  there  were  pus-tubes  and  where  it  was  de- 
sired to  establish  drainage  through  the  uterus,  yet,  in  ordinary  subin- 
volution and  so-called  endometritis,  he  did  not  believe  it  worth  while. 
One  might  thus  temporarily  improve  his  case,  but  the  patients 
would  go  away  to  return  to  the  same  physician,  or  to  some  one  else, 
in  the  course  of  six  months  or  a  year  as  bad  or  worse  than  before. 

Dr.  H.  J.  Garrigues  thought  the  use  of  bichloride  of  mercury 
within  the  uterus  was  attended  by  some  danger.  Consequently  he 
did  not  employ  it,  but  chose  creolin,  one  percent.,  which  he  could 
highly  recommend.  It  was  an  excellent  antiseptic,  was  not  at  all 
poisonous,  and  it  had  a  marked  advantage  in  being  slippery.  It 
had  still  another  valuable  property,  being  haemostatic  to  a  consider- 
able degree. 

He  also  exhibited  a  kind  of  small  forceps  which  could  be  intro- 
duced up  into  the  uterine  canal,  then  withdrawn  down  to  the  os, 
and  the  application  be  made  through  it  like  through  a  speculum. 
It  was  valuable  where,  for  any  reason,  one  did  not  wish  to 
dilate  much. 

Regarding  electricity,  he  used  it  every  day  without  dilating  the 
cervix  and  had  seen  no  harm  from  it.  This  was  to  be  accounted 
for  by  the  fact  that  electricity  was  in  itself  a  strong  antiseptic. 

Dr.  Polk  closed  the  discussion.  He  expressed  his  thanks  for  the 
part  taken  in  it  by  the  members,  especially  by  Dr.  Emmet. 

Replying  to  criticisms,  he  first  spoke  of  bichloride  solution,  say- 
ing that  while  he  did  not  doubt  but  what  creolin  was  just  as  good 
an  antiseptic,  he  could  not  admit  that  there  was  any  danger  of 
mercurial  poisoning  from  contact  of  the  solution  with  so  small  a 
surface. 

Regarding  the  method  in  dysmenorrhcea  or  flexion,  it  would 
be  remembered  that  he  had  said  it  would  probably  be  less  useful  in 
anteflexion  than  other  methods,  because  it  would  have  to  be  supple- 
mented by  some  other  procedure  to  get  rid  of  the  flexion,  whether 
anteflexion  or  retroflexion.  The  class  of  cases  to  which  he  espe- 
cially  alluded  were  those  of  endometritis  which  were  not  dependent 
upon  stenosis,  and  especially  those  which  were  associated  with 
parametric  inflammation. 
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As  to  the  condition  implied  in  speaking-  of  chronic  endometritis, 
he  used  the  term  simply  as  it  was  found  in  the  text-books. 

He  wished  to  correct  an  error  which  it  would  seem  Dr.  Wylie  had 
fallen  into  regarding  his  instrument.  He  did  not  wish  for  a  moment 
to  rob  him  of  any  credit  which  belonged  to  him  in  the  invention  of 
a  uterine  speculum.  He  supposed  that  Dr.  Wylie  himself  did  not 
claim  any  special  priority  in  the  use  of  an  instrument  of  that  sort, 
for  he  believed  that  a  number  of  operators  had  employed  it  before. 
Dr.  Wylie  was  quite  right  in  saying  that  the  general  outline  of 
the  instrument  presented  was  like  his. 

As  to  the  objection  that  the  method  could  not  be  applied  in  cases 
of  dysmenorrhcea  from  stenosis,  no  doubt  from  Dr.  Wylie's  stand- 
point it  could  not  be.  But  if  the  doctor  would  come  into  his  ward 
next  week  he  would  promise  to  dilate  the  uterus  for  him  so  that  he 
could  introduce  the  speculum  if  he  would.  The  danger  was  not 
very  great,  as  Dr.  Wylie  must,  upon  reflection,  admit. 

Regarding  the  apparent  difference  between  them  concerning  the 
exact  nature  of  the  case  whose  history  had  been  read  as  one  of 
salpingitis,  of  course  differences  of  opinion  were  liable  to  exist  re- 
garding the  pathological  condition  present  in  a  given  case.  Yet, 
when  Dr.  Wylie  said  he  had  seen  a  case  of  salpingitis  and  endo- 
metritis, he  must  assume  that  it  was  nothing  more  than  what  it  had 
been  represented  to  be.  for  he  took  it  for  granted  that  the  doctor 
understood  his  business  thoroughly.  In  making  the  report  of  his 
own  case,  he  simply  asked  for  the  same  consideration.  Otherwise 
he  would  not  for  a  moment  suppose  his  statistics  were  worthy  of 
consideration. 

As  to  Dr.  Wylie's  suggestion  that  had  he  been  a  little  younger 
he  would  not  have  taken  the  wrong  ground  which  that  gentleman 
assumed  that  he  had  regarding  drainage,  for  then  he  would  not  have 
been  ignorant  of  the  fact  that  the  principle  of  drainage  was  first 
suggested  by  Dr.  Wylie  at  the  Polyclinic,  the  speaker  would  reply 
that  the  principle  of  drainage  was  older  than  either  of  them.  It  was 
admitted  by  all,  and  all  tried  to  attain  it,  but  the  point  was,  the  best 
method  of  attaining  it.  . 

Dr.  Wylie: — I  was  referring  to  the  practice. 

Dr.  Polk: — I  will  come  to  that.  You  have  been  trying  for  fourteen 
years  to  induce  the  profession  to  adopt  your  views  as  to  the  means 
of  drainage.  Now  try  mine,  and  if  you  cannot  accomplish  any- 
thing at  the  end  of  three  years,  I  will  allow  you  the  right  to 
denounce  it  heartily. 
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TRANSACTIONS  OF  THE  ALUMNI  ASSOCIATION 
OF  THE  WOMAN'S  HOSPITAL,  OF  THE  STATE 
OF  NEW  YORK. 

Seventh  Annual  Meeting,  January  19,  1892. 

E.  C.  Dudley,  M.  D.,  of  Chicago,  President. 

The  President,  on  opening  the  meeting,  made  the  following  re- 
marks :  Some  time  ago  I  selected  two  very  facetious  members  of  the 
Alumni  to  act  as  a  Committee  of  Arrangements  for  this  meeting.  The 
understanding  was  that  in  their  arrangements  they  should  not  in- 
clude any  speech  from  the  President.  Now,  to  show  you  how  the 
unsuspecting  stranger  is  treated  when  he  comes  to  New  York,  I  was 
told,  after  I  had  arrived,  that  I  was  expected  to  make  an  address 
before  the  Alumni  Association,  which  surprised  me  very  much,  and 
which  I  was  not  prepared  to  do.  I  do  not  intend  to  submit  to  any 
such  tyranny,  and,  therefore,  I  shall  not  make  an  address,  or  even  a 
speech.  But  there  is  one  I  should  like  to  touch  upon,  which  I  cannot 
speak  of  in  detail,  because  this  is  not  to  be  a  speech,  and  that  is  a 
word  to  the  resident  Alumni  of  the  city  of  New  York.  This  institu- 
tion gives  to  every  alumnus  what  might  be  called  a  magnificent 
inheritance  ;  it  is  our  Alma  Mater  in  a  more  practical  sense  than 
is  the  Alma  Mater  of  any  literary  institution,  or  even  a  medical 
college.  Now,  it  seems  to  me  that  the  Alumni  of  this  hospital  are 
many  of  them  making  the  mistake  of  staying  in  New  York.  Here 
are  some  sturdy  old  oaks,  some  very  tall  trees  with  very  wide- 
spreading  branches,  and  they  obscure  the  sunlight  from  the  territory 
which  they  cover ;  and  the  men  who  stay  here,  it  seems  to  me — I 
may  be  entirely  wrong — are  in  danger  of  being  overshadowed  by 
these  great  and  eminent  men,  the  great  pioneers  in  medicine  and 
gynaecology,  who  have  made  this  hospital.  I  would  say  that  I 
think  it  would  be  wise  for  some  of  the  members  of  this  Alumni  -to 
go  East,  North,  or  South,  or  even  possibly  for  a  few  to  go  West.  I 
am  very  sorry  that  I  cannot  do  more  than  mention  this  subject  of 
going  North,  East,  South,  or  West,  because  this  is  not  a  speech. 

There  is,  however,  another  matter  which  I  have  thought  of  a 
great  deal.  This  hospital  has  made  its  reputation  chiefly  as  a  hos- 
pital devoted  to  plastic  gynaecology — a  department  of  gynaecology  in 
which  the  two  great  pioneers  were  Sims  and  Emmet  — and  which, 
as  you  all  know,  is  on  the  vaginal  side  of  the  pelvic  floor.  The 
Woman's  Hospital  never  made  a  great  reputation  on  the  peritoneal 
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side  of  the  pelvic  floor.  The  great  strides  made  during  the  past  ten 
or  fifteen  years  in  gynaecology  have  been  made  on  the  peritoneal 
side  of  the  pelvic  floor.  I  cannot  do  more  than  touch  on  this  sub- 
ject, but  I  will  simply  say  that  if  the  graduates  of  the  Woman's 
Hospital  expect  to  go  forward  on  the  crest  of  the  wave,  they  must 
give  attention  to  the  peritoneal  side  of  the  pelvic  floor,  otherwise 
that  wave  will  do  just  what  it  logically  ought  to  do — roll  over  us — 
and  other  men  will  ride  through  to  great  success  on  the  crest  of  the 
wave. 

I  am  very  sorry  that  this  facetious  committee  did  not  lay  down 
a  fixed  subject  upon  which  I  could  speak.  The  subject  upon  which 
I  would  like  to  speak  in  New  York  (and  I  say  this  with  great  feel- 
ing on  account  of  the  kindness  which  I  have  received  from  New  York 
and  New  York  men)  would  be  the  subject  of  hospitality.  I  never  come 
to  New  York  without  feeling  overwhelmed  by  the  expressions  and  acts 
of  hospitality  which  come  to  me.  I  very  much  regret  that  this 
committee  did  not  put  me  down  for  a  speech,  and  at  the  same  time 
say  that  I  was  expected  to  confine  my  whole  remarks  to  the  sub- 
ject of  hospitality,  because  then  I  should  only  have  to  pronounce  a 
continuous  eulogy  upon  the  medical  profession  of  New  York  in 
general,  and  the  Woman's  Hospital  Alumni  in  particular.  (Applause. ) 

We  will  now  proceed  to  the  regular  order  of  business,  which  is 
the  reading  of  papers. 

Dr.  T.  A.  Emmet  read  a  paper,  entitled  :   The  Inclined  Decubitus. 

DISCUSSION. 

Dr.  W.  H.  Baker,  of  Boston  : — I  do  not  think  we,  any  of  us, 
want  to  let  this  paper  go  by  without  expressing  a  few  words  in  re- 
gard to  the  suggestion  of  Dr.  Emmet.  As  I  understand  Dr. 
Emmet's  paper,  the  points  that  are  open  specially  for  discussion 
are  the  physiology  and  the  pathology  of  the  pelvic  circulation  to 
start  with,  the  effects  of  the  correction  of  certain  displacements 
of  the  uterus,  particularly  backward  displacements,  on  that 
pelvic  circulation,  the  good  effects  to  be  derived  from  obtain- 
ing the  exact  normal  position,  and  that  going  beyond  this  is  not 
advantageous  ;  also  the  good  effects  derived  from  the  sustaining  of 
the  vessels  in  their  more  natural  position  by  supports  either  through 
the  tampon,  or  various  other  vaginal  supports,  and  the  great 
advantages  to  be  derived,  in  summing  up,  from  the  inclined  posi- 
tion. Certainly  Dr.  Emmet's  suggestion  in  regard  to  accomplishing 
so  much  through  the  inclined  position  where  it  may  be  possible  for 
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the  patient  to  retain  that  position  for  a  length  of  time,  seems  a  very- 
great  advantage  over  the  genu-pectoral  position,  the  great  objection 
to  that  being  that  it  is  a  difficult  and  very  tiresome  one,  and 
practically  impossible  for  the  patient  to  remain  in  any  length  of  time. 
In  the  exaggerated — the  inclined  position — which  Dr.  Emmet 
describes,  by  the  elevation  of  the  body  and  hips,  we  have  a  position 
which  can  accomplish  a  great  deal,  and  can  be  maintained  for  a 
length  of  time  with  comfort  to  the  patient.  This  suggestion  has 
been  a  welcome  one  to  me,  as  it  shows  a  way  of  accomplishing 
what  I  have  long  felt  the  need  of,  and  which  I  have  been  unable  to 
obtain  by  putting  the  patient  in  the  genu-pectoral  position.  We  all, 
of  course,  receive  such  suggestions  from  our  master  in  the  profes- 
sion with  the  greatest  delight,  knowing  the  great  care  with  which 
he  works  out  all  such  problems  as  he  has  shown  us  to-day  through 
his  study  of  the  pelvic  circulation.  I,  for  one,  am  very  glad  indeed 
to  have  heard  the  paper  and  received  the  suggestion. 

Dr.  Coe  : — It  is  regarded  as  the  highest  test  of  originality  in  a 
writer  that  the  thoughts  which  he  expresses  are  those  which  strike 
every  reader  as  just  the  ones  which  he  would  have  expressed  him- 
self; all  the  advances  in  gynaecological  treatment  which  we  owe  to 
Dr.  Emmet  are  the  outgrowth  of  such  a  logical  course  of  reasoning 
that  I  think  that  every  man  has  at  once  said,  on  grasping  his  ideas, 
"  Why  did  not  some  one  think  of  this  before  ? "  I  find  a  great  deal 
that  is  suggestive  in  his  paper.  The  inclined  position  appears  to 
be  valuable,  not  only  in  the  treatment  of  minor  pelvic  troubles,  as 
a  possible  aid,  but  also  in  the  after-treatment  of  cases  of  laparotomy 
to  prevent  the  formation  of  intestinal  adhesions,  by  causing  the  in- 
testines to  gravitate  upward.  But  we  must  discriminate  very 
carefully  between  the  cases  to  be  thus  treated.  If  we  have  to 
deal  with  a  large,  heavy  uterus,  we  must,  of  course,  not  maintain 
such  an  elevation  as  to  cause  ascent  of  the  organ  beyond  the  nor- 
mal plane.  Several  years  ago  Dr.  Frank  Foster  suggested  the 
propriety  of  giving  the  vaginal  douche  in  the  left  lateral  position, 
with  the  hips  raised,  and  it  seems  to  me,  from  a  theoretical  stand- 
point at  least,  that  the  haemostatic  effect  of  the  hot  water  could  be 
had  in  this  way.  Dr.  Emmet's  paper  certainly  forms  a  basis  for 
future  observation  and  experiments. 

Dr.  A.  P.  Dudley  : — I  cannot  let  this  paper  go  by  without  adding 
my  thanks  to  Dr.  Emmet,  for  I  believe  it  is  the  first  time  he  has 
put  upon  record  a  substantial  paper  that  we  can  carry  away,  and 
remember  for  a  long  time  as  containing  the  practical  points  he 
wants  to  teach  us.    I  do  not  believe  the  Trendelenberg  posture  is 
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anything-  new,  because  all  the  way  through  Dr.  Emmet's  writings 
and  teachings  of  twenty-five  years,  the  foundation  of  it  all  has 
been  the  pelvic  circulation  ;  and  I  believe  every  article  that  I  have 
read  from  his  pen  had  in  it  a  reference  to  the  re-balancing  of  the 
lost  pelvic  circulation  ;  but  this  is  the  first  time  he  has  given  us  a 
practical  application  of  it  which  clinches  the  question,  so  we  can 
carry  it  away  as  one  of  the  prominent  points  in  the  treatment  of 
these  cases.  Above  all  the  lessons  which  I  learned  in  the  Woman's 
Hospital — and  I  have  more  to  be  thankful  for  than  I  can  express — 
was  just  that  point  of  restoring  the  pelvic  circulation,  which  Dr. 
Emmet  always  laid  so  much  stress  upon,  and  all  through  his  writ- 
ings I  have  noticed  his  effort  to  emphasize  that  point,  but  it  has 
generally  been  the  case  that  some  other  point  in  the  paper  has 
overshadowed  the  only  mention  he  has  made  of  this  subject,  and 
drowned  it  out.  I  really  believe  if  he  had  time  to  tell  us,  that  he 
would  say  that  the  operations  which  carry  his  name  have  been 
based  upon  that  one  principle,  and  I  believe  that  if  the  pelvic  circu- 
lation is  not  disturbed  there  will  not  be  many  women  who  will 
have  pelvic  disease,  and  for  this  reason  I  think  too  much  stress  can- 
not be  laid  upon  it.  The  Trendelenberg  posture  for  operating  is 
only  carrying  out  the  principle  which  Dr.  Emmet  has  taught  for 
years  ;  it  is  only  taking  advantage  of  the  position  to  apply  the  prin- 
ciple in  treatment,  and  the  addition  made  to  that  of  the  after- 
treatment  in  abdominal  surgery,  by  keeping  the  patient  in  that 
position,  is  another  suggestion  on  the  same  plan.  As  far  as  my 
experience  is  concerned,  whenever  a  patient  comes  to  me  at  the 
present  time,  that  lesson  is  so  strongly  fixed  in  my  mind  that  the 
first  thing  which  I  consider  is  whether  the  circulation  is  normal  in 
the  pelvis,  and  if  not,  how  I  can  go  to  work  to  relieve  it,  and  I  find 
more  relief  from  efforts  to  correct  the  circulation  than  from  any- 
thing else,  and  many  times  I  have  been  able  to  cure  a  patient 
without  resorting  to  operation.  I  have  not  made  so  many  abdomi- 
nal sections  this  year  as  I  did  last,  and  simply  because  I  know 
more  about  such  cases  now  than  I  did  then.  I  believe  if  we  could- 
carry  out  this  teaching  which  Dr.  Emmet  has  given  us  for  so  many 
years,  that  we  would  not  be  able  to  report  so  many  abdominal 
sections  as  we  do. 

Dr.  Currier  :- — I  did  not  have  the  pleasure  of  hearing  Dr. 
Emmet's  paper,  but  the  principle  which  he  has  suggested  seems 
to  me  to  be  a  thoroughly  sound  one,  and  based  on  sound  mechani- 
cal principles.  All  of  us  who  have  had  any  experience  in  working 
in  the  pelvis,  cannot  have  failed  to  notice  occasionally  the  want  of 
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balance  in  the  pelvic  circulation.  This  is  especially  noticeable  in 
the  distended  condition  of  the  veins  of  the  pampiniform  plexus 
which  is  so  often  a  source  of  trouble  with  women  who  suffer  with 
pelvic  disease.  If  a  woman  were  placed  in  a  position  in  which  she 
could  be  relieved  of  this  distention  by  the  action  of  natural  forces, 
as  has  been  suggested  by  Dr.  Emmet,  it  would  furnish  an  easy 
means  of  relief.  I  was  struck  by  the  usefulness  of  the  suggestion 
from  an  experience  which  I  passed  through  recently  in  connection 
with  a  case  of  phlebitis  of  the  left  leg  and  thigh.  Great  relief  came 
from  this  very  simple  procedure  of  decided  elevation,  perhaps  to 
even  a  greater  extent  than  Dr.  Emmet  has  suggested,  even  more 
than  eighteen  inches,  and  there  was  almost  instant  return  to  the 
condition  of  pain  and  discomfort,  and  general  bad  condition  when 
the  leg  was  lowered.  The  principle,  of  course,  must  apply  equally 
to  similar  conditions  in  the  pelvis,  and  I  have  no  doubt  that  the 
general  recognition  of  this  point  by  the  profession  will  lead  to  its 
adoption,  and  great  resulting  benefit. 

Dr.  Wilcox  : — I  came  here  this  evening  to  listen,  and  not  to  say 
anything,  but  since  the  remarks  of  the  Chairman,  in  regard  to  the 
future  of  perhaps  some  of  the  graduates  of  this  hospital,  that  they 
might  derive  more  reputation  from  the  abdominal  side,  than  from 
the  peritoneal  side  of  the  pelvis,  and  inasmuch  as  all  the  reputa- 
tion I  have  had  in  medicine  has  been  from  the  other  side  of  the 
pelvic  floor,  as  a  clinician,  I  want  to  add  my  approval  of  the  paper 
presented  by  Dr.  Emmet  this  evening.  It  is,  perhaps,  a  test  of 
ability  in  medicine  as  a  branch  of  general  science,  to  be  able  to  ob- 
serve carefully  certain  natural  facts,  and  draw  practical  deductions 
from  them.  These  facts  have  existed,  probably,  ever  since  women 
ever  menstruated,  or  ever  since  there  was  a  uterus;  that  in  certain 
positions  menstruation  occurs  without  pain.  As  a  clinician,  I  have 
seen  many  patients  who  from  surgical  injury,  or  disease,  not  inter- 
fering with  general  nutrition,  have  been  obliged  to  remain  in  bed, 
and  on  having  the  bed  raised,  have  passed  through  the  menstrual 
attacks  with  but  little  pain,  as  compared  with  the  usual  history  of 
pain  and  discomfort  at  the  menstrual  period.  The  change  in  the 
pelvic  circulation  which  takes  place  from  the  changed  position  ac- 
counts for  the  relief  of  a  great  deal  of  the  pain.  In  the  experiments 
which  I  carried  out  with  hydrastis,  the  results  of  which  were  given 
six  years  ago,  it  was  found  that  even  with  the  vessels  of  the  pelvic 
peritonaeum  bleached  by  hydrastis  there  was  a  still  greater  pallor 
of  the  serous  membrane  if  the  animal  was  suspended  by  the  feet. 
I  think  we  all  ought  to  give  our  tribute  of  appreciation  to  Dr. 
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Emmet,  who  has  put  in  a  practical  way  a  deduction  from  a  fact 
that  we  all  of  us  must  have  observed,  and  likely  passed  by,  and  I 
am  sure,  as  a  clinician,  I  am  very  glad  to  be  able  to  add  what  little 
testimony  I  can. 

The  Chair  called  on  Dr.  Emmet  to  close  the  discussion. 
'Dr.  Emmet: — I  have  nothing  further  to  say,  Mr.  President,  ex- 
cept that  I  thank  the  gentlemen  for  the  discussion  of  the  paper. 

Dr.  W.  E.   Moseley  read  a  paper,  entitled  :   Two  Cases  of  Pelvic 
Peritonitis. 

Dr.  A.  F.  Currier  remarked  :  The  diagnosis  of  the  condition 
discussed  by  Dr.  Moseley  is  not  difficult  in  most  cases,  though  the 
aetiology  is  often  obscure,  and  it  may  be  difficult  to  make  ^complete 
diagnosis.  That  is  to  say,  the  presence  of  pain,  and  sensitiveness 
in  the  iliac  regions,  elevation  of  temperature,  and  more  or  less  dis- 
turbance with  the  bowels,  and  the  menstrual  function,  which  are 
not  specifically  referred  to  for  want  of  time,  indicate  the  probable 
existence  of  pelvic  peritonitis,  but  that  does  not  express  the  extent 
or  gravity  that  the  disease  may  have,  nor  does  it  outline  the  treat- 
ment. Further  information  in  regard  to  the  history  of  the  patient  ; 
the  presence  or  absence  of  a  continuous  discharge  of  pus  from  the 
uterus,  the  bimanual  examination  in  the  dorsal  position,  and,  finally, 
an  examination  under  narcosis  will  determine  the  course  of  treat- 
ment, or,  at  least,  whether  it  should  be  entirely  surgical,  and 
whether  it  .will  admit  of  delay.  I  do  not  entirely  agree  with  the 
author  of  the  paper,  that  as  soon  as  pus  in  the  pelvis  is  discovered, 
we  must,  of  necessity,  operate.  Admitting  the  principle  that  pus  in 
any  portion  of  the  body  is  objectionable,  we  all  know  that  there 
are  many  women  in  whose  pelvis  we  are  quite  certain  that  there  is 
more  or  less  pus  who  refuse  to  be  operated  upon,  and  who  get  well 
without  the  performance  of  an  operation.  How  was  it  in  the  days 
before  abdominal  section  was  so  frequent  ?  Pus  in  the  pelvis  is  not 
a  diseased  condition  which  has  been  thrust  upon  us  within  the  last 
few  years.  I  am  not  sure  that  we  shall  not  find  some  better  way  of 
treating  accumulations  of  pus  in  the  pelvis,  in  many  cases  at  least, 
than  by  abdominal  section.  Some  of  them  can  be  drained  through 
the  uterus,  others  through  the  vagina,  others  by  incision  into  the 
ischio-rectal  fossa  (I  have  treated  one  such  case  within  the  past  few 
months),  and  still  other  methods  are  available  without  opening  the 
abdominal  peritonaeum.  There  are  other  very  important  points  in 
this  paper  which  should  be  discussed,  which  are  not  yet  settled,  and 
which  most  men  who  see  this  class  of  diseases  are  thinking:  about. 
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Dr.  J.  Riddle  Goffe,  in  discussion,  remarked  :  We  are  certainly 
under  obligation  to  Dr.  Moseley  for  submitting  to  us  the  reports  of 
these  two  cases  in  such  striking  contrast  to  each  other — in  marked 
contrast  in  every  particular,  except  in  the  fact  that  they  were  sub- 
jected to  the  same  treatment.  And  in  that  fact  lies  the  lesson  to  be 
drawn  from  these  instructive  cases.  The  first  case  is  typical  of 
many  that  are  constantly  falling  into  our  hands.  I  have  attained 
my  best  results  in  these  young  women  by  thoroughly  curetting  the 
uterus  and  packing  it  with  iodoform  gauze  to  relieve  the  endo- 
metritis, and  then  putting  them  on  a  careful  regimen  of  massage, 
exercise  and  diet.  Watchful  general  supervision  of  their  hygienic 
habits  of  life  and  constitutional  treatment  is  what  they  need,  and 
not  radical  operations. 

Dr.  H.  G  Coe  read  a  paper  entitled  Tamponade  of  the  Uterus. 

DISCISSION. 

Dr.  Currier: — I  saw  last  week  a  patient  who  had,  to  all  ap- 
pearances, a  dead  foetus  within  her,  and  I  mention  it  because 
Dr.  Coe's  fourth  case  was  in  many  respects  similar. 

Tamponade  of  the  Uterus  after  Abortion. 

I  should  like  to  narrate  to  the  society  the  history  of  two  cases 
which  have  been  seen  by  me  within  the  past  month,  not  only  on 
account  of  their  intrinsic  interest,  but  because  they  illustrate  the 
value  of  the  uterine  tampon  after  abortion  which  I  do  not  remem- 
ber to  have  seen  advocated  for  this  purpose  by  any  other  writer. 
Possibly  others  may  have  used  it  in  this  way  and  may  also  have 
referred  to  it  publicly,  but  I  do  not  remember  to  have  seen  any 
such  statement.  Of  course  the  idea  of  an  uterine  tampon  is  not 
new  ;  Vulliet,  Herff,  and  others  in  Europe  have  described  its  ad- 
vantages, while  recently  one  of  our  own  members  (Polk)  did  the 
same  before  the  Academy  of  Medicine  in  an  interesting  and  valu- 
able communication.1  I  may  say  for  myself  that  I  have  been  using 
it  for  a  variety  of  conditions  for  the  past  two  or  three  years. 

In  the  first  case  the  patient  is  thirty  years  of  age,  has  been 
married  five  years,  has  been  pregnant  four  times,  but  has  always 
aborted,  the  first  two  times  at  the  second,  the  third  and  fourth 
times  at  the  third  month.  During  the  third  pregnancy,  which  oc- 
curred in  1889  while  she  was  living  in  Germany,  she  was  under 
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the  care  of  two  distinguished  Berlin  gynaecologists,  so  there  is  no 
doubt  about  the  character  of  the  attention  she  received.  I  first 
saw  her  November  24,  1891.  her  last  menstruation  having  ended 
September  n.  She  had  already  suffered  with  several  uterine 
haemorrhages,  and  bled  profusely  during  and  after  my  examination 
which  was  made  with  all  possible  care  and  gentleness.  From  that 
time  until  December  13  there  was  much  nausea,  retching,  and 
general  discomfort  and  occasional  bleeding.  On  the  date  men- 
tioned the  ovisac  ruptured,  and  after  waiting  twenty-four  hours  for 
its  expulsion  I  removed  it,  the  patient  being  chloroformed.  The 
foetus  and  its  envelope  were  entirely  removed,  but  in  the  left  horn 
of  the  organ  was  a  polypus  an  inch-and-a-half  or  two  inches  in 
diameter  with  a  firm  pedicle  depending  from  the  fundus  of  the 
uterus.  I  was  unable  to  remove  it  with  any  instrument  at  hand, 
and  so  was  obliged  to  leave  it  for  a  subsequent  occasion.  This 
was  probably  the  cause  of  the  repeated  miscarriages,  for  the  patient 
is  a  lady  of  fine  physique,  is  intensely  anxious  for  children,  and 
there  is  no  suspicion  of  syphilis  in  either  her  or  her  husband. 
Until  recently  I  had  believed  there  were  no  contra-indications  to 
the  complete  cleansing  of  the  uterus  after  an  abortion,  but  I  am 
quite  certain,  now,  that  in  some  cases  the  patient  may  be  so  weak 
and  exhausted  that  prudence  would  counsel  one  to  wait  until 
strength  has  been  renewed  before  exploring  the  entire  endometrium 
for  possible  remnants  of  an  aborted  ovum.  So  also  the  presence 
of  an  intra-uterine  polypus,  as  in  this  case,  may  require  us  to  wait 
for  its  removal  if  we  have  not  the  requisite  means  at  hand.  I  am 
convinced  that  this  is  better  practice  than  to  dig  and  dive  at  it  with 
instruments  unsuited  for  the  purpose,  thereby  doing  more  or  less 
injury  to  the  soft  and  easily  torn  endometrium.  I  have  seen  cases 
in  which  nature  was  kind  enough  to  expel  an  offending  mass  of 
this  character  after  labor  or  abortion,  but  she  did  not  do  so  in  this 
instance.  The  uterine  cavity  was  loosely  packed  with  strips  of 
iodoform-gauze  which  served  admirably  for  drainage  during  the 
forty-eight  hours  in  which  they  were  retained.  Before  the  intro- 
duction of  the  tampon  the  uterine  cavity  was  irrigated  with  hot 
water.    Recovery  was  uneventful. 

In  the  second  case  the  patient  was  first  seen  December  10.  1S91. 
She  is  twenty-nine  years  of  age,  has  been  married  thirteen  years, 
has  had  five  children,  the  last  one  five  years  ago,  and  since  then 
has  had  three  miscarriages  in  quick  succession,  at  two  and-a-half. 
four,  and  six  monffis,  the  last  one  occurring  the  latter  part  of  No- 
vember. 1 89 1.    There  is  no  family  history  of  syphilis  or  tubercu- 
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losis,  her  children  have  all  been  healthy  excepting  two  who  died 
from  infectious  disease.  She  is  extremely  anaemic,  there  is  now 
consolidation  over  the  upper  lobe  of  the  left  lung  and  a  pleuritic 
friction-sound  anteriorly  near  the  base  of  the  right  lung.  Her  ap- 
pearance is  extremely  suggestive  of  tuberculosis.  When  I  first  saw 
her  she  had  been  bleeding  constantly  since  her  miscarriage  two 
weeks  previously.  The  womb  was  soft  and  easily  dilated,  the 
mucous  membrane  broke  down  easily  under  the  sharp  curette  and 
a  quantity  of  greyish  matter  suggestive  of  brain  substance  was  re- 
moved from  the  region  of  the  internal  os.  After  carefully  spong- 
ing away  the  broken-down  debris,  the  uterine  cavity  was  packed 
with  gauze  dipped  in  creolin  solution,  and  this  was  repeated  every 
second  or  third  day  until  after  half  a  dozen  applications  there  was 
no  further  occasion  for  it.  The  patient  is  now  quite  ill  with  pleu- 
risy but  the  uterine  condition  a  week  ago  was  quite  satisfactory. 

From  past  experience  I  should  feel  like  earnestly  recommend- 
ing the  use  of  the  uterine  tampon  after  all  or  nearly  all  cases  of 
abortion.  Its  advantages  are  to  be  summed  up  in  the  word  drain- 
age — but  that  means  a  great  deal.  We  are  all  familiar  with  the 
disastrous  results  which  follow  so  many  cases  of  abortion,  imper- 
fectly and  carelessly  treated  septicaemia,  cellulitis,  inflammatory 
conditions  of  the  uterine  appendages  ;  any  or  perhaps  all  of  them 
may  be  traceable  to  an  abortion,  and  life  itself  may  be  sacrificed  as 
a  near  or  remote  consequence.  The  uterine  tampon  stimulates  the 
uterus  to  contraction  preventing  subinvolution,  it  prevents  accumu- 
lation and  decomposition  of  secretions  and  furnishes  a  means  of 
egress  for  anything  which  should  not  be  retained  by  the  uterus. 
I  once  considered  the  curette  the  most  valuable  instrument  we 
possess  in  the  treatment  of  abortion.  I  now  believe  that  prece- 
dence should  be  given  to  the  tampon.  Its  use  within  the  uterine 
cavity  subjects  the  organ  to  the  same  sound  surgical  principle 
which  we  invoke  in  the  treatment  of  any  other  cavity  in  which 
disease  is  present,  and  it  is  because  we  have  ignored  this  principle 
in  the  past  that  the  most  costly  penalties  in  life  and  health  have 
been  exacted  from  our  patients. 

Dr.  A.  P.  Dudley: — I  want  to  add  one  or  two  words  in  regard  to 
the  use  of  the  tampon  of  iodoform-gauze.  I  think  there  is  some 
risk  run  in  using  iodoform-gauze  prepared  with  glycerine,  and  I  do 
not  think  we  should  use  it  if  we  can  get  it  prepared  in  any  other 
way.  I  had  one  case  of  death  from  iodoform  poisoning,  and  two 
other  cases  of  iodoform  irritation  which  I  think  was  because  I  used 
iodoform-gauze  prepared  with  glycerine. 
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Another  warning  which  I  would  mention  is  as  to  the  time 
we  should  leave  the  gauze  within  the  uterus,  whether  it  is  a  septic 
or  benign  case,  and  I  do  not  think  we  should  leave  the  gauze  there 
for  two  days,  for  in  a  number  of  cases  where  I  have  used  it  I  have 
found  that  after  the  gauze  has  been  in  the  uterus  for  two  days  the 
patient  has  had  throbbing  pains.  Dr.  Coe  advises  leaving  the  gauze 
in  until  nature  expels  it,  but  I  do  not  think  it  is  a  safe  thing  to  do. 
I  think  it  is  essential  in  the  treatment,  but  I  should  not  place  it  in 
advance  of  the  curette,  for  I  believe  in  letting  the  two  go  together, 
because  you  can  do  with  the  gauze  what  you  cannot  with  the 
curette,  and  vice-versa;  but  if  you  use  a  curette  and  after  that  tampon 
the  uterus,  it  is  essential  to  wash  out  the  uterus  thoroughly.  Yes- 
terday afternoon  I  removed  an  intra-uterine  fibroid  from  the  fundus 
of  a  woman  forty-five  years  old,  single.  I  found  a  small  tumor 
high  up,  and  I  had  to  cut  the  cervix  open  beyond  the  internal  os 
before  I  could  get  the  growth  through  the  internal  canal.  I  did  so, 
packing  with  gauze  and  then  sewing  the  uterus  up.  I  had  no  trouble 
with  the  gauze  and  I  shall  expect  to  remove  it  without  injury  to  the 
freshly-cut  cervix. 

Dr.  W.  H.  Bakek,  of  Boston: — I  think  I  will  express  the  feelings 
of  the  association  when  I  ask  the  President  if  he  will  give  us  the 
address  which  we  did  not  hear  at  the  opening  of  the  meeting,  on 
the  subject  of  tamponade  of  the  uterus. 

Dr.  E.  C.  Dudley,  of  Chicago: — I  do  not  know  that  I  have  any- 
thing to  add  to  what  has  already  been  said  on  the  subject  of  tam- 
ponade of  the  uterus.  My  experience  with  that  method  of  treat- 
ment has  been  confined  to  only  one  or  two  cases  of  curettement 
after  abortion,  and  to  a  few  cases  in  which  I  have  curetted  for  gran- 
ular degeneration.  The  use  of  the  tampon  in  these  cases  has  been 
followed  by  very  gratifying  results. 

I  do  not  think  we  should  go  to  the  extent  of  saying  that  the 
uterus  should  be  always  tamponed  after  every  abortion;  that  is 
rather  a  wide  statement,  and  1  think  it  would  be  found  that  it  is  not 
necessary  to  do  this  after  every  case  of  abortion.  I  should  certainly 
say,  however,  that  it  would  be  indicated  after  a  case  of  abortion  if 
there  was  any  reason  to  suspect  that  the  abortion  would  be  followed 
by  sepsis.  I  agree  that  the  chief  indication  of  the  tampon  is  drain- 
age. The  next  indication  is  stimulating  the  uterus  to  contract, 
which  is  another  way  of  doing  to  a  great  extent  what  drainage 
does.  The  work  that  has  been  done  by  prominent  men,«  like  Dr. 
Polk  and  others,  with  the  intra-uterine  tampon  is  in  accordance 
with  my  own  observations  and  my  own  notions  on  the  subject. 


284 


Transactions  of  Societies. 


My  idea  is  that  the  tamponing  of  the  uterus  is  not  likely  to  be  done 
too  much,  but  probably  not  enough.  I  regret  that  I  .have  nothing 
of  special  interest  to  add  on  this  subject. 

Dr.  Hersey  G.  Locke: — This  subject  has  been  one  of  exceeding 
interest  to  me  for  the  past  three  years,  and  it  is  a  method  which  has 
been  used  a  great  deal  in  Roosevelt  Hospital,  and  also  in  many 
cases  in  private  practice,  and  I  have  felt  that  somebody  ought  to 
take  the  matter  up,  or  that  more  of  us  ought  to  take  it  up  and  try 
and  bring  it  practically  before,  not  gynaecologists,  and  not  obstetri- 
cians, but  the  general  practitioners  who  call  upon  us  in  the  trouble 
which  they  are  having  with  their  post-partum  cases,  whether  fol- 
lowing abortion  or  labor.  Dr.  Currier  spoke  of  not  seeing  anything 
in  any  of  the  publications  recently  in  regard  to  this  matter.  I  think 
there  have  been  a  great  many,  especially  among  the  Germans.  In 
the  last  number  of  The  New  York  Journal  of  Gynecology  and  Obstet- 
rics there  is  an  article  on  the  treatment  of  abortion  at  the 
Roosevelt  Hospital,  a  large  portion  of  the  treatment  of  which  is 
confined  to  the  intra-uterine  tamponade.  Ruling  out  the  treatment 
of  endometritis,  where  it  is  used,  we  can  hardly  say,  as  an  emergency, 
we  come  to  puerperal  cases,  and  there  is  one  point  I  should  like  to 
add  to  what  Dr.  Coe  has  said,  and  ask  him  if  he  agrees  with  me,  and 
that  is  in  regard  to  the  permanence  of  the  contraction  following  the 
introduction  of  the  tamponade.  As  a  foreign  body  it  produces 
contraction  by  irritation,  and,  further  than  that,  it  produces  retrac- 
tion, and,  as  a  result,  we  have  a  permanent  haemostasia,  and  not  a 
temporary  one  as  where  we  use  hot  water.  This  is  one  point  I 
think  Dr.  Coe  did  not  touch  upon  unless  in  his  term  "  contraction,  *' 
he  included  retraction.  The  mechanical  effect  is  the  second  thing, 
and  one  which  we  have  found  was  valuable  in  the  treatment  of 
oozing  surfaces  in  the  pelvis.  In  regard  to  the  drainage  and  the 
use  of  the  gauze,  the  drainage  is  excellent  in  most  of  the  cases.  I 
have  seen  a  great  many  of  them,  and  I  find  the  gauze  is  thoroughly 
saturated  with  serum,  not  blood.  We  generally  do  not  leave  it  in 
more  than  twenty-four  hours;  and  in  regard  to  the  quality  of  the 
gauze,  I  would  say  that  we  use  dry  benzine-gauze. 

When  it  comes  to  the  battle  between  the  curette  and  the  intra- 
uterine tampon,  I  think  it  is  going  out  of  the  province  of  this  dis- 
cussion. I  hardly  like  to  report  cases,  but  I  can  tell  you  of  a  case 
which  occurred  recently  which  will  illustrate  conclusively  all  the 
advantages  of  the  intra-uterine  tampon.  It  was  a  case  which  we 
had  seen  some  time  ago,  and  the  woman  in  a  previous  labor 
had  eclampsia.    She  became  pregnant  again,  and  urine  showed  a 
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percentage  of  about  twenty  per  cent,  bulk  albumen  at  two-and- 
one-half  months.  It  was  decided  to  induce  labor,  or  perform  abor- 
tion, and  the  cervix  was  dilated,  the  uterus  curetted — the  curette 
was  passed  through  the  cavity  several  times,  and  the  sound  was 
passed  fourteen  times — and  the  woman  was  not  apparently  troubled 
by  these  manipulations.  Finally,  it  was  necessary  to  clear  the 
uterus ;  the  patient  being  in  poor  condition,  a  Goodell-Eliinger 
dilator  was  passed  in,  and  directly  the  blades  were  separated  a 
column  of  blood  came  from  the  cervix,  which  cleared  entirely  the 
examining  speculum,  the  hands  of  the  operator,  and  struck  Dr.  Tut- 
tle  in  the  chest.  I  was  holding  the  uterus.  The  haemorrhage 
seemed  to  last  fifteen  minutes;  it  was  not  so  long  as  that,  but  it  was 
the  most  enormous  haemorrhage  I  ever  saw.  A  large  forceps  was 
introduced,  and  the  uterus  was  cleared,  and  then  the  finger  was 
introduced  and  the  uterus  cleared  again,  and  then  a  curette  and 
hot  water  with  iodine  was  used.  This  caused  a  temporary  stoppage 
of  the  haemorrhage  and  brought  about  some  contraction,  but  the 
haemorrhage  started  on  again  as  vigorously  as  before,  and  the  for- 
ceps were  used  and  large  portions  of  the  placenta  were  brought 
out.  Then  the  uterus  was  thoroughly  tamponed  with  three-and-a- 
half  yards  of  ten  per  cent,  iodoform-gauze  that  was  passed  into  the 
uterus  two-and-one-half  months  pregnant.  The  tampon  was  left 
in  for  twenty-four  hours,  and  when  removed  was  practically  dry, 
and  had  no  more  blood  on  it  than  when  it  was  first  put  in  there  ; 
there  was  some  serum.  The  woman  after  the  operation  had  the 
most  severe  haemorrhage  I  think  I  have  ever  seen,  but  her  tempera- 
ture was  990  after  the  operation.  Neither  hot  water  up  to  160 
degrees,  nor  curetting,  nor  anything  we  could  do,  would  stop  the 
haemorrhage,  but  it  was  easily  controlled  by  the  tamponade.  That 
is  an  isolated  case,  but  we  have  tamponed  in  the  hospital  and  in 
private  practice  for  the  past  three  years,  and  we  have  never  had 
anything  to  regret.  We  do  not  tampon  in  every  case  after  abortion, 
but  in  those  cases  where  the  haemorrhage  does  not  yield  readily  we 
wash  out  the  uterus  with  hot  water.  The  short  communication 
which  I  read  at  the  meeting  of  the  academy  was  largely  devoted  to 
that  point. 

Dr.  E.  C.  Dudley,  of  Chicago: — In  order  to  get  the  best  results 
from  the  tamponade  of  the  uterine  canal,  it  is  advantageous  to  have 
a  tampon  in  the  vagina,  and  change  it  frequently,  vand  keep  it  dry. 
Then  you  get  much  better  capillary  drainage.  It  is  my  experience, 
particularly  one  case  in  which  I  tamponed  very  frequently  for 
haemorrhage  in  a  fibroid.    This  was  a  large  fibroid  reaching  to  the 
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umbilicus,  and  the  tampon  was  applied  very  thoroughly.  The 
uterus,  which  was  filled  full,  decreased  in  size  materially,  and  the 
haemorrhage  was  controlled  to  a  degree  almost  reaching  perman- 
ence ;  in  fact,  the  haemostatic  effect,  the  effect  of  relief  from  pain, 
the  effect  in  the  decrease  in  the  uterus,  would  have  satisfied  the  great 
Apostoli,  or  any  of  his  followers,  if  he  had  been  using  electricity. 
In  another  case  after  an  abortion  I  used  the  tampon  when  the  abor- 
tion had  been  produced  as  the  result  of  very  severe  typhoid  fever. 
The  woman  had  undoubtedly  extreme  blood  poisoning.  The  uterus 
was  emptied  and  washed  out,  and  then  filled  full  of  iodoform- 
gauze.  At  about  this  time  the  temperature  reached  to  1070,  and 
reached  1070  at  various  times,  the  combined  temperature  of  the 
sepsis  and  typhoid  fever,  but  the  patient  finally  made  a  very  good 
recovery. 

Dr.  McGinnis: — I  would  like  to  ask  the  President  if  he  has  ever 
tried  the  positive  pole  of  the  galvanic  current  in  controlling 
haemorrhage  such  as  this  ? 

Dr.  Dudley: — Yes,  I  have  tried  that. 

MISCELLANEOUS. 
ITEMS  OF  INTEREST. 

Dr.  Henrotin,  of  Chicago,  has  accepted  the  position  of  Ameri- 
can Secretary  of  the  International  Gynaecological  and  Obstetrical 
Congress,  to  be  held  in  Brussels  next  September.  The  Congress  is 
to  be  known  as  the  Periodical  International  Congress  of  Gynae- 
cology and  Obstetrics,  and  the  first  session  is  to  be  held  in  Brussels 
September  13  to  19,  1892. 

It  is  proposed  that  the  Congress  should  convene  every  four 
years,  and  it  is  stated  that  Lawson  Tait  has  accepted  the  position 
of  presiding  officer  at  the  organization  of  the  Congress.  There  are 
to  be  three  leading  subjects  for  discussion. 

1.  Pelvic  suppuration  ;  Referee,  Dr.  Paul  Segond,  of  Paris. 

2.  Extra-uterine  pregnancy  ;  Referee,  Dr.  A.  Martin,  of  Berlin. 

3.  Placenta  praevia ;  Referee,  Dr.  Berry  Hart. 

The  fee  for  a  participating  member  is  thirty  francs  ;  that  for  a 
founder  is  300  francs. 

The  Western  Association  of  Obstetricians  and  Gynaecologists  is 
the  name  of  a  new  society  organized  at  Topeka,  Kan.,  December 
29,  1 89 1.    Its  membership  is  to  consist  of  regular  physicians  resid- 
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ing  in  the  Western  States  and  Territories,  who  limit  their  practice 
to  these  two  branches,  or  make  a  specialty  of  one  or  both.  At  the 
first  meeting  Colorado,  Nebraska,  Missouri,  New  Mexico,  Arizona, 
and  Oklahoma  were  represented.  The  next  session  is  to  be  held 
in  Kansas  City,  December  27,  1892. 

We  copy  from  the  Kansas  City  Medical  Record  the  following 
list  of  charter  members  : 

Wm.  H.  Buchtel,  Denver,  Colo. ;  Thomas  H.  Hawkins,  Denver, 
Colo. ;  P.  S.  Leisenring,  Omaha,  Neb. ;  J.  E.  Summers,  Omaha, 
Neb. ;  Lewis  Schoaler,  Des  Moines,  la. ;  Jacob  Geiger,  St.  Joseph, 
Mo.;  John  Boice,  Denver,  Colo.;  C.  R.  Woodson,  St.  Joseph,  Mo.; 
Geo.  C.  Mosher,  Kansas  City,  Mo. ;  James  W.  Heddens,  St.  Joseph, 
Mo. ;  J.  D.  Griffith,  Kansas  City,  Mo. ;  T.  J.  Shreves,  Des  Moines, 
la. ;  C.  W.  Adams,  Kansas  City,  Mo. ;  T.  J.  Beattie,  Kansas  City, 
Mo. ;  J.  H.  Van  Eman,  Kansas  City,  Mo. ;  A.  H.  Cordier,  McPher- 
son,  Kas. ;  J.  M.  Richmond,  St.  Joseph,  Mo. ;  Andrew  Sabine, 
Garden  City,  Kas. ;  J.  G.  Stewart,  Hutchinson,  Kas. ;  M.  N.  Wach- 
ter,  Baileyville,  Kas. ;  L.  J.  Lyman,  Manhattan,  Kas. ;  Jeffery 
Martin,  Marion,  Kas. ;  W.  T.  Sawhill,  Concordia,  Kas. ;  H.  Hum- 
phrey, Waterville,  Kas. ;  J.  T.  Axtell,  Newton,  Kas. ;  L.  A.  Buck, 
Peabody,  Kas. ;  A.  H.  Fabrique,  Wichita,  Kas. ;  L.  J.  Warren,  Clay 
Center,  Kas. ;  Wm.  Dewees,  Salina,  Kas. ;  H.  H.  Sutherland,  Liberal, 
Kas. ;  J.  A.  Mitchell,  Arkansas  City,  Kas. ;  J.  W.  McCracken,  Ster- 
ling, Kas.;  W.  R.  Mitchell,  Topeka,  Kas.;  M.  B.  Ward,  Topeka, 
Kas. ;  W.  R.  Tipton,  Las  Vegas,  N.  M. ;  Joseph  Price,  Philadelphia, 
Pa.;  S.  S.  Todd,  Kansas  City,  Mo.;  J.  C.  McClintock,  Topeka,  Kas.; 
T.  W.  Scott,  Stafford,  Kas. :  G.  E.  Sheldon,  Topeka,  Kas. ;  B.  T. 
Whitmore,  Kansas  City,  Mo. 


ABSTRACTS  FROM  AMERICAN  SOURCES. 

A  Grand  Opening  for  an  Ambitious  Hysterectomist. 

In  an  article  entitled  "  Observations  upon  Native  Diseases  Seen 
During  Thirty  Year's  Residence  in  Equatorial  Africa,"  by  Rev.  R.  H. 
Nassau,  M.D.,  D.  D.,  the  following  remarks  are  made  upon  abdomi- 
nal tumors  : 

Abdominal  tumors,  which,  as  I  observed  them  almost  solely 
in  women,  I  assume  to  be  ovarian.  But  no  native  doctor  would 
dare  attempt  an  operation  of  this  magnitude,  and  I  am  not 
aware  that  any  operation  for  their  removal  has  been  performed  at 
the  Government  Hospital.   Diseases  of  the  female  generative  organs 
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are  common.  I  regret  much  that  I  have  no  skill  and  little  know- 
ledge in  that  line.  So  much  sorrow  and  pain  could  be  relieved  by 
an  obstetrician,  or  gynaecologist.  Early  sexual  connection  makes 
the  women  sterile,  and  constant  hard  work  in  the  plantations,  and 
carrying  of  heavy  baskets  on  their  backs,  even  during  pregnancy, 
cause  frequent  miscarriages.  I  am  sure  from  their  step,  bent  form, 
chronically-pained  expression  of  face,  and  symptoms  at  their  men- 
strual periods,  with  dysmenorrhea  and  amenorrhaea,  as  the  poor 
sufferers  describe  to  me,  that  cases  of  displacement  of  the  uterus 
are  frequent,  probably,  also,  ulcers  of  the  uterus.   Prolapse  is  known. 

It  is  not  unknown  that  pregnancy  has  run  beyond  the  length  of 
twelve  months.  I  know  very -well  a  woman,  who,  to  all  appear- 
ances, was  pregnant.  She  told  me  positively  the  date  when  her 
menses  had  disappeared;  she  was  very  full.  On  touching  the 
abdominal  walls,  I  could  feel  the  child's  motions  ;  actually  could 
see  it  bulge  out  the  wall  as  it  kicked.  She  was  then  in  her  eleventh 
month.  At  the  proper  time  labor  pains  had  appeared ;  but  had 
permanently  disappeared.  Her  husband  then  claimed  that  some 
unfaithfulness  to  him  had  closed  her  womb.  He  beat  her  with 
brass  rods  ;  I  interfered.  He  flung  her  away  in  the  forest  to  die. 
A  month  later  I  saw  her  alive  and  well,  and  subsequently  she  was 
safely  delivered  of  a  living  child.  —  Times  and  Register,  Jan.  30,  1892. 

These  tumors  spoken  of  are  more  likely  to  be  fibroid  growths 
than  ovarian  tumors.  It  is  a  well-known  fact  that  fibroids  are  very 
common  among  negresses. 


ANNOUNCEMENT. 

The  April  number  will  contain  original  articles  by  Drs.  Boldt, 
Nilsen,  A.  Palmer  Dudley,  Fullerton,  Outerbridge,  and  John  G. 
Perry,  and  others.* 

In  the  Series  of  Eminent  Living  Gynaecologists  and  Obstetri- 
cians of  America  will  appear  a  sketch  of  Dr.  Theophilus  Parvin,  of 
Philadelphia,  with  a  portrait  from  a  recent  photograph. 
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SUPPURATIVE  OOPHORITIS. 
By  H.  J.  Boldt,  M.D., 

Professor  of  Gynaecology  in  the  New  York  Post-Graduate  Medical  School  and  Hospital  ; 
Gynaecologist  to  St.  Mark's  Hospital  and  the  German  Poliklinik,  etc. 

Abscesses  within  the  thickened  inflamed  and  hyperplastic  masses 
of  the  pelvic  peritonaeum,  more  especially  the  broad  ligament,  are 
by  no  means  rare  occurrences.  According  to  our  modern  views  of 
suppuration  we  seek  its  source  in  a  purulent  salpingitis.  If  the 
fimbriated  extremity  allows  the  escape  of  a  droplet  of  pus  we  com- 
prehend the  subsequent  localized  peritonitis,  the  purpose  of  which  is 
to  shut  off-*  the  focus  of  suppuration  from  the  rest  of  the  pelvic  or 
abdominal  cavity  by  reacting  with  what  is  known  by  the  term  of 
plastic  or  formative  inflammation  around  the  focus  of  suppuration. 
Since  we  know  that  the  presence  of  the  staphylococcus  or  rather 
its  ptomaines  is  a  requirement  to  produce  suppuration  we  consider 
this  process  an  infectious  one,  the  micro-organism  being  carried 
from  without  first  to  the  endometrium  and  from  here  into  the  tubal 
thence  into  the  peritoneal  cavities. 

Tiie  process  known  by  the  term  of  suppurative  oophoritis,  lead- 
ing to  a  partial  or  total  destruction  of  one  or  both  ovaries  is  not 
quite  so  common.  Obviously  this  process  in  most  instances  arises 
from  the  contact  of  the  ovary  with  a  focus  of  suppuration  in  its 
immediate  vicinity — the  broad  ligament.  In  cases  where  the  ovary 
is  only  partly  destroyed,  we  find  it  after  extirpation  or  at  a  post- 
mortem examination  bordering  on  an  abscess  cavity  and  changed 
to  such  an  extent  that  it  often  is  not  recognizable  to  the  naked 
eye.    Often  there  is  no  difference  in  the  appearance  or  consistency 
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of  the  remnants  of  the  ovary  and  the  adjacent  considerably  thickened 
pseudo-membranous  masses  of  the  broad  ligament.  Under  these 
conditions  we  must  resort  to  the  microscope  in  order  to  be  able 
to  ascertain  how  much  of  the  original  ovarian  structure  is  left ;  the 
main  guides  then  being  the  tortuous  arteries  of  the  medullary  por- 
tion of  the  ovary  as  well  as  the  remnants  of  menstrual  follicles. 

I  have  come  into  possession  by  operation  of  some  specimens, 
showing  a  marked  degree  of  suppuration  of  the  ovarian  tissues 
which  I  propose  to  describe  the  more  so  since  the  manner  in  which 
inflammation  and  suppuration  can  be  established  has  not  yet  been 
subjected  to  microscopical  proof  in  the  ovarian  tissues. 

Clinically  I  distinguish  the  abscesses  which  are  of  puerperal  origin 
from  those  in  which  by  a  careful  consideration  of  the  history  no  such 
serological  factor  can  be  found  so  that  necessarily  we  must  speak 
of  them  as  non-puerperal  ovarian  abscesses.  The  latter  variety  are 
comparatively  rare,  as  can  be  seen  by  analyzing  the  cases  published 
-  with  care,  when  we  will  find  facts  in  the  history  which  will  show 
that  the  origin  is  due  to  some  pathological  factor  arising  from  the 
puerperium.  By  the  term  puerperium  I  include  abortions  and  mis- 
carriages as  well  as  delivery  at  full  term. 

It  is  not  my  purpose  to  consider  those  conditions  closely  allied 
to  our  subject  and  frequently  termed  and  described  as  ovarian  ab- 
scess ;  I  refer  to  suppurating  ovarian  cystoma  and  tubo-ovarian 
abscesses,  these  conditions  are  of  frequent  occurrence  compared  to 
true  ovarian  abscess.  In  the  majority  of  cases  the  microscope 
becomes  a  necessary  adjunct  to  determine  the  diagnosis. 

The  interstitial  ovaritis  giving  rise  to  the  abscess  may  be  more 
or  less  remote  from  the  respective  puerperium  hence  its  non-recog- 
nition from  such  puerperium.  Gonorrhoea,  operations  on  the 
cervix,  and  curettings  are  among  the  causes  leading  to  the  produc- 
tion of  chronic  or  interstitial  ovarian  abscess. 

From  the  above  it  follows  that  we  have  endometritis,  non-sup- 
purative  salpingitis,  parametritis  or  peri-oophoritis  accompanying 
the  abscess  ;  or  that  one  or  more  of  these  conditions  have  at  some 
time  or  another  previously  existed. 

The  symptoms  of  chronic  suppurative  ovaritis  are  chiefly  those 
of  pain,  most  intense  in  the  ovarian  region  ;  from  here  it  radiates  in 
all  directions,  the  lumbar  and  sacral  region,  hypogastric  region,  and 
occasionally  along  the  course  of  the  large  nerves,  the  sciatic  and 
crural,  these  pains  depending  greatly  on  the  accompanying  ovari- 
tis, peri-ovaritis  and  parametritis.  We  may  also  have  reflex  nervous 
symptoms  the  more  prominent  of  which  are  gastric  disturbances 
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such  as  nausea  and  retching,  but  seldom  vomiting.  Cephalalgia  is 
also  frequently  present.  Physical  examination  reveals  an  ill-defined 
mass  to  one  side  or  the  other  of  the  uterus  which  is  according  to  the 
extent  of  the  parametritis  present,  more  or  less  movable — it  is  ex- 
ceedingly painful  to  touch  and  varies  in  size  according  to  the  size 
of  the  abscess  cavity — the  latter  in  such  cases  Varies  from  the  size 
of  a  hazelnut  or  smaller  to  that  of  an  English  walnut,  containing 
from  two  grammes  to  six  or  eight  grammes  of  pus.  The  patients 
are  emaciated,  have  a  poor  appetite  and  are  anaemic.  The  tempera- 
ture is  sometimes  normal,  at  others,  in  the  same  patient  elevated 
from  0.5°  to  20  F. 

The  pain  differs  from  that  of  marked  salpingitis  or  salpingo- 
ovaritis  by  the  fact  that  it  is  independent  of  the  menstrual  period. 
It  is  a  steady  pain,  sometimes  dull,  sometimes  lancinating  or  pierc- 
ing; if  intermissions  occur  they  are  brief,  lasting  not  longer  than  a 
few  hours.  It  is  necessary  to  distinguish  the  enlarged  ovary  sepa- 
rate from  the  tube  if  the  diagnosis  is  to  be  made  with  any  degree  of 
certainty.    The  examination  is  more  satisfactory  under  anaesthesia. 

A  positive  diagnosis  can,  however,  not  be  made  at  this  period, 
but  later  when  for  some  reason  or  another  an  acute  process  is  im- 
planted upon  that  which  I  have  termed  chronic,  the  diagnosis 
becomes  easier — the  small  tumor  increases  in  size,  becoming  as 
large  as  a  hen's  egg  or  larger;  fluctuation  is  more  or  less  perceptible 
and  the  pain  is  now  more  localized  to  the  seat  of  the  abscess;  the 
area  of  radiation  is  now,  judging  from  the  voluntary  statements  of 
the  patients  limited  to  the  lower  part  of  the  abdomen.  The  pain  is 
without  intermission  and  the  febrile  symptoms  are  marked.  Tem- 
perature, slight  chills,  pulse  and  thirst  are  conspicuous  in  subacute 
suppurative  oophoritis. 

The  differential  diagnosis  lies  between  tubo-ovarian  abscess  and 
suppurating  ovarian  cystomata,  and  parametric  abscess.  From 
the  former  it  can  only  be  diagnosed  if  the  tube  can  be  separately 
felt  and  if  we  have  had  an  opportunity  to  observe  the  patient  for 
some  time  previously  and  then  finding  the  change  in  the  physical 
signs  and  symptoms  already  alluded  to  when  an  acute  process  is 
established  upon  the  chronic  ovarian  abscess — the  latter  sometimes 
extending  over  a  long  period  of  time,  viz.,  a  year  or  more. 

The  same  differential  landmarks  hold  good  for  small  suppurat- 
ing ovarian  cystoma;  it  is,  however,  an  utter  impossibility  to  be 
sure  of  the  diagnosis  unless  the  development  has  been  watched.  In 
parametric  abscess  the  vaginal  walls  are  more  or  less  infiltrated  and 
the  mass  felt  feels  firmer  on  the  floor  of  the  pelvis,  and  generally 
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there  is  a  little  bulging  into  the  vagina.  Ovaries,  the  seat  of  an 
abscess,  are  often  very  high  up  and  adherent  to  the  intestines  which 
prevents  their  prolapse.  The  prognosis  as  to  life  in  chronic  ovarian 
abscess  is  not  bad,  the  patient,  however,  remains  an  invalid  as  long 
as  the  condition  remains,  but  the  moment  an  acute  condition  super- 
venes a  different  aspect  is  present.  It  is  very  fortunate  for  the 
patient  in  case  of  spontaneous  rupture  under  such  circumstances 
that  this  takes  place  into  the  intestine,  which  is  most  frequently  the 
case  if  such  occurs,  owing  to  adhesions  to  these,  but  the  great 
danger  is  that  rupture  takes  place  intra-peritoneally  as  was  the  case 
in  one  of  my  patients,  and  owing  to  the  extreme  virulence  of  the 
pus,  the  patient  is  bound  to  die  from  a  rapid  septic  peritonitis  per- 
haps before  she  has  fairly  recovered  from  the  shock  of  rupture,  as 
we  see  it  sometimes  in  an  intra-peritoneal  rupture  of  a  peri-typh- 
litic  abscess.  That  there  is  always  danger  of  such  rupture  every- 
one will  recognize. 

Treatment.  When  the  ovarian  abscess  is  small  so  that  the  diag- 
nosis is  doubtful  on  account  of  the  lack  of  sufficient  physical  signs, 
those  of  an  ordinary  ovaritis  or  peri-oophoritis  predominating,  it  is 
justifiable  for  one  to  use  local  treatment  for  a  short  time,  but  when 
it  is  seen  that  the  patient  does  not  improve  except  perhaps  tempo- 
rarily, then  the  proper  procedure  to  carry  out,  both  to  relieve  the 
patient  and  to  avoid  subsequent  danger,  is  to  open  the  abdomen 
and  to  remove  the  offending  organ. 

The  case  is  different  with  a  woman  suffering  with  sub-acute 
ovarian  abscess.  Here  the  diagnosis  can  be  made  with  greater 
probability — with  positiveness  that  a  pathological  condition  is  present 
which  demands  an  operation — without  such  operation  the  patient  is 
in  the  dangerous  position  spoken  of  previously.  The  methods  of 
operating  should  differ.  If  the  walls  of  the  abscess  are  thin  and 
the  gland  is  adherent,  the  contents  should  be  aspirated  before  re- 
moval is  attempted,  no  matter  whether  the  tumor  be  only  as  large 
as  a  hen's  egg  or  whether  it  be  larger,  so  as  to  avoid  the  danger  of 
rupture  during  enucleation  and  thus  the  contamination  of  the  peri- 
toneal cavity  with  the  pus,  the  character  of  which  one  cannot  be 
positive  of  beforehand,  but  it  is  usually  extremely  virulent.  Dr.  R. 
Schaefer,  of  Berlin,  (see  Zeitschrift  f.  Geburtshiilfe  und  Gynak.,  vol. 
xx,  part  2,  page  281-282)  has  made  some  interesting  bacterio- 
logical researches  with  the  pus  obtained  in  such  cases  and  in  pyo- 
salpinx,  which  at  once  demonstrate  the  reason  why  in  many  cases 
of  the  latter,  if  the  pus  enters  the  abdominal  cavity,  the  patients 
recover,  and  why  in  others  they  die.    The  streptococcus  pyogenes 
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brings  the  danger.  In  another  class  of  cases  in  which  the  ovarian 
abscess  has  reached  a  much  larger  size,  the  patient's  general  con- 
dition poor,  and  the  sac  so  firmly  adherent  to  intestines  and  pelvis 
that  complete  removal  seems  either  impossible  or  very  hazardous,  if 
in  such  case  one  can  satisfy  himself  that  the  sac  can  be  reached  per 
vaginam,  which  is  not  difficult  after  the  abdomen  has  been  opened, 
no  attempt  should  be  made  for  obvious  reasons,  but  the  opening 
should  be  made  from  the  vagina,  the  trocar  being  guided  with  the 
aid  derived  from  the  abdominal  incision,  a  drainage  tube  inserted 
and  the  case  treated  like  an  ordinary  pelvic  abscess.  The  diagnosis 
that  the  respective  case  was  really  a  true  ovarian  abscess  can  of 
course  not  be  confirmed  by  anatomical  proof,  unless  the  patient 
should  die,  which  I  think  is  not  probable  if  care  has  been  exercised 
in  every  step  of  the  operation.  I  deem  it  very  doubtful  that  such 
cases  as  have  been  described  as  ovarian  abscess  as  large  as  a  man's 
head  or  even  larger,  really  belong  to  that  class  and  it  stands  to 
reason  that  they  must  be  looked  upon  with  suspicion  when  we 
consider  the  anatomy  of  the  ovary. 

My  experience  is  based  upon  the  following  undoubted  cases  of 
non-puerperal  ovarian  abscess  : 

Case  I. — Published  in  American  Journal  of  Obstetrics,  vol.  21,  p. 
511.  Intra-peritoneal  Rupture  of  Ovarian  Abscess  and  Death.  The 
unusual  features  of  this  case  were  that  none  of  the  symptoms  were 
present  which  we  should  expect  to  find;  the  case  would  indeed  per- 
mit doubts  had  it  not  been  anatomically  proven  to  belong  in  the 
category  under  consideration. 

Case  II. — No.  665,  vol.  2.,  aet.  thirty-eight;  married  fifteen  years; 
four  children.  No  abortions  nor  miscarriages.  The  last  child  was 
born  nine  years  ago.  All  the  labors  were  normal;  menstruation 
also  normal.  There  were  no  symptoms  causing  the  patient  to  com- 
plain until  in  the  spring  of  1886,  when  she  commenced  to  complain 
of  a  dull  pain  in  the  left  ovarian  region,  which  gradually  grew 
worse  and  radiated  to  the  hypogastrium  and  sacral  region.  When 
seen  in  1887,  perimetritis,  oophoritis  and  peri-oophoritis  was  diag- 
nosed. The  patient  was  lost  sight  of  until  early  in  1889;  the  pain 
at  that  time  had  become  much  more  severe  and  almost  constant, 
frequently  lancinating,  and  increased  in  severity  on  riding  or  walk- 
ing. Associated  there  was  peculiar  drawing  pain  on  the  outer  side 
of  the  thigh.  Micturition  was  painful,  and  sometimes  tenesmus. 
Examination  showed  the  uterus  in  physiological  anteflexion,  some- 
what sensitive  on  bimanual  examination.  To  the  left  of  the  uterus 
a  mass  exceedingly  tender  to  touch,  somewhat  mobile,  about  the 


294 


H.  J.  Boldt,  M.D. 


size  of  a  small  hen's  egg  could  be  felt;  its  outlines  were  irregular. 
The  diagnosis  made  formerly  was  reiterated  plus  the  now  more  intense 
inflammation  and  probably  salpingitis.  Laparotomy  in  May,  1889, 
proved  the  correctness  of  the  diagnosis  and  in  the  centre  of  the 
ovary  an  abscess  was  found  containing  about  ten  grammes  of  pus. 
Recovery  uneventful. 

Case  III.— A  e  O  z,  eet.  twenty-seven  ;  married  ten  years; 

three  children;  one  abortion  at  three-and-one-half  months.  The 
last  child  was  born  five  years  ago,  the  labor  being  completed  with 
forceps.  Recovery  after  each  puerperium  being  undisturbed.  She 
claims  to  have  been  perfectly  well  up  to  within  five  months  of 
her  coming  under  my  care,  when  she  commenced  with  pain  in  the 
left  ovarian  region,  which  radiated  over  the  entire  lower  part  of 
the  abdomen;  backache  was  present  occasionally.  Menstruation 
irregular  in  intermissions  of  two-and-one-half  to  three  weeks,  the 
flow  lasting  two  days;  no  increase  of  pain.  Occasionally  the 
patient  had  slight  chills  and  headache;  nausea  and  retching  at  long 
intervals.  Examination  revealed  the  uterus  anteposed;  to  the  left 
a  slightly  fluctuating  mass,  firmly  adherent,  encroaching  upon  the 
uterus  but  separate  from  it.  The  tumor  could  be  moved  sufficiently 
to  show  its  independence  of  the  uterus.  On  the  right  side  the  rem- 
nants of  a  former  parametritis  were  felt;  posterior  there  was  chronic 
perimetritis.  Diagnosis,  tubo-ovarian  abscess  or  a  small  suppurating 
ovarian  cystoma.  Operation  and  subsequent  examination  in  June, 
1889,  showed  the  tumor  felt  to  be  an  ovarian  abscess  holding  about 
three  grammes  of  pus.    Recovery  was  undisturbed. 

Case  IV. — J.  B.,  set.  twenty-six;  married  two-and-one-half  years; 
never  pregnant,  menses  have  been  regular  until  two  weeks  prior  to 
admission  into  the  hospital,  since  then  she  has  been  constantly 
flowing.  History  of  more,  or  less  constant  pains  in  the  right  ovarian 
region,  at  the  establishment  of  the  menstrual  flow,  however,  the 
pain  would  cease.    Constipation  and  painful  micturition. 

On  examination  the  uterus  is  found  anterior  and  slightly  to  the 
left  of  the  median  line;  to  the  right  of  the  uterus  a  fluctuating  tumor 
is  felt  which  is  diagnosed  to  be  tightly  adherent  to  the  floor  of  the 
pelvis,  the  mobility  of  the  tumor  is  consequently  almost  nil)  it  feels 
to  be  as  large  as  a  uterus  at  the  second  month  of  gestation.  The 
temperature  fluctuates  between  990  and  ioiq  F.  the  higher  temper- 
ature being  present,  evenings.  The  diagnosis  rested  between  a  small 
suppurating  ovarian  cystoma  and  an  ovarian  abscess. 

At  the  time  of  operation  (November  8,  1891),  it  was  found  that 
the  adhesions  to  the  intestines,  omentum  and  pelvic  cavity  wereun- 
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usually  dense.  The  tumor  was  aspirated,  still  all  the  pus  was  not 
emptied  by  this  procedure,  as  on  enucleation  the  sac  tore  a  number 
of  times  and  the  peritoneal  cavity  was  contaminated  with  the  foul 
pus  contained  in  the  tumor,  the  sac — an  ovarian  abscess — contained 
about  150  to  180  grammes  of  pus.  This  is  the  largest  ovarian  ab- 
scess which  I  have  seen.  The  patient  died  of  septic  peritonitis  on 
the  second  day  subsequent  to  operation. 

A  fifth  case  about  which  there  is  no  anatomical  report,  I  refrain 
from  reporting. 

The  following  cases  operated  upon  by  me  I  give  as  examples  of 
cases  which  I  would  consider  to  come  under  the  head  of  puerperal 
ovaritis. 

E.  S — 11,-aet.  thirty,  married  twelve  years;  three  children  and 
two  abortions;  the  last  abortion  ten  years  ago  without  any  known 
cause;  the  last  child  died  fifteen  months  ago.  Ill  seven  months. 
Although  her  confinements  and  abortions  were  from  description 
normal,  by  careful  interrogation  it  was  elicited  that  leucorrhoea  ex- 
isted from  the  birth  of  her  last  child,  and  that  at  times  there  was 
some  pain  in  the  left  inguinal  region,  but  it  was  inconstant,  only 
being  present  on  extreme  physical  exertion  and  sometimes  after 
intercourse.  Only  during  a  period  of  seven  months  she  was  in 
constant  pain  in  the  left  ovarian  region.  The  diagnosis  of  perime- 
tritis, ovaritis  and  salpingitis  having  been  made  and  not  the 
slightest  improvement  from  treatment  resulting,  I  opened  the  ab- 
domen and  removed  the  respective  adnexa.  A  complete  cure 
resulted;  it  was  shown  that  the  persistency  of  the  symptoms  were 
due  to  a  small  abscess  in  the  centre  of  the  ovary. 

C.  K  1,  set.  thirty,  married  thirteen  years,  had  two  children; 

the  last  ten  years  prior  to  her  consultation  with  me;  no  abortions 
nor  miscarriages;  labors  normal.  Had  been  suffering  nearly  con- 
stantly the  last  eight  years  with  pain  in  the  left  ovarian  region  and 
backache.  Occasionally,  however,  she  also  had  pain  in  that  region 
during  the  intervening  two  years  after  her  last  confinement,  and 
always  one  week  prior  to  menstruation.  On  operation,  besides  the 
salpingitis,  a  small  abscess  was  found  in  the  enlarged  ovary. 

C.  F  n,  set.  twenty-six;  married  seven  years;  two  children, 

the  last  one  year  previous  to  her  consultation.  One  abortion  caused 
by  physical  exertion  at  four-and-one-half  months'  gestation,  four- 
and-one-half  months  previously.  Her  confinements  were  normal. 
Since  the  abortion  she  has  constant  pains  in  the  right  umbilical 
region;  on  standing  erect,  pain  in  the  hypogastrium ;  flatulence, 
intense  dyspeptic  symptoms,  pain  in  both  ovarian  regions.  Bowel 
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and  bladder  disturbances,  menstruation  irregular.  Perinaeum  and 
cervix  lacerated;  the  uterus  is  a  little  to  the  left  of  the  median 
line;  on  the  right  side  of  it  a  mass  is  felt  the  size  of  a  goose-egg,  sensi- 
tive to  pressure.  Diagnosis:  salpingo-oophoritis,  perimetritis  dextra. 
On  operation  it  was  found  that  the  tube  was  in  a  state  of  catarrhal 
inflammation.  The  much-enlarged  ovary  contained  an  abscess,  the 
cavity  of  which  was  as  large  as  a  walnut.  Histologically  no  dif- 
ference exists  between  this  variety  of  ovarian  abscess  and  the  chronic 
non-puerperal  suppurative  ovarian  inflammation. 

Immediately  after  removal  the  thickened  masses  were  placed 
intoaone-half-of-one-per-cent.  solution  of  chromic  acid,  the  pus  cavi- 
ties having  been  previously  emptied.  Those  pieces  which  were 
suspected  to  be  remnants  of  the  ovaries,  were  cut  out  imbedded  in 
celloidine  and  sliced  into  sections  in  the  usual  manner.  Accord- 
ing to  the  different  tissues  involved  I  propose  to  describe  them  un- 
der the  following  headings: 

Fibrous  Connective  Tissues. 

The  inflammatory  process  of  this  tissue  is  best  studied  in  the 
medullary  portion  of  the  ovary,  so  conspicuous  by  the  presence 
of  tortuous  arteries.  Unquestionably  a  large  amount  of  bundles  of 
smooth  muscle  fibres  is  mixed  with  the  fibrous  connective  tissue  in 
the  medullary  portion  also;  but  the  course  taken  by  the  inflamma- 
tory process  both  in  connective  and  muscle  tissue  is  perfectly  iden- 
tical to  such  an  extent  that  in  the  inflamed  ovary  we  are  at  a  loss 
to  tell  which  is  muscle  and  which  connective  tissue,  except  in  the 
middle  coats  of  the  arteries,  of  which  I  will  speak  later  on. 

The  tissue  surrounding  and  accompanying  the  arteries,  is  found 
in  the  condition  known  as  acute  inflammation,  which  is  more  in- 
tense the  nearer  the  border  of  the  pus  cavity.  If  we  analyze  a 
portion  not  very  markedly  inflamed  we  can  readily  satisfy  our- 
selves in  regard  to  the  following  points.  The  original  delicate  and 
interlacing  bundles  of  fibrous  connective  tissue  are  first  transformed 
into  granular  protoplasmic  masses,  evidently  often  a  liquefaction  of 
the  basis  substance  proper.  In  places  furthest  away  from  the 
suppurative  destruction,  many  bundles  are  seen  unchanged,  to  wit : 
still  possessed  of  their  basis  substance ;  while  this  substance  dis- 
appears to  a  large  extent  in  adjacent  bundles.  Between  the  bundles 
the  original  protoplasmic  bodies,  the  so-called  connective-tissue 
corpuscles  are  enlarged,  coarsely  granular  and  broken  up  into  a 
varying  number,  into  lumps,  known  by  the  term  of  inflammatory 
corpuscles.     Not  only   do  the  protoplasmic  bodies  between  the 
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bundles  give  rise  to  a  varying  number  of  such  corpuscles,  but  also 
the  protoplasm  sprung  from  previous  bundles.  This  protoplasm  at 
first  appears  coarsely  granular  and  splits  up  into  a  number  of 
spindle-shaped,  oblong,  or  globular  bodies,  the  origin  of  which 
from  previous  bundles  is  shown  by  the  fact  that  quite  often  only  a 
certain  portion  of  a.  bundle  is  split  up  into  inflammatory  corpuscles 
while  another  portion  remains  unchanged  or  at  least  recognizable  as 


Fig.  1. 

Intense  acute  oophoritis.  Medullary  portion  x  200.  AA  unchanged 
arteries.  M  middle  coat  of  artery  transformed  into  inflammatory  corpuscles. 
C  Capillary.  II  inflammatory  infiltration  of  connective  and  smooth  muscle 
tissue. 

a  bundle  of  fibrous  connective  tissue.  The  more  the  acute  inflam- 
mation advances  the  less  fibrous  connective  tissue  remains  visible  in 
its  original  shape.  Instead  of  it  a  new  tissue  is  formed  somewhat 
resembling  adenoid  or  lymph  tissue,  or  in  the  highest  degree  of 
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inflammation  the  original  tissue  is  transformed  into  a  mass  of 
glistening  globular  corpuscles  between  which  only  scanty  vestiges 
of  fibrous  connective  tissue  can  be  discerned.  With  higher  powers 
of  the  microscope  even  such  highly  inflamed  portions  of  the  con- 
nective tissue  prove  to  be  a  continuity,  since  all  the  inflammatory 
corpuscles  are  interconnected  by  means  of.  delicate  offshoots 
traversing  the  interstices  between  the  inflammatory  corpuscles. 
This  interconnection  of  the  corpuscles  remains  unbroken  up  to  the 
border  of  the  pus  cavity,  where  the  tissue  forms  an  irregularly 
jagged,  as  if  corroded,  boundary  line,  beyond  which  there  is  no 
more  tissue  but  only  a  mass  of  isolated  granular  and  nucleated 
corpuscles  known  by  the  term  of  pus  corpuscles.  From  my  de- 
scription it  may  be  seen  that  I  differ  from  the  views  of  many 
pathologists  that  inflammation  and  suppuration  are  due  to  nothing 
but  an  emigration  of  colorless  blood  corpuscles  or  leucocytes  from 
capillaries  and  small  veins.  I  could  satisfy  myself  that  the  main 
mass  of  inflammatory  tissue  is  furnished  by  a  previous  fibrous  con- 
nective tissue,  after  a  liquefaction  of  its  basis  substance.  As  long 
as  the  newly-formed  inflammatory  corpuscles  remain  intercon- 
nected the  original  character  of  the  tissue  is  unquestionably  greatly 
altered;  however,  it  still  remains  a  tissue.  It  is  only  after  a  break- 
ing asunder  of  the  inflammatory  corpuscles  that  the  tissue  is  en- 
tirely destroyed,  the  corpuscles  previously  termed  inflammatory 
being  now  pus  corpuscles.  Pus,  therefore,  is  a  broken-up  tissue, 
which  will  never  be  tissue  again. 

Myxomatous  Tissue. 

The  ovary  affords  an  excellent  opportunity  to  study  the  inflam- 
matory changes  of  the  myxomatous  tissue  in  those  portions  which 
we  know  by  the  term  of  menstrual  bodies.  It  is  generally  agreed, 
that  the  result  of  reparative  tissue  change  after  the  rupture  of  a 
Graafian  follicle  is  that  the  so-called  structureless  membrane  of  the 
follicle  remains  nearly  unchanged  and  assumes  a  peculiarly  con- 
voluted or  folded  shape,  remaining  conspicuous  by  its  high  refract- 
ing power,  its  nearly  homogeneous  appearance  and  the  capacity 
of  taking  up  a  deep-red  stain  after  treatment  with  ammoniac  and 
carmine.  Residues  of  this  part  of  the  follicular  wall  are  frequently 
met  with  in  my  specimens  of  acute  and  suppurative  oophoritis. 
The  so-called  structureless  convoluted  membrane  remains  nearly 
unchanged  even  though  surrounded  by  the  intensely  inflamed  corti- 
cal tissue  of  the  ovary.  This  fact  would  prove  that  the  so-called 
structureless  membrane  is  allied  to  the  elastic  substance,  being  a 
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variety  of  basis  substance  of  fibrous  connective  tissue  and  pos- 
sessed of  a  high  degree  of  resistance  and  indestructibility. 

Menstrual  bodies  of  a  more  recent  date  are  characterized  by  the 
presence  of  a  convoluted  structureless  membrane  surrounding  and 


Fig.  2. 

Intense  acute  oophoritis,  involving  a  myxomatous  menstrual  body  x  500. 
inflamed  fibrous  connective  tissue.    MM  inflamed  myxomatous  connective 
tissue  or  a  menstrual  body.    6"  so-called  structureless  membrane  at  the  bound- 
ary of  the  menstrual  body.     A  Artery  in  transverse  section.     C  forming 
capillary  blood  vessel,  with  an  offshoot  into  the  myxomatous  tissue. 

enclosing  a  varying  amount  of  myxomatous  or  mucoid  connective 
tissue.  This  latter  tissue  often  holds  brown  pigmented  clusters 
indicative  of  haemorrhage  after  bursting  of  the  Graafian  follicle  and 
is,  as  a  rule,  destitute  of  blood  vessels. 
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If  now  an  inflammatory  process  invades  the  cortex  of  the  ovary, 
the  myxomatous  tissue  of  the  menstrual  follicle  likewise  shares  in 
the  inflammation.  We  then  observe  a  considerably  augmented 
number  ot  protoplasmic  bodies  along  the  original  myxomatous  net- 
work. At  the  same  time  a  variable  number  of  protoplasmic  bodies 
make  their  appearance  in  the  meshes  of  the  myxomatous  tissue, 
which  in  a  normal  condition  appears  only  finely  granular  or  almost 
homogeneous.  Nevertheless  this  basis  substance,  being  a  modified 
protoplasm  must  hold  a  certain  amount  of  living  matter  which 
upon  inflammatory  irritation  produces  a  varying  number  of  proto- 
plasmic bodies.  The  origin  of  the  latter  can  be  traced  step  by  step 
from  a  coarse  granule  to  a  shining  homogeneous  globular  lump  and 
lastly  to  a  granular  nucleated  body.  Certain  portions  of  the  myxo- 
matous tissue  may  appear  little  changed ;  others,  however,  will 
appear  crowded  with  inflammatory  corpuscles,  the  origin  of  which 
from  the  preexisting  myxomatous  network  as  well  as  the  myxo- 
matous basis  substance  held  in  the  meshes  of  the  network,  is  an 
indisputable  fact,  since  the  tissue  holds  no  blood  vessels  from 
which  an  emigration  of  leucocytes  could  have  taken  place. 

The  so-called  structureless  membrane  often  appears  perforated 
in  a  radiating  direction  by  oblong  protoplasmic  bodies,  by  means 
of  which  a  continuity  is  established  between  the  inflamed  cortical 
tissue  of  the  ovary  outside  and  the  myxomatous  tissue  inside  the 
follicular  wall.  In  many  places  this  wall  itself  breaks  up  into 
numerous  spindle-shaped  bodies  mostly  in  a  radiating  direction, 
whereby  both  high  refraction  and  the  deep-carmine  stain  are  lost. 
This  fact  furnishes  a  strong  proof  of  the  viability  of  the  follicular 
wall.  Even  this  tough  elastic  substance  will  yield  to  an  intense 
inflammatory  process  by  becoming  liquified  and  capable  of  prolif- 
eration. 

Inflamed  menstrual  bodies  not  infrequently  contain  blood  ves- 
sels, moving  in  the  vicinity  of  the  follicular  wall.  The  blood 
vessels  are  capillaries  and  appear  either  empty  or  filled  with  vari- 
able number  of  blood  corpuscles.  In  fig.  2  C,  the  manner  in 
which  newly-formed  capillaries  penetrate  the  myxomatous  tissue  is 
illustrated.  It  is  done  by  an  outgrowth  of  originally  solid,  later 
vacuolized  and  at  last  hollowed-out  tracts  of  living  matter,  usually 
the  lateral  offshoots  of  already-existing  capillary  blood  vessels. 

In  the  figure  the  upper  branch  of  the  capillary  still  shows  trans- 
verse bars  in  connection  with  the  walls  of  the  future  capillary, 
which  means  vacuolation  of  an  originally  solid  cord.  One  of  the 
branches  of  the  capillary  vessel  has  pierced  the  follicular  wall  and 
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terminates  in  a  club-shape  within  the  myxomatous  tissue,  already 
exhibiting  an  extremely  narrow  calibre. 

The  final  result  of  the  inflammation  of  the  myxomatous  tissue 
is  identical  with  that  of  fibrous  connective  tissue.  It  is  trans- 
formed into  a  heap  of  inflammatory  corpuscles  with  a  complete 
disappearance  of  the  follicular  wall  and  a  final  breaking-up  into 
pus  corpuscles. 


Fig.  3. 

Arteritis  in  the  medulla  of  an  intensely  inflamed  ovary  x  500.  E  endothelia 
coarsely  granular.  S  so-called  structureless  membrane.  J/.J/ smooth  muscles 
of  middle  coat,  breaking  up  into  inflammatory  corpuscles.  C  capillary  blood 
vessel.    /  inflammatory  infiltration  of  fibrous  connective  tissue. 

Smooth  Muscle  Tissue. 

As  stated  previously  it  is  impossible  to  study  the  inflammatory 
changes  of  the  smooth  muscle  tissue  in  the  cortex  of  the  ovary, 
since  it  is  so  closely  mixed  with  fibrous  connective  tissue  and  the 
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result  of  the  inflammation  is  so  similar  in  both  varieties  that  the 
source  of  the  inflammatory  corpuscles  cannot  be  readily  traced. 
The  middle  coat  of  the  arteries,  however,  afford  an  excellent  op- 
portunity to  study  the  myositis,  since  there  cannot  be  the  slightest 
doubt  as  to  the  situation  of  the  smooth  muscle  tissue.    See  fig.  3. 

Here  we  observe  first  an  enlargement  and  coarse  granulation  of 
the  nuclei  of  the  smooth  muscle  fibres,  most  conspicuous  in  these 
longitudinal  sections.  Next  the  bodies  of  the  spindles  become 
coarsely  granular  and  produce  a  number  of  glistening  lumps,  where- 
by the  bulk  of  each  spindle  is  noticeably  augmented,  the  result  is  a 
broadening  of  the  middle  coat  of  the  artery  which  at  first  is  not 
uniform  throughout  the  arterial  wall.  A  number  of  inflammatory 
corpuscles  will  thus  be  produced  either  homogeneous  of  high  re- 
fraction and  small  size,  or  nucleated  and  coarsely  granular  bodies 
will  appear  intermixed  with  glossy  spindles,  the  origin  of  which  is 
probably  the  interstitial  connective  tissue,  the  so-called  paramysium. 
At  the  same  time  marked  inflammatory  changes  take  place  in  the 
endothelial  lining  of  the  artery.  The  endothelia  become  irregularly 
enlarged  coarsely  granular  and  their  nuclei  homogeneous  and 
augmented  both  in  bulk  and  number.  This  so-called  elastic  or 
structureless  layer  between  the  endothelia  and  smooth  muscles 
seems  to  resist  the  destructive  process  longest.  The  final  result  of 
this  form  of  arteritis  is  a  breaking  up  of  all  constituent  tissues  into 
tracts  and  clusters  of  inflammatory  corpuscles  with  a  complete 
loss  of  the  calibre  and  some  vestiges  of  elastic  membrane.  Such 
formations  are  conspicuous  by  the  ease  with  which  carmine  is  taken 
up  by  them  and  the  circumstance  that  they  sometimes  remain 
traceable  in  connection  with  little-changed  arteries.  In  some  of 
my  cases  there  was  a  different  kind  of  arteritis,  i.e.,  endarteritis  ob- 
literans. In  this  process  it  is  mainly  the  endothelium  which  fur- 
nishes the  inflammatory  corpuscles  leading  to  a  more  or  less  com- 
plete choking  of  the  calibre.  The  final  result  is  the  appearance  of 
fibrous  connective  tissue  in  the  previous  calibre,  often  with  com- 
paratively slight  changes  in  the  middle  coat.  I  am  unwilling  to 
attribute  this  latter  form  of  arteritis  to  acute  oophoritis  leading  to 
suppuration,  since  we  know  that  it  is  a  morbid  process  often  met 
with  in  the  ovaries  and  apparently  independent  of  serious  morbid 
changes  of  the  latter.  In  the  process  of  suppuration  the  tissue  fill- 
ing the  centres  of  the  arteries  will  break  up  into  inflammatory 
corpuscles  the  same  as  the  muscle  coat  and  all  vessels  perish  by 
being  transformed  first  into  inflammatory  corpuscles  and  afterward 
disintegrate  into  pus  corpuscles. 
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Epithelial  Tissue. 

Two  pronounced  epithelial  formations  are  concerned  in  acute 
oophoritis,  viz.,  the  Graafian  follicles  and  the  surface  epithelium  of 
the  ovary.  In  one  of  my  specimens  I  had  an  excellent  opportunity 
to  study  the  inflammatory  changes  of  a  Graafian  follicle,  somewhat 
advanced  in  development.    See  fig.  4- 

The  follicular  wall  appeared  to  be  broken  up  into  spindle- 
shaped  bodies  and  inflammatory  corpuscles,  which  undoubtedly 
had  their  origin  from  fibrous  connective  tissue.  The  shining  epi- 
thelia  of  the  follicle  have  become  enlarged  and  irregularly  shaped. 
Their  nuclei  had  assumed  a  homogeneous  glossy  appearance  and 
their  number  appeared  augmented  up  to  four  or  six,  evidently  in 


Fig.  4. 

Suppuration  of  Graafian  follicle  x  500.  //intensely-inflamed  corticle  tissue 
around  Graafian  follicle,  /'pigment  clusters  from  previous  menstrual  haemor- 
rhage.   F  wall  of  follicle. 

consequence  of  their  division.  The  protoplasm  of  the  epithelia  is 
coarsely  granular  and  in  some  places  there  are  distinct  marks  of 
division  splitting  up  the  protoplasm  into  pieces  of  varying  sizes  by 
means  of  delicate  thorny  projections.  The  smallest  pieces  gener- 
ally have  the  average  size  of  inflammatory  corpuscles  and  it  ap- 
pears plain  enough  that  the  lining  epithelium  of  a  Graafian  follicle 
breaks  up  into  such  corpuscles  as  does  also  the  surrounding  fibrous 
connective  tissue.  The  section  in  the  specimen  presented  went 
through  the  periphery  of  the  follicle  and  I  was  unable  to  trace  the 
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inflammatory  changes  of  the  yolk  or  the  vesicular  germinative. 
The  surface  epithelium  of  the  ovary  was  found  lining  the  abscess 
cavity  in  one  of  my  cases.  Here  I  could  trace  the  row  of  the 
columnar  epithelia  from  comparatively  insignificant  inflammatory 
changes  up  to  their  destruction  into  pus  corpuscles  in  the  situation 
mentioned.    See  fig.  5. 

The  most  conspicuous  change  of  the  epithelia  is  their  trans- 
formation into  so-called  mother-cells.  We  notice  a  number  of 
vesicles  holding  a  number  of  inflammatory  corpuscles,  aside  from 
granules,  i.e.,  disintegrated  protoplasm,  which  have  probably  sprung 
from  the  nuclei  of  the  epithelia  ;  at  the  same  time  homogeneous 


Suppuration  of  covering  epithelium  of  ovary  x  500.  S  so-called  structure- 
less membrane.  E  epithelia  in  intense  inflammation.  P  pus  corpuscles 
sprung  from  epithelia.  /  inflamed  connective  tissue.  C  capillary  blood 
vessel. 

spindle-shaped  masses  were  seen  bordering  on  the  vesicles.  The 
origin  of  such  solid  spindles  seems  to  be  the  living  matter  travers- 
ing the  cement  substance  between  the  epithelia.  It  has  been  shown 
by  L.  Elsberg  that  the  so-called  thorns  uniting  the  epithelia  may 
coalesce  and  produce  solid  spindle-shaped  bodies.  It  seems  mainly 
their  presence  which  seems  to  cause  the  appearance  of  so-called 
mother-cells,  which  as  we  know  to-day  is  due  to  an  endogenous 
new  formation  of  living  matter  within  the  epithelia.  Where  such 
a  formation  could  not  be  seen,  the  epithelia  to  be  broken  into  rows 
of  inflammatory  corpuscles,  the  arrangement  of  which  together 
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with  the  absence  of  carmine  stain  so  characteristic  for  epithelia 
generally,  was  indicative  of  their  origin  from  epithelia.  Rows  of 
this  description  could  be  seen  also  in  connection  with  so-called 
mother-cells,  when  they  occupied  the  outermost  portions  of  the 
previous  epithelia.  The  constituent  elements  of  the  rows  remain 
at  first  interconnecting  but  afterward  the  connections  are  broken, 
the  inflammatory  corpuscles  detached  and  floating  in  an  albumin- 
ous liquid  they  now  bear  the  name  of  pus  corpuscles. 

I  have  given  a  description  of  the  inflammatory  changes  of  all 
constituents  of  the  ovaries.  The  inflammation  in  the  cases  exam- 
ined by  me  was  intense  and  led  to  the  production  of  abscesses.  To 
my  knowledge  such  changes  have  not  been  described.  Still  they 
are  of  great  value  to  prove  that  inflammation  and  suppuration  are 
not  based  on  an  immigration  of  colorless  blood  corpuscles,  as  had 
been  asserted  some  twenty  years  ago  by  Cohnheim.  My  convic- 
tion is  that  all  constituent  tissues  of  the  ovaries  participate  in  an 
active  manner  in  the  production  of  inflammatory  corpuscles  which, 
being  broken  asunder  furnish  that  which  we  know  by  the  term  of 
corpuscles. 

THE  EFFECT  OF  TRACHELORRHAPHY  UPON 
PARTURITION. 

By  Anna  M.  Fullerton,  M.D., 

Physician-in-charge  Woman's  Hospital,  Philadelphia. 

Two  comparatively  recent  cases  of  parturition  in  the  Maternity 
wards  of  the  Woman's  Hospital,  have  brought  quite  forcibly  to  my 
attention,  a  fact  not  infrequently  observed  before  in  attendance 
upon  cases  of  labor,  occurring  after  the  performance  of  a  trachelor- 
rhaphy. The  preparatory  stage  of  labor,  consisting  in  the  efface- 
ment  of  the  vaginal  cervix,  and  the  stage  of  dilatation  have,  accord- 
ing to  my  observation,  often  been  greatly  prolonged  and  attended 
with  an  unusual  degree  of  suffering,  the  pains  being  irregular  and 
inefficient  How  to  reconcile  these  observations  with  the  published 
statements  of  such  men  as  Dr.  J.  Taber  Johnson,  Dr.  B.  Hughes 
^'ells,  and  the  celebrated  originator  of  the  operation  for  cervical 
repair,1  I  do  not  knbw,  unless  it  may  be  that  it  has  been  my  mis- 
fortune to  have  fall  under  my  care  a  number  of  cases  in  which  there 
has  been  an  abuse  of  the  practice  of  cervical  repair. 

1  See  Emmet's  "  Principles  and  Practice  of  Gynaecology." 
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The  lack  of  proper  preparatory  treatment  which  frequently 
entirely  removes  the  necessity  for  operative  procedure,, and  which 
has  been  so  strongly  urged  as  essential  by  Dr.  Emmet  is  probably 
responsible  in  large  measure  for  this  unhappy  result.  The  removal 
of  large  portions  of  tissue  from  a  greatly  hypertrophied  cervix,  in 
the  process  of  denudation,  for  the  purpose  of  making  a  shapely 
cervix,  cannot  but  result  in  the  absence  of  sufficient  tissue  to 
respond  to  the  requirements  of  dilatation  during  delivery. 

The  first  of  the  cases  I  would  report  is  of  peculiar  interest,  be- 
cause of  its  being  the  only  case  I  have  known  in  which  a  cervical 
operation  was  performed  upon  a  gravid  uterus  without  resulting  in 
the  induction  of  abortion.    The  patient,  a  young  woman  twenty- 
three  years  of  age  presented  herself  at  the  gynaecological  clinic  of 
the  hospital  on  May  15,  1891,  complaining  of  pains  in  the  lower 
part  of  the  abdomen,  spasmodic  in  character,  and  accompanied  by 
a  bloody  vaginal  discharge.    There  were  also  symptoms  of  vesical 
pressure.    Her  history  was  as  follows  : — Childhood  healthy  but  for 
the  ordinary  diseases  of  that  period.    Menstruation  first  established 
at  the  age  of  fourteen  years,  periods  painful,  irregular,  and  flow 
slight  in  quantity.    Married  at  sixteen  years.    Had  borne  four 
children  and  suffered  from  two  miscarriages — the  latter  occurring 
in  April  and  November,  1890,  respectively.    There  was  a  history  of 
haemorrhages  accompanying  labor,  supposed  to  be  due  to  low  im- 
plantation of  the  placenta,  but  no  instrumental  delivery.  Since 
the  birth  of  her  second  child  she  had  suffered  with  considerable 
pain  in  her  left  limb.    There  was  no  history  of  any  acute  puerperal 
complication  at  any  time.    The  patient  had  been  operated  upon 
for  repair  of  bilateral  laceration  of  the  cervix  in  another  hospital  on 
February  16,  1891.    This  had  resulted  in  good  union.    The  patient 
stated  she  had  menstruated  last  on  January  25,  1891.  Pelvic  exami- 
nation showed  the  uterus  to  be  enlarged,  of  the  doughy  consist- 
ency peculiar  to  gravidity,  and  crowded  down  in  the  pelvis.  Pos- 
teriorly to  it,  in  Douglas'  cul-de-sac,  lay  a  distinct  fluctuating  mass, 
about  the  size  of  an  orange.    A  slight  dark-reddish  discharge  came 
from  the  cervix.    The  uterine  os  was  not  sufficiently  dilated  to 
admit  the  tip  of  the  finger.    Colostrum  was  found  in  the  breasts. 
The  diagnosis  was  made  of  pregnancy  complicated  with  a  possible 
tubal  or  ovarian  tumor.     The  possibility  of  aniectopic  gestation  was 
also  considered. 

The  patient  was  received  into  the  hospital  and  repeated  efforts 
were  cautiously  made  to  push  the  uterus  and  the  mass  above  the 
pelvic  brim,  in  the  genu-pectoral  position.    These  failing,  abdomi- 
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nal  section  was  decided  upon,  and  upon  the  23d  of  May  1891,  I 
operated,  finding  a  uterus  of  about  five  lunar  months'  development, 
and  a  cyst  of  the  left  ovary,  packed  closely  behind  it.  Careful 
bimanual  manipulation  through  the  abdominal  cavity  and  vagina 
was  necessary  before  the  cyst  could  be  lifted  out.  The  appendages 
of  the  left  side  together  with  the  cyst,  were  then  ligated  and 
removed.  Silk-worm-gut  sutures  were  used  in  the  closure  of  the 
abdominal  wound.  The  patient  appreciated  the  first  fcetal  move- 
ments on  the  day  following  the  operation,  not  having  really  believed 
herself  pregnant  until  that  time.  Some  uterine  contractions  occurred 
for  a  few  hours  after  the  operation,  but  these  were  quieted  by 
an  opium  suppository.  The  recovery  was  without  event.  On  one 
occasion  the  temperature  reached  99. 6°  Fahr. — its  highest  point, — 
being  for  the  rest  of  the  time  normal.  The  patient  left  the  hospital 
on  the  20th  of  June  in  good  condition. 

On  the  29th  of  August,  the  patient  again  presented  herself  at  the 
hospital  with  symptoms  of  the  onset  of  labor.  The  presenting  part, 
a  small  head,  lay  very  low  in  the  pelvis  and  the  patient  complained 
of  pains  simulating  labor  pains.  She  was  received  into  the  hospi- 
tal and  put  to  bed.  There  was  no  rise  of  temperature.  The  pains 
continuing  at  irregular  intervals  notwithstanding  the  efforts  made 
for  their  relief,  and  the  patient  showing  signs  of  exhaustion  in  rise 
of  temperature,  attacks  of  vomiting,  sleeplessness,  etc.,  it  was 
decided  to  use  sitz-baths  and  vaginal  douches  of  warm  water  for 
the  purpose  of  softening  the  cervix  and  tissues  of  the  pelvic  floor 
and  thus  aiding  dilatation.  These  were  begun  on  September  4th. 
The  vaginal  douches  were  given  every  hour,  alternating  with  sitz 
baths.  The  pains  continuing  severe,  giving  the  patient  but  short 
intervals  of  rest  under  the  effect  of  anodynes,  and  no  impression 
being  made  by  them  upon  the  cervix,  a  consultation  was  sought 
with  a  view  to  determining  the  propriety  of  incising  the  cervix 
laterally.  This  was  deemed  objectionable  because  of  the  recent 
operative  procedures  sustained  by  the  uterus. 

On  the  8th  of  September  the  condition  of  things  remaining  the 
same,  it  was  decided  to  use  a  sea-tangle  tent  with  a  view  to  obtain- 
ing sufficient  dilatation  for  the  introduction  of  Barnes'  dilators. 
This  was  done  under  antiseptic  precautions  at  1  p.m.,  on  the  8th. 
The  following  midnight  the  tent  was  expelled  by  the  uterine  con- 
tractions. There  was  found  to  be  dilatation  sufficient  for  the  intro- 
duction of  one  finger  through  the  os.  Sitz  baths  and  douches 
were  continued  with  the  hope  of  obtaining  enough  dilatation  for 
the  introduction  of  a  Barnes'  dilator.    Up  to  the  afternoon  of  the 
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1 2th,  dilatation  remained  the  same,  when  the  patient  was  etherized 
and  Barnes'  dilator  introduced  after  the  orifice  was .  sufficiently 
enlarged  by  manual  aid  to  admit  of  its  insertion. 

The  pains  became  almost  continuous  after  the  introduction 
of  the  dilator  which  was  expelled  at  8  p.m.,  when  it  was  found 
that  a  pouch  of  membranes  protruded  from  the  os  which  was 
dilated  to  the  circumference  of  about  a  silver  half-dollar.  Ten 
minutes  later,  during  a  vigorous  pain,  the  membranes  ruptured 
and  at  the  same  time  the  cervix  yielded  to  the  pressure  brought  to 
bear  upon  it  by  the  fcetal  head  and  was  lacerated  at  the  site  of  the 
former  injury.  Owing  to  the  discoloration  of  the  amniotic  liquid, 
forceps  were  applied  and  a  living  child  extracted. 

A  primary  trachelorrhaphy  was  performed  with  the  use  of  silk- 
worm gut  sutures  which  resulted  in  good  union  and  the  patient  and 
her  babe  left  the  hospital  in  three  weeks.  They  returned  dur- 
ing the  past  month  to  see  me,  in  excellent  condition. 

The  second  case  is  that  of  a  patient  at  present  in  the  hospital. 
She  bore  one  child  five  years  ago,  and  one  year  afterward  had  an 
operation  for  cervical  and  perineal  repair.  She  is  now  twenty-eight 
years  of  age.  There  had  been  no  subsequent  pregnancies  until  the 
one  for  which  the  patient  sought  our  care.  She  was  suffering  at 
the  time  of  her  admission  (November  25,  1891),  with  considerable 
abdominal  tenderness,  especially  over  the  left  side,  and  irregular 
uterine  contractions  so  that  she  thought  herself  in  labor.  She  had 
menstruated  last  on  February  25,  1891.  Examination  showed  the 
presenting  part  to  be  very  high,  the  vaginal  cervix  long  and  drawn 
to  the  left  side,  as  if  by  contraction  of  the  left  broad  ligament. 
There  was  extreme  tenderness  on  manipulation.  The  external  os 
uteri  barely  admitted  the  tip  of  the  finger.  The  pain  and  conse- 
quent sleeplessness  not  yielding  to  treatment,  it  was  decided  to  aid 
delivery  by  the  use  of  means  for  relaxing  the  tissues  of  the  pelvis. 
Treatment  with  sitz-baths,  douches,  chloral,  etc.,  was  carried  on  as 
in  the  previous  case  from  December  1st  to  December  1 8th.  The 
amount  of  dilatation  gained  in  that  time  was  sufficient  for  the 
admission  of  one  finger.  Again  it  was  thought  unadvisable  to  use 
lateral  incisions  because  of  previous  inflammatory  trouble  with 
the  uterus.  At  2  a.m.  on  December  1 8th  I  was  called  to  see 
the  patient,  vigorous  pains  having  set  in,  occurring  at  very  short 
intervals.  I  found  the  fcetal  head  on  the  floor  of  the  pelvis — an 
extensive  bilateral  laceration  of  the  cervix  having  permitted  its  rapid 
descent.  The  expulsion  from  the  vulva  was  effected  naturally, 
without  any  perineal  tear.     Primary  trachelorrhaphy  was  performed, 
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catgut  sutures  being  employed  in  this  instance.  The  result  has 
been  excellent  so  far  as  union  is  concerned  and  the  patient  and  her 
child  expect  shortly  to  return  to  their  home.  There  was  no  puer- 
peral complication. 

The  slow  torture  in  both  these  Cases,  as  in  others  of  like  charac- 
ter, has  led  me  to  question  seriously  the  wisdom  of  the  course  pur- 
sued. Given  similar  conditions,  again,  it  would  seem  to  me  the 
wiser  course  to  make  bilateral  incisions  in  the  cervix  early,  deliver, 
and  then  perform  primary  trachelorrhaphy.  It  should  be  a  point 
with  the  scientific  obstetrician  to  save  undue  suffering,  and  the  risk 
of  possible  complication  arising  from  the  bruising  of  the  tissues 
subjected  for  so  long  a  time  to  the  effect  of  irregular  contractions 
would  seem  greater  than  that  resulting  from  a  clean-cut  wound  in 
the  cervix,  the  edges  of  which  could  at  once  be  approximated  by 
the  primary  operation.  That  there  is  no  simple  lesion  in  the  whole 
range  of  gynaecology  responsible  for  so  much  trouble  to  the  obstet- 
rician as  the  lacerated  cervix  is  a  fact  I  think  no  one  can  question, 
whose  obstetric  experience  is  at  all  extensive.  The  subject  is  one, 
therefore,  which  requires  our  earnest  thought  both  as  to  prevention 
and  management. 

In  the  line  of  prevention,  does  the  obstetrician,  as  a  rule,  give 
sufficient  thought  to  the  management  of  the  first  stage  of  labor? 
Does  he  study  the  needs  of  each  patient  whom  he  expects  to  attend 
during  her  labor,  in  such  a  way  as  to  make  him  a  safe  pilot  for  her 
through  the  perils  of  childbirth?  An  exact  knowledge  of  the  size  of 
the  pelvis,  the  relative  size  of  the  child,  the  extent  of  ossification  of 
the  foetal  skull,  the  position  and  presentation  of  the  foetus,  the 
degree  of  extension  or  obliquity  of  the  foetal  head  when  it  presents, 
may  all  suggest  methods  of  management  which  may  avert  the 
danger  to  the  integrity  of  the  cervix. 

After  the  accident  has  occurred,  the  question  as  to  overcoming 
the  obstruction  to  labor  thus  entailed  is  one  which  to  my  mind 
requires  a  more  careful  consideration  than  has  yet  been  afforded  it. 

Is  not  labor  often  invested  with  needless  suffering — the  result  of 
carelessness  and  ignorance  ?  Should  maternity  so  often  prove  an 
open  door  to  invalidism  ? 


George  IV.  Jar  man,  M.D. 


INTRA-LIGAMENTOUS  RUPTURE  OF  ECTOPIC  GESTATION 
AND  ITS  EXPECTANT  TREATMENT.1 

By  Geo.  W.  Jarman,  M.D. 

In  presenting  this  much  written  and  discussed  subject  for  your 
consideration  this  evening,  the  only  excuses  which  I  shall  offer  are 
that  although  most  writers  are  agreed  as  regards  the  main  points 
of  diagnosis  and  treatment,  not  a  few  seem  to  have  confusing  ideas 
on  the  following  points  : 

I.  Causation  and  pathology  of  rupture. 

II.  Source  and  course  of  haemorrhage. 

III.  Differential  diagnosis  between  intra-  and  extra-peritoneal 
rupture. 

IV.  What  cases  should  be  operated  upon  and  what  treated 
otherwise. 

It  must  be  evident  to  all  that  these  are  the  very  points  which 
should  be  clearly  determined,  or  as  nearly  so  as  is  possible,  not 
only  in  the  mind  of  the  gynaecologist,  but  of  the  general  practitioner, 
inasmuch  as  the  latter  usually  sees  the  case  first.  The  recent  case 
of  Dr.  Hungerford's,  upon  which  Dr.  Coe  operated,  illustrates  this 
point  clearly,  for  although  it  was  as  obscure  in  some  respects  as  it 
could  well  have  been,  the  diagnosis  was  made  and  by  the  operation 
a  life  was  saved,  for  at  the  time  of  its  accomplishment  haemorrhage 
was  still  in  progress. 

It  is  not  the  writer's  intention  to  review  the  history  of  ectopic 
gestation,  not  even  that  part  of  it  applicable  to  those  cases  which 
have  ruptured  into  the  broad  ligament.  Neither  does  he  desire  to 
present  a  theoretical  paper,  but  to  elicit  a  discussion  on  the  subjects 
mentioned,  with  the  hope  that  it  may  result  in  some  practical  good 
to  patients  themselves. 

I  present  the  clinical  histories  of  but  two  cases,  using  them  as 
types. 

Case  I. — Mrs.  S.,  aet.  twenty-seven,  married  seven  years,  no 
children  and  no  miscarriages.  Menstruation  had  always  been  ac- 
companied by  pain,  cramp-like  in  character. 

I  first  saw  the  patient  Oct.  25,  1890,  at  which  time  she  sought 
treatment  on  account  of  sterility.  By  vaginal  examination  it  was 
determined  that  the  reproductive  organs  were  apparently  normal, 


'Read  before  the  Obstetrical  and  Gynaecological  Section  of  the  New  York 
Academy  of  Medicine,  December  16,  1891. 
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except  that  the  os  was  very  small,  the  cervix  long,  and  the  left  ovary 
prolapsed  and  adherent  but  not  tender. 

Explaining  to  the  patient  the  condition.  I  advised  forcible  dila- 
tation under  an  anaesthetic.  This  was  done  one  week  later,  the  dila- 
tion being  carried  to  one  inch,  followed  by  the  introduction  of  an 
Outerbridge  wire-stem.  The  patient  had  no  symptoms  following 
this  and  November  9th  menstruation  appeared  accompanied  by  very 
little  pain.  When  the  period  was  over  I  removed  the  wire.  I  saw  the 
patient  again  about  the  middle  of  December  and  was  told  that  she 
had  not  menstruated  since  I  last  saw  her. 

January  10th,  I  was  called  to  see  her  on  account  of  great  pain 
in  the  left  iliac  region.  I  was  now  informed  that  she  had  had 
several  "shows"  since  December  20th,  and  more  or  less  constant 
pain  in  the  left  side.  By  vaginal  examination  at  this  time  I  deter- 
mined that  the  uterus  was  somewhat  enlarged  and  that  there  was 
marked  tenderness  in  the  left  parametrium,  so  much  so,  in  fact, 
that  no  careful  examination  could  be  made.  Remembering  the 
condition  of  the  left  ovary,  I  was  led  to  suppose  that  the  pain  was 
probably  due  to  the  stretching  of  old  adhesions  coincident  with  the 
increase  in  size  of  the  uterus.  I  advised  recumbent  posture  and 
anodynes. 

January  13th  I  was  called  again  and  was  much  surprised  to  find 
the  patient  quite  pale.  I  was  informed  that  on  the  day  before,  just 
nine  weeks  since  the  last  period,  she  had  experienced  for  a  few 
moments  a  very  sharp  pain  in  the  left  iliac  region  and  then  sud- 
denly grew*  faint.  After  remaining  quiet  she  felt  better,  but  was 
still  weak.  There  was  a  slight  flow  present  at  this  time.  Upon 
vaginal  examination  I  found  the  entire  left  broad  ligament  dis- 
tended, and  bulging  into  the  vagina.  The  space  between  the  blad- 
der and  uterus  was  encroached  upon.  The  mass  could  be  easily 
felt  above  the  pelvic  brim. 

Believing  it  to  be  a  case  of  extra-uterine  pregnancy  ruptured  into 
the  folds  of  the  broad  ligament  and  that  the  patient  was  in  no  imme- 
diate danger,  she  was  kept  quietly  in  bed.  Her  recovery  was  un- 
eventful. February  1  ith,  a  very  small  mass,  occupying  the  lower 
part  of  the  broad  ligament,  was  all  that  I  could  make  out.  The 
latter  part  of  "May  I  examined  the  patient  for  the  last  time  and  was 
unable  to  discover  anything  abnormal  except  a  very  slight  thicken- 
ing in  the  neighborhood  of  the  left  ovary.  She  expressed  herself 
at  this  time  as  feeling  perfectly  well. 

Case  II. — "Mrs.  T. .  set.  thirty-three,  married  one  year,  no  chil- 
dren and  no  miscarriages.    "Menstrual  history  normal  except  that 
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flow  has  always  been  accompanied  with  pain,  not  excessive.  Pa- 
tient sought  treatment  on  account  of  pain  in  each  side,. which  had 
increased  in  severity  during  the  past  week.  Examination  showed 
uterus  sharply  anteverted  and  retroplaced.  The  appendages  on 
both  sides  were  prolapsed  and  tender.  Rest  in  bed  and  hot 
douches  soon  relieved  the  symptoms.  No  operative  treatment  was 
deemed  necessary.  The  patient  was  not  seen  again  by  me  until 
July  17th,  at  which  time  I  found  her  anaemic  and  elicited  the  follow- 
ing history.  Her  menstruation  had  been  as  usual  until  the  middle 
of  May.  The  period  due  at  this  time  was  delayed  two  weeks  and 
when  the  flow  occurred  it  was  less  in  amount  and  lighter  in  color. 
Several  times  during  June  she  had  slight  "shows"  and  experienced 
morning  nausea.  She  had  a  dull  pain  in  the  right  side  during: 
the  greater  portion  of  this  month.  July  3d,  the  flow  was  very 
much  increased  and  she  passed,  as  she  expressed  it,  several 
"  stringy"  masses.  During  the  early  part  of  July  she  had  a  num- 
ber of  attacks  of  acute  pain  in  the  right  side.  July  the  tenth,  upon 
getting  out  of  bed,  she  had  a  more  severe  attack  of  pain  than  any 
previously  and  rapidly  grew  faint.  The  blanched  appearance  of 
the  patient's  face  caused  her  friends  to  send  for  her  physician,  who 
had  supposed  that  he  was  dealing  with  a  case  of  ordinary  miscar- 
riage. 

At  the  time  of  my  visit,  one  week  after  the  occurrence  of  the 
above  symptoms,  I  found  a  soft  semi-solid  mass  bulging  into  the 
vagina  on  the  right  side  and  crowding  the  uterus  well  over  to  the 
left.  Nothing  could  be  felt  in  the  cul-de-sac  except  the  posterior 
rounded  border  of  the  same  mass.  The  abdominal  wall  over  the 
right  iliac  region  was  slightly  bulging  and  the  percussion  note 
at  this  point  flat.  An  examination  under  chloroform  demonstrated 
the  above  points.  The  diagnosis  of  extra-uterine  pregnancy,  rup- 
tured into  the  broad  ligament  was  made  and  the  expectant  treat- 
ment advised.    The  patient  made  an  uninterrupted  recovery. 

In  March,  nine  months  after  the  supposed  rupture  I  made  my 
last  vaginal  examination  and  was  able  to  discover  nothing  abnor- 
mal. 1  have  seen  the  patient  during  the  past  few  weeks  and  she 
expressed  herself  as  feeling  perfectly  well. 

No  one  perhaps,  has  given  us  a  more  plausible  theory  in  regard 
to  the  causation  of  ectopic  gestation  than  Tait.  All  agree  that  the 
majority  of  cases  occur  either  in  women  who  have  never  borne  chil- 
dren, or  else  in  those  who  have  had  quite  an  interim  since  the  pre- 
ceding pregnancy.  That  this  is  due  to  a  diseased  condition  of  some 
of  the  reproductive  organs  seems  most  probable. 
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Recognizing  the  fact  that  the  mucous  membrane  of  the  tube  is 
of  the  ciliated  columnar  variety  and  that  the  cilise  in  health  have  a 
constant  waving  motion  toward  the  uterine  cavity,  but  are  easily 
destroyed  by  disease,  it  seems  also  probable  that  the  tube,  no  lon- 
ger guarded  may  become  invaded  by  the  industrious  spermatozoon 
and  be  compelled  to  domicile  the  unwelcome  guest.  Add  to  this, 
bands  of  adhesions  constricting  the  calibre  of  the  tube  at  some 
point,  and  we  find  no  slight  difficulties  which  the  ovum  must  over- 
come if  it  reaches  its  proper  destination. 

If  it  should  become  adherent  to  the  tube  wall,  it  either  dies  or 
else  continues  to  develop  so  long  as  its  surroundings  will  permit 
In  case  the  latter  happens,  the  same  sources  of  nourishment  exist  as 
if  it  were  within  the  cavity  of  the  uterus.  The  chorion  with  its 
villi  and  afterward  the  placenta  develop  in  the  ordinary  manner. 
The  tube  wall  undergoes  its  changes.  The  blood  vessels  become 
enlarged  and  sinuses,  which  normally  are  but  slightly  developed, 
increase  in  size. 

The  villi  continuing  to  increase  in  length,  must  necessarily  grow 
into  the  walls  of  the  tubes  and  in  the  same  ratio  with  which  they 
displace  the  muscular  tissue  is  the  power  of  resistance  decreased. 

The  tube  ruptures  at  the  point  of  least  resistance,  and  does  it 
not  seem  probable  that  the  greater  length  of  the  villi  at  Jhe  site  of 
the  future  placenta  may  determine  this  point  ? 

The  small  distension  of  the  tube  as  compared  with  cases  of  hy- 
dro-and  pyosalpinx,  forces  us  to  believe  that  some  other  factor 
than  simple  distension  hastens  rupture.  If  the  point  of  least  re- 
sistance should  exist  in  that  part  of  the  tube  bounded  by  broad 
ligament,  then  the  rupture  must  necessarily  take  place  into  its  folds. 

The  source  of  the  haemorrhage  is  a  difficult  question  to  deter- 
mine and  none  of  the  many  articles  which  I  have  read  upon  the 
subject  give  more  than  the  barest  reference  to  it.  Leopold  in  de- 
scribing a  ruptured  tube,  says,  "From  without  inward,  next  to  the 
serosa  is  a  single  muscular  layer  one-twenty-fifth  of  an  inch  in  thick- 
ness which  contains  blood  cavities  through  its  entire  structure. "  From 
a  histological  standpoint  this  is  but  what  we  would  expect,  the  tubes 
and  uterus  being  developed  from  the  same  source. 

It  has  seemed  to  the  writer,  that  to  these  sinuses,  we  can  ration- 
ally trace  the  source  of  the  profuse  haemorrhage  found  following 
rupture. 

It  must  be  evident  to  all  that  the  simple  rupture  of  a  normal 
tube  could  not  produce  such  an  amount  of  haemorrhage.  In  cases 
of  ruptured  pyosalpinx,  where  the  walls  are  thickened  and  the  blood 
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vessels  increased  in  size,  the  amount  of  blood  found  in  the  perito- 
neal cavity  is  very  insignificant 

Undoubtedly  the  torn  arteries  and  veins  have  a  share  in  the 
production  of  this  quantity  found,  but  it  seems  most  probable  that 
the  opened  sinuses  play  the  greatest  part.  Those  who  have  been 
compelled  to  open  the  abdomen  to  check  the  haemorrhage  from  a 
ruptured  tubal  gestation,  will  call  to  mind  that  as  soon  as  the  tube 
and  broad  ligament  are  clamped  between  the  sac  and  the  uterus, 
all  haemorrhage  ceases ;  this  procedure  can  only  control  the  venous 
flow,  for  it  in  no  way  affects  the  ovarian  artery,  from  which  the 
tube  gains  its  arterial  blood. 

The  study  of  the  course  of  the  haemorrhage  when  it  has  once 
broken  into  the  folds  of  the  broad  ligament,  necessitates  the  study 
of  the  pelvic  peritonaeum.  The  blood  forces  apart  the  two  layers, 
pushes  up  the  peritonaeum  and  were  the  force  great  enough,  would 
strip  it  from  the  abdominal  wall.  It  also  strips  up  the  utero-vesical 
pouch. 

Undoubtedly  in  some  cases  the  two  layers  of  the  meso-rectum 
have  been  separated.  In  this  way  the  space  is  limited  and  when- 
ever the  power  of  resistance  of  this  over-distended  cavity  equals  the 
blood  current,  the  haemorrhage  must  cease.  This  point  was  clearly 
exemplified  in  one  of  the  cases  of  rupture  of  the  uterus  reported  by 
Dr.  Coe.  Here  the  rupture  of  the  uterus  was  in  that  portion  of  the 
side  wall  embraced  by  broad  ligament.  There  was  no  external 
haemorrhage  although  at  least  a  quart  of  blood  was  effused,  and 
upon  opening  the  abdomen  there  was  found  to  be  no  intra-perito- 
neal  haemorrhage.  In  other  words  it  had  ceased  and  it  is  evident 
that  the  source  of  haemorrhage  from  a  full-time  ruptured  uterus,  must 
be  greater  than  could  possibly  exist  from  a  tubal  gestation. 

The  differential  diagnosis  between  an  intra-  and  extra-peritoneal 
rupture  should  not  present  any  marked  difficulties.  The  fact  that 
in  the  former  the  haemorrhage  is  into  a  free  cavity,  while  in  the 
latter  it  is  necessarily  limited,  should  give  a  marked  difference  in 
the  degree  of  symptoms,  and  this  is  the  case.  Another  increment 
to  the  severity  of  the  symptoms  in  the  former,  is  the  shock  attend- 
ing the  introduction  of  a  foreign  substance  into  the  peritoneal  cavity. 

The  tumor  which  has  ruptured  into  the  peritoneal  cavity  is  usu- 
ally situated  in  the  cul-de-sac  and  can  be  felt  through  the  posterior 
vaginal  fornix.  In  the  extra-peritoneal  rupture  the  tense,  elastic 
broad  ligament  can  be  felt  bulging  into  the  vagina  and  in  most  in- 
stances the  uterus  will  be  pushed  toward  the  opposite  side.  If  the 
haemorrhage  has  been  extensive  this  same  mass  can  be  palpated 
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through  the  abdominal  walls.  In  the  one,  the  symptoms  of  loss  of 
blood  continues,  in  the  other,  it  ceases. 

The  diagnosis  of  the  condition  of  extra-uterine  pregnancy  has 
been  so  frequently  discussed,  and  all  are  so  well  agreed  upon  the 
cardinal  points,  that  little  can  be  added..  Two  symptoms,  however, 
brought  out'  by  Dr.  Tuttle,  in  the  analysis  of  his  seventeen  cases, 
seem  to  be  well  worth  quoting :  First,  some  change  in  type  of  men- 
struation ;  second,  pain — both  of  which  he  found  in  every  case. 

These  in  addition  to  the  generally  well  recognized  symptoms, 
together  with  the  physical  examination,  should  enable  us  to  diag- 
nose the  conditions  as  clearly  as  other  tubal  diseases. 

The  differential  diagnosis  between  those  cases  which  have  rup- 
tured into  the  broad  ligament  (foi  with  these  alone  are  we  con- 
cerned) and  a  broad  ligament  haematoma  would  offer  more  diffi- 
culties. The  question  would  at  once  arise,  does  such  a  thing  as  a 
simple  haematoma  ever  exist  ?  Or,  is  it  merely  a  term  handed  down 
from  the  time  when  but  little  was  known  of  ectopic  gestation  and 
its  frequency?  Why  should  the  veins  of  the  broad  ligament  be 
less  susceptible  of  dilatation  than  those  of  other  parts  of  the  body? 
Above  all,  why  should  we  not  be  able  to  find  an  occasional  rupture 
in  the  veins  of  the  pampiniform  plexus  in  the  male,  where  we  know 
the  varicosed  condition  is  so  much  more  frequent  ? 

From  a  pelvic  abscess  the  condition  would  be  distinguished  by 
the  sudden  distension  of  the  broad  ligament  in  one,  the  gradual  in 
the  other ;  freedom  from  constitutional  sepsis  in  one,  its  presence 
in  the  other. 

From  a  simple  cyst,  the  history  alone  would  enable  us  to  clearly 
diagnose  the  condition  under  consideration. 

The  vaginal  examination  should  distinguish  a  broad  ligament 
induration  due  to  an  inflammatory  process,  from  an  ectopic  gesta- 
tion ruptured  into  its  folds. 

It  might  be  well  to  ask,  what  are  the  dangers  to  which  the 
patient  is  exposed,  and  from  these  to  deduce  the  indications  for 
treatment* 

Haemorrhage  into  a  closed  cavity  is  the  first  condition  presented. 
The  haemorrhage  has  ceased  as  was  stated  above,  simply  because 
the  resistance  equals  the  force  of  the  blood  current.  Coagulation  is 
hastened  because  of  the  presence  of  bands  of  connective  tissue  in 
the  sac  and  by  reason  of  stasis. 

The  possibility  of  over-distension  and  secondary  rupture  into  the 
peritoneal  cavity  has  presented  itself  to  the  minds  of  many,  and 
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yet  Tait  says,  that  in  the  many  cases  of  this  character  which  he  has 
seen,  this  accident  has  never  happened. 

If  this  be  true,  why  should  the  patient  be  exposed  to  the  dan- 
gers of  a  laparotomy  ? 

Remembering  the  position  of  this  haematoma,  it  will  be  clear  to 
all  that  it  is  a  most  difficult  procedure  to  stop  the  haemorrhage, 
when  the  blood  clot  has  been  turned  out,  inasmuch  as  all  ligation 
must  be  done  between  the  folds  of  that  broad  ligament.  Add  to 
this  the  possibility  of  sepsis  and  we  have  increased  the  dangers 
which  threaten  our  patient. 

If  evacuation  through  the  vagina  is  peformed,  either  by  needle 
or  through  a  free  incision,  before  a  clot  has  formed,  the  pressure 
is  at  once  relieved  and  a  recurrence  of  the  haemorrhage  is  invited, 
to  say  nothing  of  the  danger  of  injuring  important  structures  at  the 
base  of  the  broad  ligament. 

The  electrical  treatment  has  many  warm  supporters,  yet  we  are 
forced  to  ask,  in  the  light  of  the  many  cases  which  have  been  treated 
by  the  expectant  method,  whether  the  result  was  post  or  propter 
hoc  ?  The  claim  that  by  means  of  the  electrical  current,  the  death  of 
the  foetus  is  assured  can  meet  with  but  little  proof,  for  two  reasons: 
First,  in  the  overwhelming  majority  of  instances  the  life  of  the  foetus 
is  destroyed  at  the  time  of  rupture;  second,  because  of  the  well 
authenticated  instances  of  failure  on  the  part  of  the  current  (in  any 
strength  which  is  not  inimical  to  the  welfare  of  the  patient)  to 
cause  the  death  of  the  foetus. 

The  expectant  treatment,  as  the  term  implies,  consists  in  the 
readiness  on  the  part  of  the  physician  to  meet  any  indication  which 
may  arise.  Haemorrhage  either  has  ceased  or  else  will  do  so.  I 
have  been  unable  to  find  any  case  reported  in  which  this  extra- 
peritoneal haemorrhage  has  caused  death.  If  the  anaemia  should 
become  alarming  and  the  life  of  the  patient  be  in  actual  jeopardy, 
then,  of  course,  a  laparotomy  would  be  indicated  and  the  bleeding 
point  sought. 

Dr.  Coe  in  referring  to  the  case  of  ruptured  uterus  mentioned 
above,  stated  that  he  believed  his  patient  would  have  stood  a  better 
chance  of  life,  if  she  had  not  been  touched. 

The  patient  should  be  forced  to  remain  in  the  recumbent  posi- 
tion ;  aside  from  this  and  attention  to  her  general  condition,  but 
little  can  be  done.  In  the  after-conduct  of  the  case,  should  symp- 
toms of  sepsis  supervene,  the  most  rational  treatment  would  be  the 
early  evacuation  and  drainage  of  the  cavity.  The  blood  clot  how- 
ever is  usually  aseptic,  and  in  those  cases  in  which  curiosity  has 
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not  forced  the  attendant  to  introduce  exploring  needles  or  other  in- 
struments, it  will  in  all  probability  remain  so. 

The  writer  knows  of  no  treatment  which  will  hasten  the  absorp- 
tion of  the  clot. 

In  case  the  life  of  the  foetus  is  not  destroyed  at  the  time  of  rup- 
ture, but  it  continues  to  develop,  another  indication  for  treatment 
presents  itself. 

Many  writers  advise  waiting  until  full  time  if  a  living  foetus  can 
be  diagnosed.  A  more  rational  view,  it  appears  to  me,  is  expressed 
by  Hart  and  Barber: — "In  the  treatment  of  these  cases,  one  great 
principle  is  to  operate  when  safest  for  the  mother,  without  regard 
for  foetal  life,  Placental  changes  in  sub-peritoneal  form  of  ectopic 
gestation  are'inimical  to  vigorous  foetal  life.  As  Harris  has  shown, 
a  large  per  cent,  of  the  children  reported  as  saved  by  the  operation 
died  soon  afterwards. 

The  placenta  increasing  in  size,  presents  a  greater  bleeding  sur- 
face if  removed  and  increases  the  volume  to  be  taken  care  of  by 
nature,  if  left  behind,  should  then  the  development  of  fcetal  life  be 
diagnosed,  its  removal  is  indicated. 


A  FATAL  OBSTETRICAL  CASE,  COMPLICATED  WITH  SUPER- 
FQLTATION  (PROBABLE),  PROTRACTED  GESTATION, 
DIFFICULT  LABOR,  SEPTICEMIA  AND  ERYSIPELAS. 

By  J.  R.  Nilsen,  M.D. 

Mrs.  M.,  residing  in  one  of  the  suburbs  of  this  city,  set.  thirty- 
six,  married  eleven  years,  gave  birth  to  her  first  child  October  8, 
1 89 1.  She  had  never  before  been  pregnant.  Her  child  was  a 
female  and  weighed  fourteen  pounds.  The  labor  was  slow  (twenty 
hours),  and  forceps  were  used  on  account  of  uterine  inertia.  I 
could  learn  nothing  to  point  to  any  abnormal  condition  otherwise. 
On  the  third  day  the  patient's  temperature  began  rising  and  the 
lochia  became  offensive.  There  was  some  headache,  with  tender 
abdomen.  I  was  called  in  consultation  on  the  fourth  day  by  Dr. 
E.,  well  known  to  many  of  us  and  a  member  of  the  academy. 

The  patient's  mother  had  been  seriously  ill  with  erysipelas  ten 
years  ago.  The  mothers  two  sisters  died  of  childbed  fever  some 
years  ago.    The  patient  suffered  from  an  alveolar  abscess  three 

years  ago.    Within  a  year  she  had  discharges  that  emitted  an 

 «  
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unpleasant  odor.  The  husband  could  not  tell  me  just  when 
this  was. 

Two  months  after  my  patient's  death  her  sister  died  of  child- 
bed fever.  She  was  attended  by  the  same  physician,  who,  mean- 
while, had  delivered  four  women  and  had  met  with  not  the  slightest 
complication.  Since  the  second  sister's  death  he  has  attended 
three  confinements.  My  patient's  baby,  four  days  after  birth,  devel- 
oped an  abscess  under  the  eye  which,  under  the  care  of  a  specialist, 
took  many  weeks  in  healing. 

The  first  thing  I  noticed  upon  entering  the  room  was  the  peculiar 
musty,  sweetish  odor  ;  an  odor  no  more  marked,  however,  than  I 
have  noticed  in  some  cases  which  presented  nothing  else  abnormal. 
Carbolized  douches  had  been  given  twice  daily  before  Ijwas  called, 
but  the  odor  had  not  been  very  marked  until  now. 

I  found  the  patient  a  very  intelligent,  bright  woman,  her  mind 
perfectly  lucid.  Color  of  skin  and  expression  of  countenance 
showed  nothing  markedly  abnormal.  The  slight  flush  upon  her 
cheeks  might  be  natural  to  her.  She  showed  a  temperature  of 
104V20,  pulse  132,  respiration  25.  A  little  headache  and  tenderness 
of  the  abdomen  were  the  only  things  that  annoyed  her,  to  speak  of. 

I  proceeded  at  once  to  examine  her.  The  abdomen  was  some- 
what distended  and  quite  sensitive  over  the  hypogastrium,  enough 
so  to  lead  me  to  suspect  considerable  pelvic  peritonitis.  Skin 
moist.  Vulva  and  vagina  showed  evidences  of  considerable  lacer- 
ation. The  wounded  surfaces  did  not  look  very  healthy,  yet  not 
diphtheritic.  There  seemed  to  have  been  a  rather  sluggish  repair. 
The  whole  vagina  was  very  flabby.  There  was  very  little  oedema 
anywhere  and  no  tenderness  except  in  the  bladder  region,  which 
presented  considerable  resistance.  These  features  made  examina- 
tion easy.  In  the  upper  vagina  was  present  a  tumor,  round,  and 
the  size  of  a  small  orange,  soft  and  very  elastic  but  with  an  uneven 
surface.  The  cervix,  somewhat  swollen,  formed  a  ring  around 
it,  broken  on  the  left  side  by  a  deep  cleft.  The  tumor  was 
separated  from  the  cervical  ring  by  a  shallow  groove,  which 
was  continuous  all  around  the  tumor  except  in  front,  where 
the  examining  finger  passed  through  an  opening  and  came  in  con- 
tact with  what  seemed  not  unlike  omental  tissues.  Naturally,  I 
thought  of  an  inverted  ruptured  uterus.  Requiring  lax  abdominal 
walls  for  a  minute  examination  I  proceeded  to  empty  the  bowels 
with  an  enema.  Upon  the  withdrawal  of  my  hand  the  putrid  odor 
was  very  intense,  I  washed  out  the  vagina  with  a  warm  creolin 
douche  and  gave  the  patient  an  enema  of  soap-water  and  turpen- 
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tine.  This  resulted  in  a  large  movement  and  the  expulsion  of  a 
o-reat  amount  of  £as.    The  abdominal  walls  became  relaxed  and  a 

o  o 

bimanual  examination  was  made  easy.  I  was  able,  from  without, 
to  find  the  convincing  cup  depression  in  the  uterus,  but  in  addition 
felt  a  body  lying  low  in  front.  It  was  a  very  easy  matter  to  re- 
place the  inverted  portion  of  the  uterus,  for  its  walls  were  in  a  state 
of  complete  inertia.  This  done,  the  two  fingers  per  vaginam  were 
passed  up  to  the  opening  mentioned  and  the  body  lying  in  front 
was  pushed  against  them.  This  body  proved  to  be  the  anterior 
half  of  the  uterus  lying  sharply  antetiexed  and  enclosing  a  soft 
mass.  I  inserted  my  whole  hand  into  her  vagina  without  much, 
pain  to  the  patient,  and,  slowly,  first  examined  the  mass  and  its  at- 


tachment before  removing  it.  My  fingers  made  it  out  to  be  a  fiat, 
circular,  thin  body  with  a  number  of  shreds  hanging  from  it.  The 
attending  physician  had  assured  me  that  the  placenta  and  mem- 
brane had  come  away  complete,  the  latter  with  a  clean  slit  in  it. 
I  now  again  asked  the  doctor  and  received  the  same  answer.  As  I 
began  to  detach  the  mass,  the  arrangement  of  its  tissues  more  and 
more  urged  upon  me  that  it  probably  belonged  to  a  second  ovum. 
I  found  nothing  that  felt  like  a  foetus.  I  made  out  clearly  that  the 
shreds  were  two  to  three  inches  long  and  attached  to  the  margin  of 
the  flat  body,  but  were'so  frail  that  they  easily  came  to  fragments. 
The  mass  towards  its  centre  was  very  firmly  attached  to  the  uterus 
and  it  took  me  certainly  twenty  minutes  to  detach  what  I  could 
get  of  it  with  the  finger  nails. 

The  cervical  laceration  on  the  left  side  was  very  deep  and  ex- 
tensive, reaching  far  out  upon  the  vagina.    The  uterus,  after  being 
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washed  out  with  hot  creolin  mixture  and  compressed  between  the 
hands,  was  brought  to  a  fair  state  of  contraction,  but  this  did  not 
last  long,  and  for  more  than  twenty-four  hours  the  frequent,  sudden 
and  excessive  relaxations  required  one  nurse  doing  nothing  but 
watch  the  uterus.  Immediately  upon  these  sudden  relaxations  the 
pulse  would  beat  more  rapidly  and  become  weaker,  the  temper- 
ature rise,  and  the  patient  grow  more  restless.  The  hot  uterine  in- 
jections, which  were  given  a  number  of  times  a  day,  would  cause 
momentary  good  contractions — so  would  massage  and  pressure. 

That  air  may  have  entered  during  the  sudden  changes  I  think 
not  at  all  unlikely,  but,  if  so,  there  was  no  evidence  of  it.  There 
were,  singularly  enough,  no  haemorrhages,  showing  that  the  venous 
sinuses  were  closed.  There  was  also  no  pain.  After  the  sixth  day 
involution  seemed  fairly  well  established  but  the  contraction  was 
not  vigorous  and  not  constant. 

The  debris  removed  from  the  uterus  would  about  fill  a  teacup 
and  was  made  up  of  fragments  of  a  very  delicate  membrane  and 
small  granular  masses,  all  of  a  greyish  slimy  appearance  and  of  an 
intensely  putrid  odor.  I  kept  enough  of  the  fragments  to  examine 
carefully  afterwards,  but  the  microscopic  examination  was  not 
carried  out  properly  and  nothing  was  gained  by  it  except  to  deter- 
mine that  some  of  the  tissues  were  placental. 

An  hour  after  the  cleaning  out  of  the  uterus  the  tenderness  about 
the  pelvis  had  disappeared  and  the  temperature  fallen  to  io21/5°, 
pulse  1 20. 

At  this  time  I  was  urged  to  take  charge  of  and  remain  with  the 
patient,  which  I  did  after  the  following  morning. 

After  this  we  had  to  deal  with  constantly  occurring  erratic 
changes  in  the  patient's  condition.  There  were  frequent  symptoms 
of  sudden  sinking,  demanding  vigorous  means  for  resuscitation. 
Now  and  then  there  was  some  vomiting  but  not  enough  to  interfere 
with  the  feeding.  She  took  a  satisfactory  amount  of  nourishment. 
The  vomiting  was  now  and  then  caused  by  the  medicines,  and 
occasionally  by  the  massage  or  pressure  upon  the  uterus.  A  fair 
amount  of  natural  sleep  was  enjoyed. 

The  oft-repeated  injections  were  very  grateful,  if  not  always  of 
marked  effect  upon  the  temperature.  But  it  was  difficult  to  keep 
down  the  fcetor  from  the  discharge.  The  sluggish  patches  in  the 
vagina  were  properly  treated  now  and  then. 

An  involuntary  movement  of  the  bowels  occurred  at  times,  but 
then  generally  during  sleep  and  because  of  the  relaxed  condition  of 
the  organs  at  the  pelvic  outlet,  and  also  because  there  was  a  slight 
diarrhoea  all  the  time. 
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Perspiration,  more  or  less  profuse,  appeared  often,  but  generally 
showed  disposition  to  yield  to  treatment  except  during  the  last  two 
days.  Brain  symptoms  were  absent  until  the  end  approached. 
The  temperature,  pulse  and  respiration  were  generally  in  har- 
mony. 

On  the  sixth  day  (after  confinement)  complained  of  slight  pain 
in  her  left  elbow-joint.  Xo  redness,  no  swelling.  This  pain  in- 
creased by  the  eighth  day.  On  the  ninth  day  some  swelling,  no  red- 
ness.   Elbow  dressed  with  a  lotion. 

October  15  the  temperature  kept  near  iooQ  most  of  the  day  but 
the  pain  and  swelling  of  the  arm  increased  with  slight  redness 
about  the  joint.  The  low  temperature  continued  until  11  a.m. 
October  16,  when  it  began  rising  until  at  5.25  p.m.  it  reached  1040. 
At  6  p.m.  occurred  a  terrific  chill,  lasting  thirty  minutes.  At  6.40 
p.m.  the  temperature  was  io64/6°  in  the  axilla.  The  patient's  body 
was  sponged  off  with  cold  water  (as  had  been  done  often  before) 
and  I  took  courage  to  send  a  stream  of  cold  water  into  the  uterus. 
"Oh,  that  feels  good,'"  was  the  patient's  testimony.  Foreseeing  a 
collapse  after  this  storm  I  gave  strychnia  sulph.,  brandy,  and  cam- 
phor and  ether  under  the  skin,  and  brandy  and  coffee  by  mouth. 
At  9.45  p.m.  she  was  sweating  profusely,  with  temperature  at  i022/5°, 
and  pulse  14S.  At  11.35  P  M-  temperature  was  ioo°,  and  the 
patient  feeling  comfortable.  October  17,  the  temperature  began 
climbing  again  and  all  attempts  at  keeping  it  down  were  only 
transient  in  their  effect.  At  9. 50  p.  m.  (October  1 7)  rigors  began 
again.  At  10  p.m.  the  heat  began  rising.  Foreseeing  another 
storm,  vigorous  stimulation  was  again  resorted  to.  The  rigors  in- 
creased until  they  reached  a  stage  the  like  of  which  I  have  only 
seen  in  the  very  worst  cases  of  intermittent  fever.  This  time  she 
had  no  sense  of  cold,  being  comfortably  warm  as  she  said. 

The  rigors  lasted  from  9.50  to  10.35  p-M->  and  stopped  sud- 
denly. A  few  moments  later  there  was  projectile  expulsion  of  the 
contents  of  the  stomach.  At  10.45  P-M-  the  temperature  in  the 
axilla  was  a  shade  over  1070.  Then  began  profuse  sweating  again. 
Four  hours  later,  101V00.  At  5.20  a.m.  began  feeling  chilly  once 
more.  Rigors  began  at  5.30  a.m.,  not  as  severe  as  the  last  attack 
and  lasting  fifteen  minutes,  with  stormy  breathing,  very  much  like 
the  Cheyne-Stokes  respiration,  and  the  pulse  120,  beating  with  un- 
natural force.  This  time  she  felt  very  cold.  The  chill  stopped 
suddenly  with  temperature  at  1040.  This  kept  on  rising  to  iO5y20 
at  6  a.m.,  when  there  was  again  projectile  vomiting.  At  7  a.m. 
temperature  102%°  with  profuse  sweating. 
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I  have  seen  fever  and  ague  act  very  much  like  this,  but  have 
never  heard  of  three  such  chills  succeeding  each  other  with  so  short 
intermissions.  We  gave  quinine  in  large  doses,  and  the  case 
seemed  by  no  means  hopeless.  In  many  ways  there  had  been  im- 
provements. Her  mind  remained  lucid  and  she  seemed  still  to 
have  much  residual  strength. 

The  temperature,  however,  did  not  respond  to  treatment  after 
this. 

October  18,  7.25  p.m.,  while  dressing  the  arm  I  found  the  char- 
acteristic eruption  of  erysipelas  upon  the  whole  arm,  from  shoulder 
to  wrist,  temperature  1040.  At  8  a.m.,  October  19,  a  large  copper- 
colored  patch  appeared  over  the  left  hip  and  thigh.  The  affected 
region  was  at  once  covered  with  a  layer  of  collodium. 

After  this  there  was  a  rapid  decline  and  death  occurred  October 
19,  5  p.m.,  with  a  temperature  of  1060. 

I  will  not  touch  upon  the  details  of  the  treatment.  It  had  been 
directed  towards  the  constantly  changing  symptoms.  The  stomach 
acted  kindly  throughout.  A  good  amount  of  food  and  stimulus 
was  taken  and  digested.  Opiates  were  used  only  two  or  three  times 
in  small  doses  for  slight  restlessness.  The  drugs  used  I  will  only 
name.  They  were  :  ergotin,  digitalis,  strychnia,  antifebrin,  verat- 
rum,  acetate  of  potash,  atropine,  citrate  of  caffeine,  iron,  and  quinine. 
The  urine  had  been  normal  except  on  one  day  when  it  became 
diminished  in  quantity  and  showed  a  trace  of  albumen.  It  had  to 
be  drawn  until  October  17,  after  which  it  was  passed  unaided. 

First,  I  believe  that  I  was  here  dealing  with  a  case  of  superfce- 
tation.  The  patient  could  help  me  toward  a  conclusion  only  by 
stating  that  there  had  been  sexual  intercourse  several  times  during 
the  four  months  preceding  the  confinement.  In  the  early  months 
of  pregnancy  there  had  been  a  slight  show  now  and  then  without 
regular  intermissions.  There  had  been  no  show  in  the  last  three  or 
four  months.  I  cannot  but  believe  that  what  I  removed  was  por- 
tions of  the  placenta  and  membrane  of  a  second  foetus.  The  fol- 
lowing are  the  points  in  favor  of  this  conclusion  : 

The  attending  physician's  statements  as  to  the  condition  of  the 
placenta  and  membrane.  I  know  him  to  be  trusted.  He  said  he 
had  examined  them  with  great  care,  and  he  could  not  but  have 
noticed  it  if  as  much  tissues  as  I  found  had  been  missing. 

The  patient's  statements  as  noted. 

The  implantation  as  I  found  it,  there  being  not  a  trace  of  adherent 
tissues  elsewhere  ;  its  distinct  limitation  ;  the  marginal  arrangement 
of  the  loose  membrane  and  its  extreme  thinness. 
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The  fact  that  the  posterior  wall  of  the  uterus  was  inverted,  lead- 
ing me  to  infer  that  the  full-term  placenta  had  been  implanted  here 
and  had  dragged  it  down. 

If  we  grant  this  to  have  been  products  of  conception  not  be- 
longing to  the  full-term  foetus,  they  may  possibly  have  belonged  to 
a  foetus  which  had  perished  months  before,  thus  making  it  perhaps 
a  case  of  super-fecundation  instead  of  super-fcetation.  But  it  seems 
unlikely  that  the  placenta  would  remain  so  long  without  undergo- 
ing some  form  of  development,  unless,  indeed,  the  pressure  from  the 
first  ovum  could  have  prevented  such  development.  This  pressure 
from  the  first  ovum,  however,  it  would  seem,  would  interfere  with 
the  development  of  a  new  ovum  between  itself  and  the  uterine  wall, 
even  if  it  could  be  proven  that  an  ovum  could  become  impregnated 
there,  unless  possibly  a  sufficient  amount  of  amniotic  fluid  might 
protect  it  from  injury. 

I  grant  that  in  these  days,  when  proofs  are  demanded  for  all 
statements  contrary  to  accepted  facts,  my  case  is,  upon  this  point, 
not  as  strong  in  proofs  as  I  would  have  liked  it,  but  in  view  of  the 
meagreness  of  the  medical  literature  on  the  subject  I  felt  it  my 
duty  to  contribute  this  for  what  it  is  worth. 

As  regards  the  protracted  gestation  I  have  clearer  proofs. 

The  patient  being  a  lady  of  unusual  intelligence  I  could  not  but 
believe  her  when  she  insisted  why  she  knew  she  had  carried  the  child 
at  least  twenty  days  over  the  full  term  of  280  days.  I  asked  how 
she  had  reckoned.  She  had  calculated  from  the  day  of  sexual  inter- 
course, the  only  one  which  had  taken  place  for  some  time,  and  since 
the  last  menstrual  period.  She  conceived  just  three  days  before  the 
expected  period.  As  soon  as  she  missed  that  period  she  at  once 
figured  out  the  time  for  her  confinement,  and  for  the  quickening. 
The  latter  occurred  within  a  few  days  of  the  date  expected.  The 
child's  condition,  when  delivered,  was  in  accord  with  the  mother's 
statements.  It  weighed  fourteen  pounds  and  showed  a  correspond- 
ing general  state  of  development.  I  saw  the  child  on  the  fourth  day 
and  verified  all  this. 

I  think  I  am  justified  in  calling  this  a  case  of  septicaemia.  There 
was  but  little  tenderness  about  the  pelvis  four  days  after  labor.  The 
lymphatics  may  have  been  the  active  carriers  of  the  poison.  The 
erratic  changes  in  the  symptoms  and  the  rather  slow  progress  find, 
to  me,  a  rational  explanation  in  Virchow's  theory,  which  is,  to  indi- 
cate it  in  a  few  words,  that  the  septic  material  is  conveyed  along  the 
lymphatics  to  glands,  where  it  is  delayed  by  the  local  changes  pro- 
duced there,  and  may  either  expend  itself,  or  multiply,  or  receive 
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reinforcement  from  the  primary  source  by  which  it  is  forced  onward 
until  at  length  it  reaches  the  blood  current.  The  quantity  of  free  septic 
material  may  be  so  abundant  as  to  force  jts  way  very  rapidly  through 
these  channels  and,  reaching  the  blood  current  through  the  thoracic 
duct,  overwhelm  the  system.  Bat  even  then  the  progress  is  not  as 
rapidly  destructive  as  it  is  in  cases  where  uterine  involution  is  impeded 
and  the  occlusion  of  the  venous  sinuses  imperfect.  Septic  absorption 
in  such  cases  is  said  to  take  place  through  these  sinuses  with  great 
rapidity.  These  points  I  quote  from  others.  It  is  not  much  out  of 
the  ordinary  that  the  case  showed  no  marked  oedema,  inflamma- 
mation,  or  pain  anywhere  (except  in  the  elbow-joint).  Accounts 
from  the  post-mortem  tables  show  how  often  puerperal  fever  leaves 
behind  no  appreciable  lesion,  and  I  infer  that  the  more  minutely 
microscopic  the  changes  are  in  blood  and  tissues,  the  less  marked 
are  during  the  progress  of  the  disease  the  symptoms  and  signs 
which  we  up  to  this  time  have  become  familiar  with. 

Playfair  says  that  he  has  seen  cases  in  which  post-mortem  exami- 
tions  proved  the  existence  of  peritonitis  in  a  very  marked  degree 
where  pain  had  been  entirely  absent. 

From  the  beginning  in  this  case  I  had  of  course  pyaemia  in  mind 
and  carefully  watched  all  parts  of  the  body,  especially  the  elbow- 
joint.  Since  this  showed  no  abscess  and  no  other  metastatic  puru- 
lent collections  were  discovered,  I  have  called  it  septicaemia,  although 
the  symptoms  were  in  many  respects  indicative  of  pyaemia.  The 
differentiation  between  the  two,  considering  the  complication  of 
erysipelas,  I  hope  will  be  brought  out  m  the  discussion. 

With  regard  to  the  nature  of  puerperal  fever.  We  have  all  with 
greater  or  less  absorbing  interest  followed  discussions  upon  this  sub- 
ject since  Fordyce  Barker  wrote  on  it  and  firmly  took  his  stand.  I 
shall  not  try  to  go  far  into  that  subject  now,  but  when  I  say  that 
I  have  been  puzzled  during  these  years  while  reading  the  different 
sides  of  the  question,  I  think  some  of  you  will  sympathize  with  me. 
I  believe  now,  with  so  many  others  whose  researches  I  have 
had  the  benefit  of,  that  the  various  forms  of  puerperal  infection, 
peritonitis,  peri-  and  parametritis,  metritis,  septicaemia,  pyaemia  and 
erysipelas,  may  be  and  are  all  due  to  the  action  of  one  and  the  same 
agent,  modified  according  to  the  locality  and  character  of  its  held  of 
action.  Looking  up  my  own  stray  notes,  I  find  the  following, 
written  some  years  ago  after  having  been  puzzled  by  some  very 
learned  discussions,  as  learned  as  they  were  confusing.  I  wrote 
thus:  Possibly  we  may  some  day  find  that,  like  Shem,  Ham, 
and  Japheth,  sons  of  Noah,  who,  following  their  roving  instincts, 
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scattered  over  the  earth,  and,  according  to  the  soil  upon  which  they 
settled,  created  races,  who  at  length  became  so  widely  different  in 
their  characteristics  under  the  influence  of  their  surroundings 
and  the  soil ;  in  the  same  manner  germs  from  the  same  parent 
stem,  and,  according  to  the  soil  upon  which  they  are  deposited,  or 
into  which  they  fight  their  way,  develop  races  of  rods,  chains, 
and  rings,  etc.,  who,  according  to  their  vigor,  imbibed  from 
the  soil,  unite  to  assume  those  various  shapes  which  now  are 
associated  with  certain  diseases,  as  their  expression,  if  not  their 
cause.  Such  is  my  belief  now,  strengthened  by  study  of  the  latest 
literature  upon  the  subject.  I  will  touch  a  little  more  upon  this,  in 
connection  with  erysipelas.  • 

In  what  relation  stands  puerperal  erysipelas  to  septicaemia  or 
puerperal  infection  generally  speaking. 

From  among  the  recent  writings  upon  the  subject,  I  will  quote 
first  one  of  our  local  writers.  Dr.  Garrigues  says  in  his  article  on 
"Puerperal  Infection"  in  Hurst's  American  System  0/ Obstetrics,  1889, 
page  303,  vol.  ii. :  "  Lusk  and  Matthew  Duncan  have  proved  that 
there  is  no  constant  relation  between  the  appearance  of  the  two 
diseases."  He  refers  to  the  publications  of  these  writers  in 
1876.  Lusk,  in  his  work  on  Midwifery,  edition  1885,  says: 
"Neither  Duncan  or  myself  found  any  such  relation  existing  between 
the  statistical  frequency  of  puerperal  fever  and  the  zymotic  diseases 
mentioned.  There  was,  however,  nothing  in  our  investigations  to 
invalidate  any  direct  testimony  which  tends  to  show  that  in  indi- 
vidual cases  a  real  connection  between  puerperal  fever  and  the 
zymotic  diseases  may  exist.  Indeed  it  seems  to  me  to  be  fairly 
established  that  a  poison  may  be  conveyed  from  patients  suffering 
from  either  of  the  foregoing  morbid  processes  which  may  be 
absorbed  by  the  puerperal  woman,  and  may  in  her  give  rise  to  an 
infectious  fever,  possessing  an  intense  degree  of  virulence. " 

Garrigues  says  further  :  "Fehleisen  succeeded  in  isolating  and 
cultivating  the  bacillus  of  erysipelas,  by  which  it  was  proven  that  it 
was  a  distinct  disease,"  etc.  "Gusserow  injected  Fehleisen's  bacillus 
into  the  skin  of  two  rabbits  and  produced  erysipelas,  but  of  six  in 
which  he  injected  the  bacilli  into  the  peritoneal  cavity,"  etc.,  "not 
one  was  taken  sick.  All  this  goes  to  show  that  erysipelas 
and  puerperal  infection  are  two  different  diseases,  and  the  one 
does  not  lead  to  the  other.  It  is  chiefly  from  English  authors  that 
the  assertion  has  come  that  erysipelas  may  produce  puerperal  fever," 
etc.  He  says  later:  "The  belief  that  the  air  can  infect  puerpera 
has  received  its  scientific  bases, "  etc.    ' '  Siredey  has  reporled  a  strik- 
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ing  clinical  case  in  point.  A  man  suffering  for  six  months  from  a 
stercoral  abscess  was  nursed  by  his  two  nieces.  Both  .were  preg- 
nant, both  had  very  easy  deliveries  with  an  interval  of  two  months, 
and  still  both  were  attacked  by  severe  puerperal  infection,  and  the 
child  of  the  first  had  a  few  days  after  its  birth  a  whitlow,  a  large 
abscess  in  the  buttock,  and  erysipelas  all  over  the  body." 

This,  it  seems  to  me,  rather  than  proving  the  point  aimed  at,  may 
be  taken  as  a  clear  instance  of  direct  infection,  for  there  is  nothing 
to  show  that  in  the  interval  the  two  nieces  did  as  much  as  cleaning 
their  finger  nails  or  changing  their  clothing.  The  instance  does  not 
prove  that  erysipelas  reached  the  child  through  the  air,  or  that 
the  nieces  became  infected  through  the  air,  or  that  puer- 
peral infection  and  erysipelas  are  not  created  by  the  same  germ, 
but  rather  that  the  filth  or  germs  from  the  stercoral  abscess  clung  to 
the  two  women,  and  even  infected  the  child  of  one  of  them. 

It  is  very  interesting  to  look  back  and  follow  the  development 
of  opinions  gradually  changing  toward  the  truth.  Dr.  John  W. 
Byers,  of  Belfast,  writes  in  the  Dublin  Medical  Journal  of  1 89 1 : 
"With  relationship  of  erysipelas  to  puerperal  fever  it  is  probable  that 
the  cellular  or  phlegmonous  erysipelas,  a  disease  which  affects  the 
cellular  tissues,  and  in  the  affected  parts  of  which  micrococci  are 
found,  is  really  a  variety  of  puerperal  fever,  while  the  ordinary 
form  of  erysipelas  which  is  cutaneous,  the  contagion  of  which  is 
carried  by  the  atmosphere,  and  which  is  distinctly  margined,  and 
which  is  caused  by  a  distinct  species  of  microbes — the  erysipelas 
coccus  of  Fehleisen — produces  in  puerperal  women  erysipelas  and 
nothing  else." 

These  are  conclusions  which  have  already  been  proven  to  be 
hasty. 

Playfair,  in  his  "Science  and  Practice  of  Midwifery,"  edition  1889, 
p.  344,  writes:  "Another  possible  source  of  infection  is  erysipelatous 
disease  in  all  its  form.  The  intimate  connection  between  erysipelas 
and  surgical  pyaemia  has  long  been  recognized  by  surgeons,  and  the 
influence  of  erysipelas  in  producing  puerperal  septicaemia  has  been 
specially  observed  in  surgical  hospitals  into  which  lying-in  patients 
were  also  admitted.  Trousseau  relates  instances  of  this  kind,  occur- 
ring in  Paris.  The  only  instance  that  I  know  of  in  London  was  in 
the  lying-in  ward  of  King's  College  Hospital,  where  in  spite  of  every 
hygienic  precaution  the  mortality  was  so  great  as  to  necessitate  the 
closure  of  the  ward.  Here  the  association  of  erysipelas  with  puer- 
peral septicaemia  was  again  and  again  observed,  the  latter  proving 
fatal  in  direct  proportion  to  the  prevalence  of  the  former  in  the  sur- 
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gical  ward.  The  dependence  of  the  two  on  the  same  poison  was  in 
one  instance  curiously  shown  by  the  fact  of  the  child  of  a  patient  who 
died  of  puerperal  septicaemia,  dying  from  erysipelas  which  started 
from  a  slight  abrasion  produced  by  the  forceps.  A  more  recent  and 
very  remarkable  example  is  related  by  Dr.  Lombe  Atthill.  A  patient 
suffering  from  erysipelas  was  admitted  into  the  Rotunda  Hospital, 
on  Feb.  15,  1877.  The  sanitary  condition  of  the  hospital  was  at  the 
time  excellent.  The  patient  was  removed  the  next  day,  but  of  the 
next  ten  patients  confined  in  adjoining  wards,  nine  were  attacked 
with  puerperal  peritonitis,  the  only  one  who  escaped  being  a  case 
•of  abortion." 

We  get  a  little  nearer  to  the  present  time  as  we  find  Fraenkel 
isolating  from,  a  number  of  cases  of  septic  poisoning  a  chain-form- 
ing micrococcus,  which  he  at  first  regarded  as  streptococcus  puer- 
peralis;  subsequently  he  satisfied  himself  of  its  identity  with  a 
similar  micrococcus  in  pus. 

Winckel  also  cultivated  a  streptococcus  from  a  case  of  puerperal 
peritonitis.  "It  produced  an  erysipelatous  rash  in  the  ear  of  a  rab- 
bit, and  was  similar  in  its  characters,  both  morphologically,  and  -in 
artificial  cultivation  to  the  streptococcus  found  in  erysipelas." 

Pfannenstiel,  after  his  laborious  investigations  came  to  the  con- 
clusion that  the  streptococcus  from  pus,  from  erysipelas,  and 
diphtheritic  affections  of  the  pharnyx  had  all  the  power  of  setting  up 
puerperal  septicaemia. 

At  a  congress  of  surgeons  in  Berlin,  April  4,  1891,  Jordan,  of 
Heidelberg;-  related  a  case  of  a  girl  sixteen  years  of  age  with  a 
phlegmon  on  the  forehead.  Six  days  after  admission  there  was 
fluctuation  over  the  tibia  with  collateral  oedema,  and  typical  erysip- 
elas of  the  lower  thigh.  Haemorrhagic  pus  was  evacuated.  Nineteen 
days  later  erysipelas  developed  around  the  wound  in  the  forehead, 
which  disappeared  in  five  days.  From  the  edge  of  the  erysipela- 
tous zone  small  pieces  of  skin  were  excised  and  placed  upon  gelatin, 
and  a  culture  of  the  staphylococcus  pyogenus  aureus  was  the  result. 
The  patient's  nurse  caught  erysipelas  from  her,  and  upon  investi- 
gation the  same  coccus  was  found  in  this  case.  Jordan  expressed 
his  conclusions  that  serologically  erysipelas  is  not  a  specific  disease 
but  as  a  rule  developed  through  the  agency  of  this  staphylococcus. 

Is  it  possible  that  in  my  case  the  septicaemia  may  have  been 
"brought  about  through  auto-infection?  By  this  term  I  mean  infec- 
tion through  the  agency  of  germs  already  residing  in  the  body  ; 
I  believe  it  possible. 
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Those  of  us  who  are  not  actively  engaged  in  bacteriological 
researches  (and  that  means  nearly  all  of  us)  inevitably  come  to 
base  opinions  upon  the  published  results  of  the  investigations  of 
others  so  engaged,  and  we  easily  accept  those  theories  which  most 
readily  accord  with  our  clinical  experiences.  I  find  it  easy  to  be- 
lieve after  studying  the  writings  of  some  of  the  most  eminent 
bacteriologists  that  germs  causing  ordinary  decomposition  may 
continue  this  process  toward  septicaemia.  I  believe,  therefore, 
that  septicaemia,  through  auto-infection  is  possible  without  the 
agency  of  a  specific  germ,  and  that  possibly  it  occurs  often. 

Where  a  portion  of  placenta  has  been  retained  within  the  uterus, 
it  may  undergo  decomposition,  often  does,  especially  if  air  has 
been  admitted.  I  am  very  sure,  I  am  positive,  that  air  does  very 
often  find  admission  into  the  uterine  cavity  after  the  third  stage  of 
labor,  and  even  before,  at  times.  It  was  air  admitted  in  the  act  of 
turnine  that  made  Dr.  McLane's  little  friend  in  utero  utter  his  loud 

o 

protests  against  the  delay,  before  the  second  stage  had  begun,  and 
thereby  frightened  the  wits  out  of  the  whole  family.  In  his  case 
there  was  no  infection,  however.  When  the  large  uterine  glass 
tube  with  many  holes  is  used,  the  air  in  the  holed  portion  I  know 
is  often  injected  into  the  uterus. 

Lusk  (p.  655),  quotes  Hausman  as  reporting  a  case  of  auto- 
infection  in  the  rabbit  which  terminated  fatally.  A  portion  of 
membrane  retained  in  the  left  cornu  led  to  diphtheritic  loss  of  sub- 
stance in  the  lower  portion  of  the  vagina,  to  haemorrhagic  enteritis 
and  peritonitis. 

Listen  to  this  from  Playfair:  "Any  condition  giving  rise  to 
decomposition,  either  of  the  tissues  of  the  mother  herself,  of  matters 
retained  in  the  uterus  or  vagina  that  ought  to  have  been  expelled, 
or  decomposing  matter  derived  from  a  putrid  foetus,  may  start  the 
septicaemic  process.  It  is  interesting  to  note  that  puerperal  septi- 
caemia, arising  from  such  sources,  is  not  limited  to  the  human  race. 
In  the  debate  on  pyaemia  at  the  clinical  society,  Mr.  Hutchinson- 
recorded  several  well-marked  examples  occurring  in  ewes,  in  whose 
uteri  portions  of  retained  placenta  were  found." 

What  of  the  many  uneventful  post-partum  cases  in  which  putrid 
odor  and  the  character  of  the  lochia  show  that  fragments  are 
retained  within  the  uterus,  this  occurring  often  in  cases  where  the 
very  best-know^n  means  to  exclude  sepsis  have  been  employed? 

What  does  the  odor  show  ?  Decomposition,  nothing  else.  Then 
decomposition  within  the  uterine  cavity  does  not  necessarily  lead 
to  infection  ?    Surely  not,  but  much  more  frequently  than  is  sup- 
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posed.  How  is  infection  averted  in  the  presence  of  decomposition  ? 
Thereby  that  it  takes  shorter  time  for  nature,  under  favorable  con- 
ditions, to  initiate  an  active  process  of  healing  than  it  does  for 
decomposition  to  begin,  and  healing,  granulating  surfaces  do  not 
absorb,  such  is  the  rule.  But  how  can  it  be  that  decomposition  may 
lead  to  infection  without  it  being  known  to  the  accoucheur  ?  In 
many  cases  symptoms  have  not  been  appreciated,  but,  such  things 
as  a  slow  getting  up,  with  tardy  involution,  peri-  and  parametritis 
and  pelvic  pains  etc.,  undoubtedly  are  due  to  degrees  of  infection. 

It  is  not  my  purpose  to  consider  the  details  in  the  treatment  of 
puerperal  infection:  our  text-books  deal  better  with  them  1han  I 
could  here.  But  a  few  of  the  general  principles  which  guide  me  in 
my  own  work-  may  be  stated.  The  question  with  the  specialist, 
as  with  the  general  practitioner  is,  when  and  how  to  interfere 
when  aught  occurs  which  might  mean  danger. 

When  after  delivery  I  find  the  placenta  or  membranes  imperfect, 
I  at  once  explore  the  uterine  cavity  with  one  or  more  fingers,  and 
remove  what  I  can  of  the  fragments  left  behind. 

When  preparations  for  the  delivery  have  been  properly  made 
there  should  be  no  danger  of  introducing  sepsis  from  without  at 
such  a  time.  Where  such  procedure  seems  called  for  I  watch  the 
case  closely,  and  if  at  any  time  later  on  I  notice  a  trace  of  putrid 
odor  in  the  lochia.  I  use  my  blunt  curette  or  forceps  at  once.  If 
the  blunt  curette  will  not  remove  what  I  feel  does  not  belong  there, 
I  use  my  placental  forceps,  a  broad,  sharp  curette,  or,  best  of  all, 
where  it  is  possible,  the  finger  nail.  Intra-uterine  injections  alone 
in  these  cases  do  not  satisfy  me.  I  have,  however,  no  fear  of 
using  them  from  the  beginning,  and  do  so  whenever  they  may 
seem  indicated.  I  use  a  slightly  curved  glass  tube  with  only  one 
end-hole,  and  small  enough  to  leave  plenty  room  around  it  for  the 
return  flow.  Such  tube  can  easily  be  turned  so  as  to  change  the 
direction  of  the  stream.  I  never  introduce  it  except  immediately 
after  delivery,  without  using  a  vaginal  speculum,  that  I  may  first 
cleanse  the  vagina  and  cervical  canal  thoroughly,  and  make  the 
introduction  gently  and  rapidly.  A  tri-valve  is  the  best,  for  after 
the  introduction  of  the  tube  filled  with  the  fluid,  it  can  be  slipped 
out  and  off  the  tube  if  desired.  All  this  can  be  done  with  the 
patient  upon  the  douche-pan,  but  for  greater  comfort  to  the  doctor 
or  nurse,  the  patient  may  be  brought  to  the  edge  of  the  bed.  When 
all  is  done  by  sight  in  this  manner,  it  is  safe  to  let  the  nurse  make 
the  irrigations,  where  they  have  to  be  repeated  often,  unless  she  be 
stupid,  in  which  case  she  is  dangerous  to  have  around  in  any  capac- 
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ity.  A  head-mirror  is  always  in  my  bag.  The  nurse  may  use  it 
or  a  hand-mirror.  By  following  this  plan  I  have  never  caused 
convulsions  or  shock,  nor  poisoned  by  carbolic  acid,  or  sublimate, 
and  have  not  carried  septic  material  from  the  vagina  into  the 
uterus.  I  now  always  use  a  very  weak  creolin  solution,  or  pure 
water.  I  believe  that  I  have  in  a  measure  to  thank  my  following 
this  general  method  for  the  fact  that,  in  my  own  practice,  I  have 
never  lost  a  case  in  confinement;  all  the  cases  of  advanced  puer- 
peral infection  that  I  have  seen  have  been  in  consultation.  In  nearly 
all  of  these  I  have  been  called  too  late,  and  in  every  one  of  them  I 
have  had  occasion  to  remove  from  the  uterine  cavity  decomposing 
tissues  that  should  have  come  away  before,  or  else  such  debris  has 
been  removed  by  the  attending  physician  before  I  have  been  called. 

Whenever  the  lochia  becomes  offensive  soon  after  delivery 
with  or  without  fever,  I  would  advise  the  use  of  the  dull  curette 
at  once,  provided  the  accoucheur  knows  that  he  and  his  instruments 
are  clean.  I  believe  that  a  goodly  number  of  deaths  from  septicaemia 
might  have  been  averted  if  the  attending  physician  at  once  upon  the 
appearance  of  the  first  danger  signal,  had  ascertained  whether  the  uter- 
ine cavity  was  empty,  instead  of  wasting  time  with  vaginal  douches. 
Only  two  little  points  more  and  I  am  done.  I  really  think  that 
pure  water,  with  perhaps  a  little  salt  in  it,  is  every  bit  as  efficacious 
as  the  various  solutions  generally  used.  The  irrigation  is  done  for 
the  purpose  of  carrying  away  debris.  A  fluid,  germicidal  in 
strength,  or  even  much  weaker  than  that,  may  not  be  without  risk  to 
the  patient,  and  to  cover  the  bad  odor  of  the  lochia  with  another 
smell  is  not  to  remove  the  cause  of  it. 

I  would  urge  that  in  all  cases  after  injections,  the  fluid  be  well 
emptied  out  of  the  vagina. 

With  this  I  leave  the  subject  for  the  present.  It  is  too  large  of 
course  to  cover  in  one  evening.  I  know  you  will  not  all  agree 
with  me  in  some  thoughts  I  have  expressed,  and  will  discuss  them. 
Not  until  truth  is  established  do  discussions  cease,  and  all  the  truth 
in  these  things  is  not  yet  found,  albeit  the  many  busy  brains  are 
working  more  and  more  along  converging  roads.  If  I  have  not 
placed  before  you  many  new  and  incontestable  proofs,  I  trust  I 
may  have  at  least  brought  to  your  minds  a  few  new  thoughts 
which  may  be  of  service  to  you  in  your  own  investigations,  the  re- 
sults of  which  I  hope  may  be  more  brilliant  than  have  been  my 
own  humble  efforts. 
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OPERATION  FOR  RELIEF  OF  PUERPERAL  FEVER,  WITH 
REPORT  OF  TWO  CASES. 

By  Paul  Outerbridge,  M.  D. , 

Attending  Surgeon,  New  York  Cancer  Hospital,  and  Assistant  Surgeon  Woman's  Hospital, 

New  York. 

It  is  with  some  hesitancy  that  I  bring  this  subject  to  your  atten- 
tion, but  I  am  sure  it  is  one  that  is  worthy  of  careful  consideration 
and  action,  not  only  on  our  own  part,  but  on  that  of  the  general 
practitioner.  Though  the  subject  of  puerperal  fever  and  its  treat- 
ment is  by  no  means  new,  yet  it  is  especially  interesting,  and  I 
shall  hope  to  throw  a  little  light  on  it. 

Without  entering  into  a  technical  and  lengthy  account  of  its 
origin,  I  will  briefly  say,  respecting  puerperal  fever,  that  its  usual 
cause  in  my  opinion  is  some  septic  material  introduced  from  with- 
out and  coming  either  from  the  hands  or  from  instruments  or 
appliances  of  the  operator.  Occasionally,  however,  it  originates 
from  an  exceedingly  large,  raw,  and  of  course  pus-excreting  surface 
within  the  uterus,  coupled  with  a  large  distended  endometrium,  and 
possibly  a  slight  constricted  cervix.  I  shall  not  refer  to  retained 
placenta  in  this  paper  as  a  cause,  for  I  feel  now  that  each  member 
present  would  not  have  such  a  case  in  his  practice. 

If  introduced  from  without  and  not  through  appliances  of  the 
operator,  it  is  usually  because  the  cervix  and  vaginal  orifices  are 
very  large  and  have  not  the  proper  external  protection. 

But  whatever  the  origin  or  extent  of  infection,  the  first  duty  of 
the  surgeon  is  to  cut  off  the  spread  of  this  septic  material,  and  to 
cleanse  thoroughly  the  parts  already  involved.  If  he  should  deter- 
mine on  examination  that  the  infection  has  not  extended  beyond 
the  uterine  cavity,  local  intra-uterine  and  vaginal  application  will 
usually  meet  all  requirements,  with  perhaps  small  doses  of  quinine 
and  saline  cathartics. 

I  will  now  state,  giving  my  reasons  therefor,  what  treatment  is 
employed  by  me  in  cases  where  the  disease  is  limited  strictly  to  the 
uterine  cavity,  and  has  not  invaded  the  peritonaeum.  This  treat- 
ment will  probably  meet  with  the  disapproval  of  many  of  the  mem- 
bers present,  but,  in  the  employment  of  it,  I  have  almost  invariably 
met  with  success. 

If  I  am  called  to  see  a  case  from  the  second  to  the  seventh  day 
after  confinement,  the  patient  having  a  rapid  intermitting  or  rapid 
bounding  pulse,  with  a  dry,  reddish-brown  tongue,  temperature 
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varying  from  ioo°  to  1040,  abdomen  distended,  considerable  pelvic 
pain,  patient  slightly  delirious,  bowels  constipated,  it  is  my  custom 
to  make  careful  inquiry  as  to  treatment,  and  especially  if  vaginal 
and  intra-uterine  douches  have  been  given.  If  intra-uterine  douches 
have  been  administered,  my  suspicion  is  at  once  excited,  and  being 
satisfied  on  this  point,  I  proceed  carefully  to  examine  externally  the 
abdomen,  and  then  make  bimanual  examination  on  back,  after 
which  the  patient  is  placed  in  Sims'  position  and  another  careful 
digital  examination,  per  vaginam,  is  made.  Usually  little  is  found 
except  the  distended  abdomen,  slightly  torn  vagina,  lacerated 
'cervix,  large  uterus,  possibly  a  little  peri-uterine  inflammation 
and  perhaps  slight  or  profuse  sanguino-purulent  discharge,  with 
slight  or  decided  odor.  All  this  might  and  usually  does  occur  in  a 
normal  case,  with  the  exception  of  the  distension.  I  now  thor- 
oughly cleanse  the  vagina,  either  with  the  aid  of  a  Sims'  speculum 
and  large  absorbent  cotton  wads  on  forceps  (which  I  here  show) 
that  are  saturated  in  1  to  2,000  bichloride,  and  then  thoroughly 
swab  over  the  vaginal  surface  until  clean;  or  by  the  aid  of  a  small 
brush  and  tincture  of  green  soap.  The  latter  method  I  prefer.  After 
this,  the  uterus  is  pulled  down  with  a  tenaculum,  Sims'  speculum 
being  in  place,  and  if  the  cervical  canal  is  thoroughly  pervious, 
which  is  ascertained  by  means  of  a  cotton  wad  on  the  forceps, 
about  the  size  of  two  fingers,  I  proceed  to  cleanse  the  uterine  cavity, 
strictly  with  cotton  wads  dipped  in  plain  hot  water.  But  if  the 
canal  is  constricted,  it  is  at  once  thoroughly  dilated  and  the  cleans- 
ing process  above  described  is  employed.  It  is  usual  to  find  the 
discharge  at  first  extremely  offensive  and  profuse,  but  I  proceed 
with  the  cleansing  in  the  manner  described  until  the  cotton  wads 
are  withdrawn  from  the  uterus,  perfectly  free  from  odor  and  dis- 
charge. After  which  I  dip  the  wads  in  the  bichloride  solution  and 
swab  the  uterine  cavity  until  disinfection  is  complete.  I  then  pass 
a  long,  slim  and  flexible-tipped  sound  or  probe,  slightly  bent  at  the 
end,  into  the  uterine  cavity,  and  endeavor  to  pass  it  in  either  or 
both  of  the  tubes.  (This  instrument  here  shown. )  If  I  do  not  suc- 
ceed in  passing  this  instrument  in  either  of  the  tubes,  I  do  not  regard 
this  as  positive  evidence  that  they  are  not  especially  pervious,  but, 
until  I  have  watched  the  patient  for  one  or  two  hours,  I  do  not  feel 
justified  in  resorting  to  treatment  more  radical  than  that  which  I 
will  now  describe. 

I  at  once  gave  the  patient  one  ounce  of  Epsom  salts  in  solution, 
unless  the  patient  is  very  restless,  in  which  case  I  first  administer 
hypodermically  three  minims  of  Magendie,  which,  in  my  experi- 
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ence,  usually  enables  the  patient  to  retain  the  dose.  The  patient  is 
put  on  her  back  and  kept  perfectly  quiet  for  one-half  hour.  At  the 
end  of  this  time,  if  the  bowels  have  not  moved,  a  rectal  tube  is 
passed,  and    a  high  stimulating  enema  is    given,   as  follows  : 

~Bf     Turpentine  §ss. 
Glycerine  §ss. 
Warm  soap-suds  §v. 

which,  combined  with  the  salts,  should  move  the  bowels  at  this 
time.  If  it  does,  the  temperature  will  gradually  fall,  the  patient 
regain  her  mental  faculties,  and  if  the  cleansing  of  the  uterus  is 
carried  out  as  I  have  before  suggested,  strictly  with  the  cotton  wads 
every  one,  two,  three,  or  four  hours,  as  is  necessary,  the  tongue 
will  quickly  clear  up,  and  a  favorable  issue  is  sure  to  result.  If, 
however,  no  action  is  had  from  the  salts,  a  second  dose  should  be 
given,  and  if  the  stomach  is  not  irritable,  a  teaspoonful  of  the  satu- 
rated solution  should  be  given  every  fifteen  minutes.  If  the  tem- 
perature falls  and  the  stomach  remains  quiet  the  solution  of  Epsom 
salts  should  be  continued  until  the  bowels  are  affected.  If,  how- 
ever, the  symptoms  become  aggravated,  and  no  result  from  the 
bowels  can  be  obtained,  it  is  better  in  my  judgment  to  deal  with  the 
case  in  the  perfectly  radical  manner  which  I  shall  shortly  describe. 

I  do  not  mean  to  say  that  this  line  of  treatment  is  infallible,  nor 
do  I  say  that  I  can  give  an  empirical  formula  for  any  individ- 
ual case,  for  each  one  must  be  seen  and  its  treatment  can  be  deter- 
mined on  only  after  a  careful  analysis  of  the  symptoms. 

This  I  should  like  to  emphasize,  and  that  is  that  the  disease  is  a 
particularly  insidious  one,  subjecting  the  physician  in  the  treatment 
of  it  to  the  doubts  and  difficulties  which  beset  a  man  endeavoring 
to  walk  on  the  quicksands,  where  one  step  in  the  wrong  direction 
or  a  moment's  delay  may  prove  fatal.  Having  described  what,  in 
my  opinion,  should  be  done,  where  the  probe  does  not  pass  easily 
through  one  or  both  of  the  tubes  into  the  abdominal  cavity,  I  will 
now  consider  in  the  case  where  the  probe  does  pass  through  the 
tubes  and  where  intra-uterine  injections  have  been  given,  what 
method  of  treatment  should  at  once  be  employed  to  give  the  patient 
a  living  chance.  To  make  the  matter  clear,  I  cite  two  cases  that 
occurred  in  my  own  private  work. 

Before  describing  these  two  cases,  I  should  like  to  state  that  in 
my  judgment  vaginal  douches  may  usually  be  given  with  impunity. 
In  fact  I  advocate  them  in  most  cases  following  child-birth. 

Intra-uterine  douches,  however,  I  regard  as  dangerous  even 
where  the  precaution  has  previously  been  taken  of  passing  a  probe 
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to  ascertain  whether  the  sound  can  be  passed  easily  through  the 
tubes.  If  it  can,  in  view  of  the  existing  appliances,  it  is  extremely 
dangerous  to  administer  intra-uterine  douches,  as  will  appear  by 
the  two  cases  which  I  am  about  to  report,  and  in  which  the  fluid 
thus  injected  entered  the  abdominal  cavity. 

The  first  case  that  I  shall  report  occurred  in  Dr.  Armstrong's 
practice  at  Rutherford,  N.  J.  I  was  called  on  a  Saturday  night  at 
about  seven  o'clock,  after  I  had  had  a  long  fatiguing  day  at 
the  hospital.  Time  was  limited  and  I  started  off  hurriedly,  taking 
with  me  instruments  for  any  emergency.  I  arrived  at  the  place 
about  9  p.m.,  the  patient  had  been  confined  two  days  before  and  was 
in  rather  a  prostrated  condition,  slightly  delirious,  had  aseptic  breath 
a  dry,  reddish-brown  tongue,  skin  clammy,  pulse,  rapid,  weak  and 
intermitting,  temperature  1030,  extreme  temperature  accompanied 
with  considerable  pain,  which  was  very  much  increased  with 
pressure.  Little  was  ascertained  by  local  and  bimanual  examina- 
tion. The  bowels  of  course  were  constipated.  The  patient  was 
put  on  her  side,  examined,  vagina  and  uterus  swabbed  thoroughly, 
the  latter  being  very  much  dilated.  Perinaeum  and  cervix  slightly 
lacerated,  discharge  about  normal  but  having  some  slight  odor. 
So  little  was  ascertained  by  these  examinations  that  I  decided  to  do 
nothing  further  except  to  continue  the  swabbing  every  hour,  and 
to  give  at  once  the  Epsom  salts  and  quinine,  as  before  suggested. 
It  was  after  all  this  had  been  done,  that  I  ascertained  from  the 
doctor  that  he  had  been  giving  the  patient  intra-uterine  douches. 
It  then  occurred  to  me  that  the  tubes  might  have  been  distended 
and  that  some  of  the  fluid  might  have  entered  the  peritoneal  cavity. 
The  patient  was  at  once  put  on  the  table  again  and  on  using  a 
sound  and  long  curette  I  found  that  it  passed  easily  through 
the  left  tube  into  the  abdominal  cavity.  I  now  felt  satisfied  that 
further  delay  would  be  fatal,  and  I  advised  immediate  exploration 
of  abdomen  for  cutting  off  the  source  of  infection  and  to  cleanse 
thoroughly  the  part  already  involved.  Situation  explained  and 
assent  given.  Condition  of  house  indicated  limited  income,  and, 
it  being  Saturday  night,  everything  was  in  a  state  of  disorder.  I 
ordered  that  the  dining  room  be  cleaned  for  operation,  and  water 
was  heated.  It  was  now  about  12  o'clock,  and  at  12:30  the  patient 
was  put  on  the  large  dining-room  table  and  chloroformed.  The 
room  was  large  and  lighted  with  only  two  small  lamps  which 
afforded  the  poorest  kind  of  light.  The  abdomen  was  thoroughly 
scrubbed,  after  which  the  usual  median  incision  was  made.  The 
distended  intestines  rolled  out  all  over  the  abdomen  and  they  had 
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to  remain  unprotected  as  there  were  no  towels  that  could  be  used 
for  this  purpose.  Recent  peritonitis  was  apparent  everywhere  in 
the  pelvic  viscera,  and  in  the  pelvis  next  to  the  left  tube  was  several 
ounces  of  fluid  which  I  believe  to  have  come  through  this  tube  at 
the  time  of  the  uterine  irrigation.  The  uterus  was  about  the  usual 
size;  the  left  tube  and  ovary  were  brought  up  to  view;  the  tube  was 
about  an  inch  and  a  quarter  long,  the  diameter  of  its  canal  being 
about  that  of  the  end  of  my  little  finger.  It  was  tied  off  as  close  to 
the  uterus  as  possible.  The  right  tube  seemed  to  be  about  normal, 
but  having  some  fears  as  to  its  condition,  I  concluded  to  remove  it, 
which  I  did.  The  abdominal  cavity  was  now  thoroughly  irrigated 
with  about  two  gallons  of  plain  boiled  water,  temperature  about  1060 
or  1080;  intestines  carefully  replaced  and  all  adhesions  broken  up, 
the  wound  sutured  with  the  aid  of  my  needle  and  silver,  and  my 
usual  dressing  of  plain  baked  bismuth  and  absorbent-gauze  applied. 
The  patient  at  once  replaced  in  bed  and  a  second  dose  of  Epsom 
salts  administered  before  she  recovered  from  the  anaesthesia.  The 
patient  had  considerable  shock;  half  ounce  whiskey,  a  pint  of  warm 
water  and  a  little  table  salt  was  thrown  into  the  bowels,  per  rectum 
and  seemed  beneficial.  At  5  o'clock  in  the  morning  the  patient  had 
comfortable  and  copious  movement  from  the  bowels  with  large 
escape  of  gas.  Extreme  prostration  resulted;  4  minims  of  Magendi 
was  given,  and  the  above  mentioned  enema  of  whiskey  and  warm 
salt  water  repeated.  The  patient's  condition  gradually  improved 
until  7  o'clock,  when  I  left.  In  the  afternoon,  Dr.  Anderson  of  the 
New  York  Cancer  Hospital  saw  the  patient  and  reported  patient 
doing  well.  Two  days  later  I  saw  the  patient  and  found  everything 
satisfactory.  Drs.  Armstrong  and  Tygat,  particularly  bright  men, 
continued  the  care  of  the  case  for  a  week.  At  the  end  of  this  time  I 
removed  the  sutures.  The  patient  was  then  in  first-class  condition, 
pulse,  temperature,  and  respiration  normal,  tympanites  relieved  and 
bowels  regular.  Fourteen  days  after  operation  the  doctor  reported 
everything  normal,  except  that  the  patient  seemed  in  a  typhoid  con- 
dition, and  much  to  my  surprise,  three  days  afterwards  I  heard  of 
her  death. 

The  second  case  was  the  wife  of  a  physician,  and  I  saw  her 
three  days  after  the  confinement.  She  presented  a  line  of  symp- 
toms very  similar  to  those  of  the  first  case,  with  the  exception  that 
a  probe  could  not  be  passed  through  the  tube.  Immediate  opera- 
tion was  advised,  and  as  the  situation  was  such  a  distressing  and 
urgent  one,  it  was  consented  to  at  once.  In  this  case  the  neck  of 
the  uterus   was  very  soft  and  widely  dilated.    On  entering  the 
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abdominal  cavity  in  the  usual  way  I  found  a  small  amount  of  fluid 
in  the  cul-de-sac  with  extensive  pelvic  peritonitis.  The  uterus  in 
this  case  was  fixed  and  rather  large.  All  the  recent  adhesions  were 
broken  up  and  the  cavity  thoroughly  douched  as  in  the  previous 
case.  This  operation  was  done  under  the  most  favorable  circum- 
stances. The  bowels  moved  the  following  day  after  operation,  and 
though  the  patient  did  not  do  so  very  well  at  first,  she  made  a  per- 
fect recovery.  At  the  operation  the  left  tube  was  found  short  and 
somewhat  dilated,  though  not  marked.  Both  tubes  were  removed, 
and  the  operation  completed  as  in  the  other  case.  I  shall  omit  all 
the  details  in  this  case  as  the  patient  is  a  physician's  wife.  Since 
that  time  I  have  seen  two  cases,  in  one  of  which  I  advised  imme- 
diate operation,  but  my  advice  was  not  followed.  Death  resulted 
two  days  later.  Second  case  was  seen  the  second  day  after  confine 
ment.  Symptoms  not  such  as  to  warrant  operation.  I  was  not 
called  again  to  see  this  case,  but  learned  ten  days  later  that  death 
occurred  seven  days  after  confinement.  Having  had  this  experi- 
ence, I  deem  it  advisable  to  operate  in  cases  of  this  kind,  and  I  also  feel 
that  I  am  justified  in  the  belief  that  promiscuous  intra-uterine 
irrigation  is  a  dangerous  procedure  in  these  cases  of  confine- 
ment. I  believe  that  an  article  on  this  subject  has  been  contributed 
by  Dr.  Price  though  when  this  was  done  I  had  never  heard  of  it. 


REVIEW  OF  SEVEN   CASES   OF   PROGRESSIVE  ASTHENIA 
THE  RESULT  OF  CHILD-BEARING.1 

By  John  G.  Perry,  M.D., 

New  York. 

I  bring  these  cases  before  you  to-night  hoping  to  clothe  them  with 
such  interest  that  your  attention  may  be  challenged,  not  so  much 
because  they  are  attended  with  dangers  that  threaten  life  as  be- 
cause they  destroy  its  usefulness  and  bring  untold  misery  upon  the 
family  circle.  They  are,  besides,  cases  that  usually  annoy  and 
harass  the  general  practitioner  who  too  often  turns  from  them  with 
annoyance  if  not  disgust  because  of  their  intractability  and  obstin- 
ate refusal  to  rally  to  the  means  usually  adopted  for  the  restora- 
tion of  weakened  and  depraved  constitutions.  Then  too  they  are 
allied  somewhat  closely  to  those  cases  where  deterioration  marks 

1  Read  at  a  meeting  of  The  New  York  Obstetrical  Society,  held  March  15, 
1892. 
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the  inroad  of  serious  organic  changes  threatening  the  destruction 
of  special  organs,  such  as  the  eyes  and  the  kidneys.  Predisposi- 
tion ranks  as  a  factor  also  and  thus  places  them  among  the  types 
of  constitution  prone  to  evil  sequences.  The  main  feature  is  the 
extreme  loss  of  vital  power  which  usually  begins  either  towards 
the  termination  of  labor  or  after  the  birth  of  the  first  child  but  does 
not  become  a  permanent  factor  till  the  second  child  is  born  and 
then  steadily  progresses  as  gestation  is  repeated. 

The  term  asthenia  better  represents  this  loss  of  power  than 
neurasthenia,  the  former  indicating  simple  absence  of  force  or 
strength  of  the  general  system,  the  latter  debility  or  impaired 
activity  of  special  nerves  or  systems. 

Hysteria-is  the  termusually  applied  by  the  superficial  observer  but 
this  is  a  stigma  which  should  at  once  be  removed;  it  may  accompany 
and  complicate  many  cases,  but  such  I  have  expressly  avoided. 

Loss  of  power  to  the  general  system  disproportionate  to  the  suffer- 
ings endured,  as  I  have  said,  is  the  primary  feature  that  presents 
itself ;  following  close  upon  this  is  commencing  atrophy  of  the 
pelvic  cellular  tissue,  due  probably  to  arrested  involution,  but 
which  may  go  on  to  fatty  degeneration  involving  the  cellular  tissue 
of  the  whole  abdominal  as  well  as  of  the  pelvic  cavity.  Next  in  order 
comes  a  mental  derangement  which  becomes  notably  emphasized 
at  the  approach  of  each  menstrual  period  and  which  may,  if  not 
checked,  develop  at  the  termination  of  labor  into  puerperal  mania. 
This  latter  may  be  a  neurosis  of  pelvic  origin  manifesting  itself 
outside  the  generative  circle,  since  it  is  slow  of  development  and 
marked  by  periods  of  exacerbation. 

One  more  feature  must  be  presented  and  I  will  then  have  given 
you  the  physiognomy  of  my  subject.  While  atrophy  (from  ar- 
rested involution)  or  degeneration  is  taking  place  in  the  cellular 
tissue  supplying  support  and  maintenance  to  the  pelvic  organs,  their 
involuntary  muscular  fibres  are  not  involved  in  the  degeneration 
nor  can  there  be  found  evidences  of  true  areolar  hyperplasia. 

My  theme  is  to  establish  the  fact  that,  in  certain  women,  there  is 
a  predisposition  from  causes  unknown,  to  yield  their  vitality  in  the 
natural  processes  of  child-bearing  in  such  a  manner  as  to  interrupt 
the  retrograde  metamorphosis  or  involution  of  the  pelvic  cellular 
tissue  independent  and  apart  from  the  muscular  fibres,  and  that 
this  metamorphosis  once  interfered  with,  tends  to  atrophy  and 
fatty  degeneration  which  cannot  be  arrested  by  any  known  method 
of  treatment.  Also,  that,  from  this  atrophy,  the  pelvic  and  super- 
pelvic  organs  lose  their  proper  support  and  provoke  the  sensations 
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and  mental  phenomena  to  be  described  in  the  relation  of  the  fol- 
lowing cases: 

Case  I. — Mrs.  P.,  of  Albany,  applied  to  me  November  5,  1878, 
with  the  following  history:  She  was  the  mother  of  two  boys  of 
which  she  was  very  proud  but  for  whose  future  she  was  absurdly 
alarmed  lest  they  should  die  a  premature  death,  but  for  which  she 
could  give  no  well-grounded  reason.  Since  the  birth  of  her  first 
child  she  had  never,  even  for  a  day,  felt  well. 

Nothing  of  note  occurred  at  or  subsequent  to  her  first  delivery. 
Convalesence  was  slow  and  in  fact,  as  she  expressed  it,  "  had  never 
ended."  The  second  child  was  born  two  years  later  and  nothing 
worth  recording  attended  that  labor.  Was  unable  to  nurse  either 
of  the  children,  not  from  want  of  milk  but  because  it  exhausted 
her  and  the  children  did  not  gain  and  the  physician  advised  her  to 
abandon  it.  Locomotion  was  almost  impossible  to  her  as  there 
would  come  a  sense  of  dragging  and  exhaustion  that  made  her  feel 
like  sitting  down  in  the  street  rather  than  make  the  effort  to  pro- 
ceed further.  Her  family  physician  had  told  her  over  and  over 
again  that  there  was  nothing  the  matter  with  her;  other  physicians 
had  repeated  the  same,  yet  she  could  not  understand  it.  Men- 
struation was  regular  and  not  attended  with  pain  yet  at  such  times 
she  felt  worse,  became  despondent  and  either  wanted  her  family 
wholly  out  of  sight  or  constantly  present,  lest  her  forebodings  of 
evil  should  come  to  pass  during  their  absence. 

Examination  of  urine  revealed  nothing  beyond  a  specific  gravity 
below  the  normal,  feebly  acid  reaction  and  small  amount  of  urea. 

Physical  examination  presented  all  the  organs  in  place  and 
without  enlargement  or  tenderness.  The  vaginal  walls  seemed 
attenuated  and  the  pelvic  cavity  capacious  with  the  uterus  some- 
what in  descent  but  which,  in  the  standing  position,  did  not  increase. 

Pessaries  had  been  tried,  with  the  hope  of  affording  relief,  but 
they  annoyed  rather  than  helped  her.  The  perinseum  was  intact 
and  the  vaginal  walls,  though  relaxed,  were  not  sufficiently  so  to 
constitute  a  rectocele  or  cystocele. 

Finding  there  was  nothing  to  be  done  beyond  what  the  family 
physician  could  do  in  the  way  of  restoring  her  general  health  I 
advised  her  to  abandon  all  further  efforts  to  seek  relief  from  treat- 
ment since  it  would  only  force  the  physician  to  essay  some  radical 
means  that  to  my  mind  would  avail  but  little  and  only  end  in  dis- 
appointment. I  did  however  charge  her  not  to  expose  herself  to 
pregnancy,  setting  forth  all  its  possibilities  and  the  view  I  held  of 
its  responsibility  for  the  condition  she  was  in. 
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The  explanation  satisfied  her  and  she  has  gone  to  this  time  with- 
out becoming  pregnant,  and  while  unable  to  accomplish  much 
more  in  the  way  of  locomotion  has  adjusted  her  life  to  her  con- 
dition, yet  with  no  abatement  in  the  periodical  melancholy  and 
mental  aberrations. 

The  second  case  is  so  similar  to  this  that  I  will  not  take  your 
time  in  relating  it. 

Case  III. — Mrs.  W.  consulted  me  in  1882  with  a  history  as  fol- 
lows :  Had  borne  two  children,  both  living.    Up  to  the  time  of 
her  first  confinement  had  regarded  herself  as  perfectly  well.  She 
was  twenty-six  years  of  age  at  the  birth  of  her  first  child  and 
twenty-eight  at  the  birth  of  the  second.  The  youngest  was  nineteen, 
yet  since  its  birth,  she  has  never  been  able  to  walk  without  assist- 
ance, as  it  produced  such  a  weight  in  the  pelvis  with  backache  and 
pain  at  the  base  of  the  head.    Menstruation  was  fairly  regular  and 
without  local  pain,  but  when  present  and  on  its  approach  all  her 
symptoms  became  exaggerated.     "A  dark  sombre  cloud  rested 
upon  her,"  as  she  expressed  -it,  and  she  became  gloomy  and  de- 
spondent.   Her  husband  told  me  that  she  often  shut  herself  up  in 
her  room  and  refused  all  food  and  intercourse  with  the  family.  On 
two  occasions  she  had  threatened  his  life.    In  the  intervals  of 
menstruation  she  was  gentle  and  considerate  and  would  often  re- 
proach herself  for  what  she  had  said  and  done.    A  physical  exami- 
nation revealed  nothing  beyond  a  slight  descent  of  the  uterus  with 
attenuated  vaginal  walls.    The  uterus,  ligaments  and  ovaries  could 
be  distinctly  defined,  yet  were  without  tenderness  or  enlargement. 
I  placed  her  under  the  rest-cure  and  for  nearly  eight  months,  em- 
ploying every  means  at  my  command  to  enable  her  to  walk  but 
without  marked  result.    She  gained  more  endurance  and  was  more 
tractable  during  the  menstrual  period  but  otherwise  was  much  the 
same.    She  could  take  iron  as  freely  as  wine.    At  my  request,  her 
husband  secured  a  country  place,  where  she  could  live  as  much  as 
possible  in  the  open  air.    About  a  year  after  this  she  wrote  me  a 
very  severe  and  reproachful  letter,  charging  me  with  all  her  ills  and 
woes  and  refusing  longer  to   protect  herself  against  exposure  to 
pregnancy.    She  conceived  and  for  a  while  impoved,  stimulated 
probably  by  the  formative  action  that  had  been  excited,  but  it  ter- 
minated about  the  sixth  month  and  she  began  again  to  decline,  but 
went  through  her  labor  attended  by  the  local  physician,  giving  birth 
to  a  feeble  strumous  boy,  that  at  the  age  of  four  was  crippled  by 
coxitis  and  died  of  pneumonia  at  the  age  of  six.    The  husband 
died  shortly  after,  and  the  patient  is  in  a  retreat. 
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Case  IV. — Mrs.  B.,  of  this  city,  mother  of  four  boys,  herself 
one  of  a  family  of  five  children  all  well  and  strong.  Two  of  her 
sisters  had  married,  borne  children  and  remained  in  good  health. 
With  the  exception  of  the  fact  that  she  suffered  at  the  time  of  her 
monthly  period,  considered  herself  well  up  to  the  birth  of  her  first 
child.  At  the  birth  she  received  a  slight  laceration  of  the  neck  of 
the  womb  and  to  this  was  attributed  the  languid  convalescence  that 
followed.  For  this  laceration  she  received  an  operation  and,  very 
shortly  after,  conceived  again  but  miscarried  at  the  fourth  month  ; 
cause  unknown.  Other  pregnancies  followed  and  were  carried  to 
full  term.  When  I  first  saw  her  it  was  with  the  object  of  deciding 
the  cause  of  her  disability  for,  at  this  time,  her  four  boys  were  grown 
and  three  of  them  to  manhood.  She  had  received  at  the  hands  of 
one  of  our  best  gynaecological  surgeons  two  operations  for  recto- 
cele,  one  for  cystocele,  and  two  for  a  lacerated  perinseum,  the  first 
not  being  an  entire  success.  When  I  sawr  her  she  was  in  despair, 
having  sacrificed  herself  to  many  operations,  after  each  of  which 
she  had  been  told  she  would  be  well,  yet  she  claimed  she  was  not 
well,  that  walking  was  as  painful  as  ever  and  climbing  stairs  an 
impossibility,  so  that  her  husband  had  erected  an  elevator  in  the 
house  to  enable  her  to  drive,  and  thus  escape  from  a  life  of  absolute 
retirement.  I  found  by  examination  that  in  spite  of  her  operations 
the  uterus,  though  measuring  three  inches,  was  slightly  in  descent 
and  lying  anteverted  upon  the  bladder.  It  was  with  the  greatest 
difficulty  that  the  cervix  could  be  brought  into  view  so  lax  and 
attenuated  were  the  vaginal  walls.  They  seemed  as  thin  as  the 
walls  of  the  intestines  and  possessed  the  same  bluish  tint.  One 
might  think  this  natural  after  the  stretching  received  from  the 
birth  of  four  children,  but  the  sense  of  tenuity  existed  everywhere 
throughout  the  pelvis  and  even  extended  to  the  abdomen  through 
the  atrophied  walls  of  which  every  organ  could  well  be  touched 
and  defined.  Added  to  this,  the  patient  exhibited  the  mental  con- 
ditions so  characteristic  of  a  dyscrasia.  Whenever  menstruation 
threatened  there  appeared  a  disposition  wholly  foreign  to  the 
woman  ;  jealousy  and  suspicion  attached  itself  to  every  one  about 
her  and  these  characteristics  increase  as  time  goes  on. 

Not  being  able  to  promise  relief  by  treatment  I  warned  her  against 
further  pregnancy  and  urged  her  to  move  into  the  country  and  there 
await  the  change  of  life  and  whatever  benefits  it  might  bring. 

Case  V. — Mrs.  F.,  eet.  forty-four,  had  had  four  children  and  two 
miscarriages,  the  latter  she  provoked,  as  she  thought  herself  too 
feeble  to  give  birth  to  healthy  children.    Was  well  till  after  the 
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birth  of  second  child  which  was  very  large  and  labor  very  tedious. 
At  every  effort  to  get  up  and  assume  her  household  cares,  became 
extremely  prostrated  and  faint,  with  sense  of  dragging  about  the 
hins  and  through  the  pelvic  region,  this  continued  till  she  became 
again  pregnant  when  she  improved  up  to  the  eighth  month  after 
which  she  was  seized  with  cramps  in  abdomen  whenever  she  at- 
tempted to  stand.  If  on  getting  up,  she  started  briskly  to  walk  she 
could  avoid  the  cramps,  but  in  place  of  it  came  a  "  distress7'  on 
the  top  of  the  head  that  confused  her  and  generally  ended  in  a 
severe  headache.  It  was  followed  by  a  protracted  labor  and  ended 
with  a  severe  laceration  of  the  perinaeum  involving  a  portion  of  the 
rectal  wall.  For  this  she  was  operated  on  by  a  specialist  of  this  city, 
as  soon  as  her  condition  permitted,  and  before  she  got  on  her  feet. 
On  first  walking,  the  old  sense  of  dragging  returned  and  was  fol- 
lowed by  a  severe  headache  that  generally  lasted  twenty-four  hours. 

At  this  period  she  consulted  me  and  I  found  her  in  the  follow- 
ing condition: 

Her  face  had  a  worn  and  distressed  appearance,  pupils  dilated, 
pulse  small  and  feeble.  The  sound  of  the  heart  could  scarcely  be 
heard  when  the  patient  was  lying  on  her  back.  The  uterus  was 
low  down  in  the  pelvis  but  in  position  as  regards  angle  and  with- 
out tenderness.  Abdominal  walls  extremely  lax  through  which,  by 
conjoined  manipulation,  everything  could  be  easily  examined  and 
from  which  that  sense  was  conveyed  of  relaxation  that  is  difficult 
to  describe.  Attenuation  best  expresses  it.  The  uterus  was  slightly 
enlarged  and  gave  suspicion  by  touch  that  impregnation  had  again 
taken  place.  I  found  this  probable  as  there  was  morning  sickness, 
and  she  had  passed  her  menstruation  nearly  ten  days.  This  proving 
to  be  the  fact  I  took  advantage  of  it  by  supplying  her  freely  with  iron, 
cod-liver  oil,  etc. ,  but  that  which  seemed  to  render  the  greatest  benefit 
and  almost  revived  my  hope  that  such  cases  might,  after  all,  be  bene- 
fited was,  the  administration  of  oxygen  gas  by  the  rectum.  Five 
gallons  were  given  daily  and  it  invariably  strengthened  the  pulse, 
improved  the  appetite  and  arrested  the  headache.  Towards  the 
latter  part  of  gestation  it  had  to  be  given  less  frequently  and  with 
greater  care  as  it  seemed  to  provoke  labor  pain.  I  attended  her 
myself  in  this  confinement  which  was  tedious,  so  much  so  that  I 
was  tempted  to  use  forceps,  but  I  feared  their  use  lest  I  should 
rupture  the  vaginal  walls  they  were  so  thin  ;  but  her  strength  was 
saved  by  the  free  use  of  bromide  of  ethyl.  The  uterus  contracted 
well,  but  the  pains  had  little  force  and  the  patient  seemed  to  have 
lost  her  power  over  the  voluntary  muscles.    After  the  child  was 
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born,  the  patient  passed  from  one  faint  into  another,  the  lips  and 
finger-nails  became  purple  and  friction  and  stimulants  were  required 
in  large  quantity  for  her  restoration. 

All  her  old  symptoms  of  dragging,  inability  to  walk  without 
assistance  and  head  pains  after  exertion,  returned  as  soon  as  she 
got  up,  and  nothing  that  I  could  advise  helped  her.  I  closed  the 
peringeum,  narrowed  the  vaginal  walls,  inserted  pessaries  and 
bound  her  in  abdominal  supports,  but  locomotion  and  standing 
were  still  attended  with  dragging,  exhaustion,  headache  and  nervous 
excitability.  In  this,  as  in  the  other  cases,  massage  failed  to  de- 
velop or  materially  strengthen  the  structures;  and  the  patient  re- 
mains unrelieved  so  far  as  I  know. 

Case  VI. — Mrs.  B.,  of  Cleveland,  set.  forty  three,  miscarried 
with  her  first  pregnancy,  but  subsequently  gave  birth  to  four  living 
children. 

Was  in  her  seventeenth  year  when  menstruation  first  appeared, 
and,  up  to  the  time  of  her  miscarriage,  suffered  severely  the  first  two 
days,  never  since.  After  the  birth  of  her  second  child  was  subject 
to  melancholia,  which  became  aggravated  by  nursing.  Acute 
mania  followed  the  birth  of  her  last  child.  When  I  saw  her,  she 
had  quite  recovered  from  this  and  was  reclining  on  a  couch  where 
she  passed  most  of  her  days,  not  being  able  to  walk  without  a  sense 
of  dragging  or  weight  in  the  pelvis.  If  persisted  in,  it  occasioned 
acute  pain  in  the  rectum  which  extended  upward  into  the  sacral 
region  and  through  the  bladder  causing  cystic  tenesmus.  After 
such  efforts,  either  a  severe  pain  at  the  base  of  the  head  or  partial 
loss  of  sight  followed.  Physical  examination  revealed  an  enor- 
mous amount  of  fat  in  the  lower  abdominal  walls,  with  almost  en- 
tire loss  of  muscular  structure.  Uterus  in  descent  and  lying  on  the 
floor  of  the  pelvis. 

Back  of  the  uterus  and  apparently  in  Douglas'  cul-de-sac,  was 
felt  a  large  soft  mass  like  a  lipoma  which  evidently  was  the  cause 
of  the  pain  in  the  rectum  and  bladder.  Vaginal  walls  thin  and 
attenuated.  This  case  will  doubtless  be  benefited  by  the  removal 
of  the  supposed  lipoma  and  Alexanders  operation  for  shortening 
the  ligaments,  but  the  patient's  consent  has  not  yet  been  secured 
for  these.  Much  benefit  has  been  derived  in  this  case  also  by  the 
use  of  oxygen  gas;  she  is  still  under  observation. 

Case  VII. — Mrs.  C.  consulted  me  in  October,  1887,  with  the 
following  history:  Was  married  in  1873  anc*  up  to  the  birth  of  her 
first  child  was  perfectly  well.  Labor  with  this  child  was  long  and 
exhaustive  and  she  did  not  rally  well  after  it.    Attempted  to  nurse 
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the  child  but  was  worried  and  harassed  from  want  of  milk  and  her 
physician  advised  her  to  abandon  it,  which  she  did.  When  told 
that  she  might  use  her  feet,  experienced  faintness  and  extreme  ex- 
haustion on  doing  so,  resulting  in  sleepless  nights.  Her  physician, 
not  being  able  to  find  a  cause,  called  advice  and  an  operation  on 
the  rectal  wall  followed  with  some  stitches  in  the  perinseum.  For 
a  time  she  felt  better  and  walked  with  more  ease  yet  never,  in  her 
walks,  succeeded  in  covering  over  three  or  four  blocks.  A  pessary 
was  then  inserted,  but  while  testing  its  value  she  again  conceived, 
when  it  was  withdrawn. 

During  the  latter  part  of  this  gestation  and  while  sitting  in  her 
drawing-room,  in  the  evening,  she  fainted.  As  this  occurred  again 
within  a  week,  a  cause  was  looked  for  in  the  urine,  but  not  found. 
Specific  gravity  was  1016,  with  neither  albumen  or  sugar  present. 

This  fainting  having  occurred  a  third  time,  she  became  alarmed 
and  felt  safe  only  within  her  own  house.  About  this  time  she 
began  to  increase  rapidly  in  weight,  when  locomotion  became  still 
more  difficult,  but  the  fainting  did  not  again  occur  till  just  as  her 
child  was  born  which  was  after  a  labor  of  but  four  hours. 

From  insufficiency  of  milk  she  was  obliged  to  abandon  nursing, 
yet  all  the  time  she  was  gaining  in  flesh  and  weight.  She  had  be- 
come sleepless  and  morbidly  sensitive,  had  no  desire  for  food  and 
was  losing  interest  in  her  children  and  in  life. 

Her  feet  swelled  at  night,  she  dreamed  and  always  of  some- 
thing that  would  startle  her  from  her  sleep.  Her  usual  weight  was 
140  pound's,  she  now  weighed  210  pounds. 

A  physical  examination  revealed  nothing  beyond  the  conditions 
found  in  the  other  cases.  The  perinseum  was  perfectly  intact. 
Uterus  in  its  angle  but  slightly  in  descent.  In  sweeping  the  finger 
to  the  side  of  the  uterus  and  back  into  the  cul-de-sac  and  tapping 
as  it  were  its  walls,  the  sense  imparted  was  that  of  tapping  in  like 
manner  a  half-filled  cyst  without  the  rebound  following.  There 
was  no  fluid  in  the  pelvic  cavity,  nor  growth  of  any  kind  that  could 
be  discovered  by  the  vaginal  touch,  but  the  pelvic  tissues  were  cer- 
tainly augmented,  if  touch  alone  is  sufficient  evidence  of  such  a  fact. 

The  abdominal  walls  were  too  heavily  laden  with  fat  for  con- 
joined touch,  yet  were  lax  and  flabby.  I  could  offer  the  patient  no 
help  beyond  that  which  the  family  physician  could  supply,  but 
urged  her  to  avoid  a  future  pregnancy. 

To  my  knowledge  this  advice  has  been  followed  yet  the  patient 
to-day  is  unable  to  walk  beyond  a  few  blocks  and  her  mind  is  still 
-enfeebled. 
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EDITORIAL. 
WHO  IS  RIGHT? 

The  relations  between  the  general  practitioner  and  the  specialist 
should  be  of  the  most  friendly  character,  and  productive  of  good  to 
both.  This  result  is  not  always  achieved  and  we  believe  that  much 
bad  feeling  has  been  and  is  engendered  by  a  failure  on  the  part  of 
each  to  appreciate  his  proper  relations  to  the  other.  A  frequent 
cause  of  complaint  on  the  part  of  the  general  practitioner  is  that 
when  the  views  of  several  eminent  gynaecologists  have  been 
obtained  both  he  and  his  patient  are  often  more  perplexed  than 
before  they  sought  advice.  This  is  true  but  we  predict  will  be  true 
but  a  short  time.  When  Sims  came  to  this  city  American  gynae- 
cology was  in  its  infancy.  He  induced  a  number  of  charitable 
■people  to  give  him  the  opportunity  of  closing  vesico-vaginal  fistulae. 
From  this  he  drifted  into  the  treatment  of  the  many  troubles  peculiar 
to  women.  All  those  cases  for  whose  proper  treatment  a  thorough 
inspection  of  the  ballooned  vagina  was  required  were  brought  to  his 
hand.  The  opening  of  an  abscess,  the  pricking  of  a  cystic  cervix, 
the  removal  of  growths,  excrescences,  in  fact  the  hundred-and-one 
conditions  which  to-day  are  treated  by  the  general  practitioner  and 
surgeon,  (some  of  whom  we  regret  to  say  would  never  dream 
of  giving  gynaecology  proper  credit  for  pointing  out  the  way  to  re- 
lieve these  conditions),  gave  such  a  large  percentage  of  cures 
that  the  medical  world  was  forced  much  against  its  inclination  to 
acknowledge  the  great  benefits  to  be  derived  from  this  branch  of 
medicine.  Sims  had  those  qualities  that  to-day  for  a  better  term  we 
call  personal  magnetism.  Affectionate,  lacking  pomposity,  a  beau- 
tiful operator,  original,  and  quick  to  adapt  means  to  an  end,  his 
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intellectual  process  was  so  rapid  that  he  had  no  patience  to  perform 
the  more  laborious  work  of  keeping  records,  and  in  this  way  lost 
the  opportunity  of  establishing  general  principles  which  comes  not 
only  with  great  experience  but  also  with  the  accurate  comparison 
of  great  masses  of  cases,  to  be  accomplished  by  carefully  recorded 
histories  only.  His  influence  over  his  associates  and  assistants 
was  very  great  and,  with  one  marked  exception,  this  influence  has 
prevailed  at  the  Woman's  Hospital  to  this  day.  Gynaecology  was 
an  unknown  region  and  the  pioneers  had  before  them  all  the  charms 
of  the  knowable  yet  still  unknown.  It  was  desired  to  find  a  path 
and  the  consideration  of  the  best  path  was  left  for  a  future  time.  If 
we  turn  back  to  the  reports  of  societies  of  this  time,  it  will  be 
noticed  how  great  a  part  the  consideration  of  general  principles 
played  in  these  discussions.  The  pioneers  were  few  in  number  but 
their  early  success  excited  so  much  the  attention  of  the  profession 
that  they  soon  had  many  imitators.  At  such  an  early  stage  there 
was  no  such  thing  as  the  authority  of  leaders.  The  success  of 
those  who  took  a  leading  place  had  been  achieved  in  such  a  com- 
paratively short  period  that  they  could  not  with  good  grace  urge 
the  necessity  of  a  protracted  training  in  others,  to  overcome  the 
dangers  they  had  avoided  by  extraordinary  intelligence.  Their 
number  of  cases  was  small  and  as  many  men  hesitate  to  report  ill 
results  until  they  have  discovered  clearly  on  what  they  depend, 
their  success  rather  than  their  ill  success  was  given  wide  circulation. 
Clinical  opportunities  were  in  the  hands  of  a  few,  and  many  men 
carried  out  the  modes  of  procedure  on  their  private  patients  that 
should  only  have  been  attempted  with  all  the  accessories  of  a  well- 
equipped  hospital.  The  number  of  patients  who  have  died  in  the 
hands  of  these  enthusiastic  but  dirty  surgeons  will  never  be  known, 
but  the  results  excited  a  feeling  of  prejudice  against  operative 
procedures  in  the  vagina  and  the  work,  which  had  to  be  done,  again 
gravitated  toward  a  few  men.  Many  of  the  followers  and  admirers 
of  Sims  who  attempted  to  use  his  methods  without  his  ability  found 
that  they  were  grasping  a  two-edged  sword  ;  in  the  hands  of  an 
expert  it  was  a  dangerous  weapon  to  his  enemy  but  to  one  unfa- 
miliar with  its  use  it  became  dangerous  to  himself.  Failing  to  meet 
with  the  success  which  had  so  invitingly  urged  them  to  rash  efforts, 
they  became  discouraged  and  their  enthusiasm  ceased  and  they 
contented  themselves  with  the  routine  of  treatment  in  which  the 
pessary  played  an  active  role.  It  was  the  decade  of  the  pessary. 
Some  treated  leucorrhcea,  others  treated  dysmenorrhcea,  others 
treated  cervical  catarrh ;  endometritis  formed  the  central  idea  round 
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which  revolved  the  practice  of  many,  and  ovarian  neuralgia  was  a 
convenient  diagnosis  difficult  to  disprove.  Those  who  were  more 
ambitious  devised  new  forms  of  pessaries  or  introduced  innumerable 
modifications  of  the  standard  gynaecological  instruments.  It  is 
from  this  period  in  the  development  of  gynaecology  that  we  are 
now  emerging  and  the  best  energy  of  to-day  is  devoted  to  proving 
principles,  and  we  predict  that  the  next  five  years  will  do  much  to 
remove  the  stigma  of  uncertain  knowledge. 

Another  cause  of  complaint  made  by  the  general  practi- 
tioner is  that  men  of  unquestioned  position  in  gynaecology  do  not 
confine  themselves  to  this  branch  and  this  complaint  has  much  justice 
in  it.  No  man  should  expect  to  have  his  opinion  presented  as  a  final 
expression  of  professional  knowledge  on  this  subject  who  is  ready  to 
express  opinions  on  other  subjects  unconnected  with  his  specialty. 

The  general  practitioner  urges  again  that  the  specialist  at  times 
is  too  severe  in  criticizing  the  handling  of  the  case.  While  much 
tact  is  sometimes  required,  if  the  general  practitioner  would  not 
delay  the  consultation  so  long  that  he  had  irrevocably  committed 
himself,  this  last  cause  of  complaint  would  be  less  frequent. 

Another  cause  of  complaint  and  one  we  think  perhaps  too 
little  appreciated,  is  undercharging  by  the  specialist.  The 
thoroughness  and  care  required  to  investigate  a  case  of  perhaps 
long-standing  disease  by  one  who  has  at  his  command  the  arma- 
mentarium of  a  specialty  involves  a  loss  of  time  and  mental  worry 
which  should  be  well  remunerated.  If  the  specialist  fails  to  demand 
adequate  compensation  he  places  himself  in  competition  with  the 
general  practitioner. 

On  the  other  hand,  the  specialist  after  making  a  diagnosis  and 
stating  the  condition  indicates  a  line  of  treatment  which  in  his 
experience  justifies  him  in  predicting  a  speedily  favorable  result. 
The  general  practitioner  elects  to  carry  out  the  treatment  and  the 
result  is  not  what  was  promised.  The  fault  is  his  own  because  he  is 
unable  to  carry  out  a  treatment  with  the  skill  which  the  specialist 
has  only  acquired  after  many  failures. 

We  have  too  many  specialists,  we  have  far  too  many  pseudo- 
specialists.  There  are  reputable  members  of  the  profession 
who  pose,  to  their  patients,  as  specialists  in  several  departments. 
The  age  of  the  Admirable  Creighton  has  passed  and  he  will  never 
have  a  successor  who  can,  in  these  days,  master  more  than  one 
department  in  medical  science.  We  end  our  remarks  by  quoting 
the  decision  of  good  old  Sir  Roger  de  Coverly  that  "there  is  a 
great  dear  to  be  said  on  both  sides." 


THEOPHILUS  PARVIN,  M.D.,  LL.D. 

New  Yokk  Journal  of  Gyn^colooy 
and  Obstetrics. 

Eminent  Living  Gynecologists  and  Obstetricians  of  America, 


Editorial. 


347 


SERIES  OF  EMINENT  LIVING   GYNECOLOGISTS  AND  OBSTETRICIANS  OF  AMERICA. 

THEOPHILUS  PARVIX.  M.B.,  LL.D.. 

Prof.  Diseases  of  Women  and  Children,  Jefferson  College,  Philadelphia;  Obstetrician  Philadelphia 
Hospital:  Consulting  Obstetrician  Preston  Retreat,  Woman's  Hospital  and  Northern 
Dispensary;  Honorable  Fellow  Edinburgh  Obstetric  Society,  etc.,  etc. 

Like  another  famous  obstetrician  biographically  considered  a 
month  or  two  ago  in  this  Journal,  the  subject  of  our  present  article 
is  not  only  American  but  of  many  generations  of  American  heri- 
tage. He  was  bom  on  the  9th  of  January,  1829,  at  Buenes  Ayres, 
where  his  father,  the  Reverend  Theophilus  Parvin  of  New  Jersey,  a 
graduate  of  the  Princeton  Theological  Seminary,  was  at  that  time 
residing  with  his  family.  His  mother,  a  daughter  of  Caesar  A. 
Rodney  of  Delaware,  died  a  few  days  after  his  birth,  and  he  was 
shortly  thereafter  brought  to  this  country  by  his  father. 

Dr.  Parvin's  early  education  was  derived  principally  from  Lafay- 
ette College,  and  in  1847  ne  took  academical  honors  at  the  Univer- 
sity of  Indiana.  Thence  he  returned  to  New  Jersey  and  spent  three 
years  in  teaching  at  the  High  School  and  in  the  Female  Seminary 
of  Lawrenceville  in  his  native  State.  I  do  not  know  if  this  step- 
ping-stone to  Princeton  College  had  then  the  fashionable  reputation 
it  now  possesses,  but  it  has  certainly  maintained  its  habit  of  attract- 
ing to  its  teaching  corps  many  young  man  who  later  in  life  in  the 
great  Schools  of  Academical  and  Professional  Science  have  fulfilled 
the  early  promise  of  the  High  School  teacher.  In  1852  he  received 
his  Medical  Degree  after  the  usual  course  of  study  from  the  Univer- 
sity of  Pennsylvania,  and  became  Resident  Physician  to  the  Wills 
Hospital  in  Philadelphia.  In  about  a  year,  however,  he  resigned 
this  post  and  returned  to  Indiana.  It  is  believed  that  this  early 
preference  for  the  West  was  not  altogether  a  professional  one,  for 
he  married  there  within  the  year.  His  marked  abilities  soon 
brought  him  in  recognition  among  his  adopted  brethren,  for  nine 
years  later  we  find  him  President  of  the  State  Medical  Society.  In 
1864  he  accepted  the  Chair  of  Materia  Medica  and  Therapeutics  in 
the  Medical  College  of  Ohio,  and  in  a  few  years  he  resigned  this  for 
the  newly-created  Professorship  of  the  Medical  and  Surgical  Diseases 
of  Women.  For  the  next  fourteen  years  he  held  consecutive  pro- 
fessorships in  the  University  of  Louisville,  the  College  of  Physicians 
and  Surgeons  of  Indianapolis,  and  in  the  Medical  College  of  Indiana 
after  it  had  become  consolidated  with  the  preceding  School.  In 
1SS2  he  returned  to  the  University  of  Louisville  but  one  year  later 
was  elected  to  and  accepted  the  Chair  of  Obstetrics  and  Diseases  of 
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Women  and  Children  in  the  Jefferson  Medical  College  of  Philadel- 
phia, where  he  has  since  remained. 

Although  Professor  Parvin  early  identified  himself  with  gynaecol- 
ogy, his  reputation  as  an  obstetrician,  whether  by  circumstances  or 
by  inclination,  has  attained  such  overshadowing  proportions  that 
the  profession  at  large  have  come  to  consider  him  a  specialist  par 
excellence  in  obstetrics  rather  than  in  the  former  branch  of  medicine. 
He  ranks  to-day,  undoubtedly,  among  the  very  greatest  obstetrical 
authorities  in  America,  and  these  are  necessarily  few. 

As  a  lecturer  he  appears  to  have  been  eminently  successful.  Since 
a  man's  success  is,  generally  speaking,  dependent  more  upon  what 
he  says  and  the  way  in  which  he  says  it  than  upon  what  he  writes, 
especially  in  his  own  generation,  Dr.  Parvin 's  right  to  popular  esti- 
mation is  not  only  well  but  doubly  earned.  His  personal  admir- 
ers, though  many,  are  most  numerous  among  those  whose  fortune 
has  led  them  to  reap  the  fruit  of  the  truths  sown  in  his  lectures. 
He  has  written  much  on  obstetrics,  but  the  cream  of  all  his  writings 
and  the  work  which  at  once  placed  him  in  the  front  rank  of  his  pro- 
fession is  his  11  Science  and  Art  of  Obstetrics."  This  book  first  appeared 
in  1886;  its  worth  was  at  once  recognized  and  it  has  already  passed 
through  two  editions.  Not  long  ago  he  translated  and  placed  upon 
the  American  market  the  work  of  Winckel  of  Munich  entitled 
11  Diseases  of  Women." 

Among  the  many  honors  he  has  received  from  his  professional 
brethren  the  most  conspicuous  have  been  the  Presidency  of  the 
American  Medical  Association,  of  the  Philadelphia  Obstetrical  Society, 
and  of  the  American  Academy  of  Medicine.  He  was  also  one  of 
the  founders  of  the  American  Gynaecological  Society. 

It  may  safely  be  said  that  no  one  of  equal  eminence  has  more 
devoted  and  admiring  friends,  both  among  those  of  his  own  gener- 
ation and  high  standing  in  the  profession,  as  well  as  among  those 
of  a  younger  generation — "the  mute  inglorious  Miltons" — whose 
turn  is  yet  to  come. 

The  personal  traits  of  Dr.  Parvin  are  striking  and  in  some  res- 
pects, unfortunately,  rare.  He  is  cordial,  helpful  and  sympathetic 
to  his  younger  brethren  to  whom  these  things  mean  much  upon  the 
threshold  of  their  lives,  but  his  finest  trait,  and  the  rarest,  is  a  broad- 
minded  capacity  which  enables  him  to  appreciate  the  good  work  of 
his  peers,  and  to  acknowledge  it  open-heartedly. 

Many  will  recognize  the  accompanying  excellent  portrait  and 
the  others,  who  only  know  Dr.  Parvin  as  he  reads,  will  doubtless 
be  glad  of  this  opportunity. 
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First  Lines  in  Midwifery  :  A  Guide  to  Attendance  on  Natural 
Labor  for  Medical  Students  and  Midwtyes.  By  G.  Ernest 
Herman,  M.B.,  F.R.C.P..  Obstetric  Physician  to  the  London 
Hospital,  and  Lecturer  on  Midwifery;  Examiner  in  Midwifery 
to  the  Royal  College  of  Surgeons.  In  one  i2mo.  volume  of  198 
pages  with  80  illustrations.  Cloth,  $1.25.  Students' Series  of 
[Manuals.    Philadelphia:  Lea  Brothers  &  Co.,  1892. 

As  the  author  states  in  his  preface  the  design  of  his  work  is  to 
give  to  both  student  and  to  midwife  "such  elementary  knowledge 
as  is  needed  for  the  safe  management  of  natural  labor." 

After  devoting  a  chapter  to  the  anatomy  of  the  subject,  including 
the  hard  and  soft  parts  and  the  fcetal  skull,  the  writer  passes  imme- 
diately to  the  physiology,  mechanism,  diagnosis  and  management 
of  natural  labor. 

Chapter  III.  "The  Mechanism  of  Labor  "  includes  the  mechanism 
of  occipito-posterior  positions  as  well  as  face,  and  breech  presenta- 
tions. 

Chapters  VII.  to  XIV.  inclusive  are  taken  up  with  the  pathology 
of  labor. 

Chapter  XV  deals  with  the  lying-in  period.  Chapter  XVI.  with 
"Germs,  Disease  and  Antiseptics,"  and  Chapter  XVII.  (the  last) 
with  "  The  Infant.  " 

The  illustrations,  eighty  in  number,  with  the  exception  of  nine 
specially  drawn  for  the  present  work,  are  taken  from  various 
authors,  notably  from  Farabeuf  and  Tarnier.  They  are  well  exe- 
cuted and  admirably  illustrate  the  text. 

As  the  title  indicates  this  little  work  of  one  hundred  and  eighty- 
six  small  pages  is  an  elementary  one,  a  guide  for  those  commencing 
the  practice  of  midwifery,  who  have  not  the  advantage  of  an  ex- 
tensive medical  training. 

As  such  the  book  ranks  with  if  not  excels  the  best  German  text- 
books for  midwives. 

The  description  of  the  mechanism  of  labor,  though  brief,  is 
particularly  clear  and  readily  understood. 

We  are  glad  to  note  that  the  author  condemns  all  methods  for 
"support"  of  the  perinaeum.    In  his  own  words  the  best  plan  for 
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preventing  rupture  "is  to  press  on  the  head  so  as  to  prevent  it  from 
coming-  out  too  fast  and  so  stretching  the  perinaeum  too  quickly." 

The  directions  for  the  management  of  third  stage  are  particularly 
clear  and  to  the  point. 

We  cannot  understand  why  the  author  should  go  to  the  trouble 
of  illustrating  and  describing  a  bandage  for  reducing  the  size  of  the 
puerpera's  waist  measurements  when  in  the  next  sentence  he  takes 
occasion  to  strongly  condemn  it. 

The  method  of  manual  pelvimetry,  with  original  illustrations, 
termed  Johnson's  method,  cannot  we  believe  be  too  strongly  com- 
mended, in  cases  where  the  head  has  not  engaged  in  the  brim. 

The  three  varieties  of  haemorrhage — accidental,  from  placenta 
praevia,  and  post-partum — are  taken  up  together  with  special  atten- 
tion as  to  treatment. 

A  page  is  given  to  "  Concealed  Accidental  Haemorrhage"  a  sub- 
ject often  ignored  by  more  elaborate  treatises  upon  obstetrics. 

The  author  believes  in  the  use  of  antiseptics.  In  his  words 
"antiseptic  treatment  does  not  do  harm  if  carried  out  carefully." 

He  gives  the  preference  to  corrosive  sublimate  and  takes  occa- 
sion to  point  out  carefully  the  symptoms  of  pressing. 

First  and  foremost,  however,  he  places  asepsis  as  the  essential 
and  more  important;  "as  women  do  not  themselves  breed  disease 
germs,  if  we  could  be  sure  of  making  everything  round  her  aseptic, 
there  would  be  no  need  of  the  second  class  of  precautions  "  (viz., 
antiseptics). 

Clear  and  concise  directions  are  given  for  the  management  of 
mother  and  child  during  the  puerperium. 

Some  may  take  exception  to  the  statement  that  in  cases 
where  retention  of  urine  occurs  following  delivery,  "It  is  a  good 
thing  for  her  to  kneel  up  in  bed,  because  it  helps  the  escape  of 
discharge  from  the  vagina."  While  we  would  not  advise  such  a 
procedure  in  every  case,  yet  experience  seems  to  prove  that  where 
the  bladder  cannot  be  emptied  in  the  recumbent  position,  no  harm 
results  to  the  patient  if  she  kneels  or  even  gets  out  of  bed  upon 
the  second  day  of  the  puerperal  state  to  pass  her  water. 

Finally  we  believe  the  little  work  in  question  a  good,  reliable 
and  safe  guide  if  placed  in  the  hands  of  the  student  or  midwife  for 
whom  it  was  written. 

It  goes  without  the  saying  that  the  book  is  far  preferable  and 
safer  than  any  of  the  various  "compends"  upon  the  subject. 

J.  C.  E. 


New  York  Obstetrical  Society. 


CORRESPONDENCE. 

To  the  Editors  : 

In  my  short  article  on  " Tamponade  of  the  Uterus,"  in  the 
March  number  of  the  Journal,  I  unintentionally  did  injustice  to  a 
distinguished  confrere,  whose  independent  work  has  reflected  honor 
upon  American  gynaecology.  In  a  superficial  review  of  the  subject 
of  intra-uterine  gauze  drainage  I  failed  to  emphasize  the  importance 
of  Dr.  Polk's  unequaled  results  in  the  treatment  of  chronic  en- 
dometritis. I  did  not  have  the  pleasure  of  hearing  or  reading  his 
paper  (published  in  the  February  number)  until  after  my  own  had 
passed  out  of  my  hands.  Moreover,  it  is  only  fair  to  Dr.  Polk  that 
I  should  acknowledge  that  the  expression  "largely  theoretical,"  as 
applied  to  his  method  of  treating  acute  endometritis,  is  not  war- 
ranted in  view  of  his  recent  results.  Approval  of  his  work  would- 
be  superfluous  :  it  has  always  been  recognized  as  facile  princeps. 
I  feel,  however,  that. I  owe  it  to  him,  as  well  as  to  your  readers,  to 
disclaim  any  intention  of  belittling  it  by  faint  praise. 

Very  trulv  yours, 

H.  C.  Coe. 


TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  February  16  1892. 

The  President,  Clement  Cleveland,  M.D.,  in  the  Chair. 

Laparotomy  for  Rupture  of  the  Uterus  During  Labor. 

Dr.  H.  C.  Coe  showed  a  specimen  and  reported  the  following 
case,  for  brief  notes  of  which  he  was  indebted  to  the  attending  phy- 
sician, Dr.  Henwood:  On  the  evening  of  January  21,  1892.  I 
was  requested  by  Dr.  Lusk  to  represent  him  in  consultation  at  a  case 
of  rupture  of  the  uterus,  in  Morrisania,  which  he  was  unable  to 
attend.    The  patient  was  a  multipara,  of  immense  size  (about  three 
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hundred  pounds),  who  had  borne  a  large  child  without  difficulty. 
Labor  began  at  5  a.m.  and  proceeded  normally  until  1  p.m.  of  the 
same  day,  at  which  time  the  os  was  well  dilated  and  the  head  had 
engaged  and  had  begun  to  descend.  During  a  powerful  uterine  con- 
traction the  patient  was  suddenly  seized  with  a  severe  pain  in  the 
abdomen,  the  presenting  part  receded  out  of  reach  and  could  be 
plainly  felt  in  the  left  flank  just  beneath  the  abdominal  wall.  There 
had  been  no  interference  whatever,  either  manual  or  instrumental. 
The  attendant  promptly  diagnosticated  rupture  of  the  uterus, 
which  was  confirmed  by  the  consultant,  Dr.  Ruhl.  There  was 
little  if  any,  external  bleeding,  but  the  usual  evidences  of  profuse 
internal  haemorrhage,  although  the  patient's  general  condition  was 
good.  Owing  to  delay  in  receiving  the  message,  I  saw  the  patient 
seven-and-a-half  hours  after  the  accident.  She  was  in  fair  condi- 
tion, with  a  pulse  of  120.  The  abdomen  was  greatly  distended  and 
fluctuating,  so  that  the  fcetal  head  could  barely  be  palpated  in  the 
left  flank.  No  information  could  be  gained  by  vaginal  examina- 
tion, as  the  uterus  was  drawn  upward  so  far  that  it  was  impossible 
to  reach  the  cervix.  The  pelvis  was  not  contracted.  Laparotomy 
was  advised  and  was  performed  within  twenty  minutes  after  my 
arrival,  by  poor  lamp-light,  with  the  assistance  of  Drs.  Ruhl,  Henwood 
and  Jarman.  On  opening  the  abdomen,  there  was  a  gush  of  fluid 
blood  and  the  child's  foot  presented.  The  foetus,  which  lay  entirely 
outside  of  the  uterus,  was  extracted  and  the  placenta  was  removed 
from  among  the  intestines.  Weight  of  child  a  little  over  fifteen 
pounds.  As  there  appeared  to  be  active  haemorrhage  and  I  was 
unable  to  make  out  the  exact  location  of  the  tear,  the  cervix  and 
broad  ligaments  were  constricted  with  a  rubber  cord.  The  cord,  a 
stout  ligature  and  an  ecraseur-wire  broke  in  succession.  As  the 
patient  was  sinking  and  every  moment  was  precious,  I  decided 
that  the  shortest  way  of  controlling  the  haemorrhage  would 
be  to  remove  the  uterus.  The  ecraseur  was  applied  and  the  organ 
was  removed.  I  now  found  that  only  a  small  portion  of  the  lower 
segment  was  included  in  the  tear,  which  involved  the  posterior 
vaginal  wall  half  way  to  the  vulva,  and  that  I  had  done  not  a  supra- 
vaginal amputation,  but  a  total  extirpation.  During  the  manipu- 
lation of  the  stump  the  Ecraseur  slipped  and  profuse  haemorrhage 
occurred,  which  was  promptly  controlled  by  forceps  and  ligatures, 
the  bladder  being  carefully  dissected  off  in  order  to  avoid  the  ureters. 
It  was  my  intention  to  drop  the  vaginal  stump  back  and  to 
treat  the  case  like  an  ordinary  one  of  abdominal  hysterectomy, 
but,  fearing  the  existence  of  previous  septic  infection,  I  decided  to 
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secure  it  in  the  lower  angle  of  the  wound,  which  was  easily  done 
without  undue  traction. 

The  abdominal  cavity  was  thoroughly  irrigated  with  hot  water, 
and  gauze-drainage  was  established  through  both  the  vagina  and 
the  abdominal  wound.  Duration  of  operation  about  forty-five 
minutes.  The  patient  rallied  well  and  showed  no  more  shock  after 
the  operation  than  before.  She  did  well  until  the  afternoon  of  the 
following  day,  when  her  heart  suddenly  failed  and  she  died,  about 
twenty  hours  after  the  operation.  Several  interesting  points  for 
discussion  are  suggested  in  connection  with  the  case,  on  which  I 
can  only  touch,  viz. : 

The  cause  of  the  rupture  was  not  clear,  as  there  was  no  obstruc- 
tion to  the  passage  of  the  head  through  the  parturient  canal.  It  is 
probable  that  the  tear  began  in  an  old  laceration  of  the  cervix  and 
extended  downward  into  the  vagina,  instead  of  upward  into  the 
body  of  the  uterus.  It  is  difficult  to  explain  how  the  child  and 
placenta  could  be  entirely  expelled  through  such  an  opening.  It 
could  only  have  occurred  through  the  uterus  being  drawn  strongly 
upward  and  forward,  so  that  the  foetus  was  expelled  in  a  direction 
upward  and  backward. 

Although  laparotomy  was  clearly  indicated,  I  frankly  acknowledge 
that  the  removal  of  the  uterus  was  an  error  in  judgment,  partly  ex- 
cusable in  view  of  the  difficulty  experienced  in  distinguishing  the 
exact  nature  of  the  lesion  and  the  desire  of  promptly  arresting 
haemorrhage.  I  believe  that  the  patient  would  have  had  a  better 
chance  for  'recovery  by  thorough  irrigation  and  drainage  and 
drainage  alone. 

Unfortunately  the  operation  is  of  necessity  a  hasty  one,  usually 
performed  under  the  most  unfavorable  conditions.  In  my  first  case, 
which  was  nearly  a  counterpart  of  this  one,  laparotomy  was  per- 
formed within  two  hours  after  the  occurrence  of  the  rupture  and  the 
patient  made  a  good-recovery.  Time  is  an  important  element,  as 
shown  by  statistics  of  successful  cases. 

I  believe  that  it  was  a  distinct  error  in  judgment  to  remove  the 
entire  uterus.  I  would  not  do  it  again.  In  this  case  I  acted  in  an 
emergency  which  was  a  serious  one  ;  it  was  necessary  to  decide  at 
once  what  to  do,  as  active  haemorrhage  was  going  on.  If  I  had  had 
the  patient  in  a  hospital  with  proper  light  and  assistance  I  would 
not  have  removed  the  uterus,  but  would  simply  have  tamponed 
through  the  vaginal  rent  and  in  that  way  shortened  the  operation 
and  saved  shock,  but  under  the  circumstances  it  was  impossible  to 
make  out  the  exact  nature  and  location  of  the  tear. 
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Laparotomy  was  clearly  indicated,  but  as  I  have  shown  in  the 
report  of  a  successful  case,  it  must  be  done  as  soon  as  possible  after 
the  accident.  This  is  my  fourth  operation  and  I  have  only  saved 
one  patient,  and  that  was  because  I  operated  in  that  case  within 
less  than  two  hours  after  the  rupture.  I  would  not  remove  the 
uterus  again  unless  there  was  an  extensive  tear  in  the  body  of  the 
organ. 

Hematoma  of  the  Ovary  Diagnosed  by  Exploratory  Puncture.  Dr. 
G.  M.  Edf.bohls  presented  the  specimen  and  read  the  history 
of  the  case. 

The  main  point  of  interest  in  the  case  centred  in  its  accurate 
diagnosis  previous  to  removal  of  one  ovary  and  tube  by  laparotomy. 

The  patient,  aet.  twenty-seven,  was  married  at  nineteen,  gave 
birth  to  a  seven  months'  child  shortly  thereafter,  and  has  not  been 
pregnant  since. 

Her  menstrual  life  and  the  history  of  her  illness  began  at  thir- 
teen. She  was  unwell  regularly  every  four  weeks:  the  flow.lasted  a  day 
to  a  day-and-a-half  and  was  always  accompanied  by  severe  pain. 
Her  father  died  insane  ;  the  rest  of  the  family  fairly  healthy.  She 
herself  has  been  afflicted  with  hystero-epilepsy  ever  since  her 
menstrual  life  began.  The  attacks  varied  greatly  in  frequency  and 
intensity  at  different  times,  but  were  always  most  severe  at  the 
menstrual  periods.  Pain  in  the  left  groin,  almost  constant  in  char- 
acter, was  the  other  prominent  symptom. 

On  examination  the  uterus  was  found  of  normal  size,  slightly 
anteflexed.  Both  tubes  normal.  Right  ovary  normal  in  size  and 
position  but  bound  down  by  adhesions.  Left  ovary  enlarged 
so  as  to  form  a  tense  tumor,  the  size  and  form  of  a  large  hen's  egg, 
quite  freely  movable  and  painful  on  pressure. 

Exploratory  puncture  after  the  method  described  by  Dr. 
Edebohls  as  abdominal  puncture  guided  by  combined  vaginal  and 
rectal  touch  {Medical  Record,  New  York,  November  22,  1890) 
yielded  eight  grammes  of  blood  serum.  A  slight  diminution  in  the 
size  and  tenseness  of  the  tumor  was  appreciable  as  the  immediate 
result  of  the  procedure.  Diagnosis,  haematoma  of  left  ovary  ; 
adhesion  of  right  ovary. 

The  coexistence  of  hystero-epilepsy  with  the  pathological  condi- 
tions of  the  ovaries  described,  and  the  decided  accentuation  of  the 
epileptic  seizures  at  each  menstrual  epoch  seemed  to  point  to  a 
possible  interdependence  between  the  two,  and  to  offer  a  hope  of 
cure  by  removal  of  the  diseased  ovary  and  liberation  of  the  healthy 
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ovary  from  its  adhesions.  Neither  condition — the  haematoma  of 
the  ovary  or  the  hystero-epilepsy — existing  independently  of  the 
other  would  have  been  allowed  by  Dr.  Edebohls  a  sufficient  indi- 
cation for  laparotomy.  Coexisting-  they  seemed  to  warrant  the 
operation  which  was  performed  that  afternoon.  The  left  ovary  and 
tube  were  removed ;  the  adhesions  binding  the  right  ovary  were 
severed  and  the  right  appendage  allowed  to  remain. 

The  left  ovary,  enlarged  to  a  tumor  7-8  ctm.  in  diameter  and 
studded  on  its  outer  surface  with  numerous  flattened  small  cysts, 
was  opened  before  the  Society  and  found  to  be  converted  into  a  sac 
filled  with  bloody  serum  and  having  two  small  dark  coagula  adher- 
ent to  its  inner  wall. 

March  14th.  Patient  left  hospital  to-day  after  a  perfectly  un- 
eventful recovery.  She  has  had  but  one  very  mild  hystero-epilep- 
toid  attack  since  operation. 

Intestinal  Calculus  causing  Obstruction  of  the  Bowel  removed  froyn  a 
patient  who  had  a  cancerous  growth  on  the  left  side  of  abdomen; 
death  on  the  second  day  probably  due  to  the  cancerous  growth. 
Dr.  Malcolm  McLean  presented  the  specimen  and  read  the 
history  of  the  case. 

Mrs.  J.,  set.  forty-eight;  married;  gave  history  of  troublesome 
chronic  diarrhoea  during  the  months  of  July  and  August,  1891,  which 
was  only  relieved  on  the  approach  of  the  cooler  fall  weather.  She  had 
her  ordinary  health  up  to  the  1st  of  January,  1892,  when  she  was 
attacked  in  the  night  with  nausea  and  vomiting  and  some  colicky 
pains  in  the  abdomen.  These  symptoms  continued  on  June  2d  and 
3d,  and  on  Monday,  January  4th,  she  had  a  good  movement  of  the 
bowels,  but  the  nausea  and  pains  kept  growing  more  severe. 

During  Tuesday  and  Wednesday,  the  5th  and  6th,  attempts  were 
made  to  open  the  bowels  by  high  enemata,  etc.,  without  effect. 
Faecal  vomiting  was  present.  On  Thursday  the  patient  was  in  the 
same  condition  and  presented  the  following  appearances:  She  was 
a  very  thin,  emaciated  woman,  through  whose  abdominal  parietes 
the  distended  and  tympanitic  intestines  could  be  seen  twisting  and 
squirming  back  and  forth.  A  mass  as  large  as  an  apple  could  be 
felt  deep  down  in  the  left  flank  hard  and  immovable.  No  other 
abdominal  points  could  be  felt.  A  laparotomy  was  advised  and  at 
once  arranged  for.  The  patient's  pulse  was  bad  in  quality,  at  130 
per  minute.    Temperature  1010. 

An  incision  in  the  median  line  2y.2  inches  in  length  disclosed 
a  largely-distended  loop  of  small  intestines  apparently  several  feet 
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long,  and  of  a  deeply  congested  appearance.  An  examination  of  the 
mass  which  had  been  felt  in  the  region  of  the  descending  colon 
showed  it  to  be  a  hard  growth  apparently  behind  the  peritonaeum, 
and  not  occluding  the  strangulated  bowel.  Passing  the  intestine 
carefully  along  in  view  it  was  found  that  the  diseased  gut  dipped 
down  into  the  pelvis  where  it  -was  found  firmly  adherent  to  the 
promontory  of  the  sacrum.  Digital  exploration  of  the  adherent 
portion  showed  a  hard  mass  involving  the  calibre  of  the  gut,  about 
as  large  as  a  small  potato.  With  little  difficulty  the  gut  was  freed 
from  its  adhesions  and  the  portion  of  intestines  containing  the  mass 


was  brought  out  of  the  wound.  It  was  then  decided  to  incise  the 
intestine  and  deliver  the  mass,  which  was  found  to  be  an  intestinal 
calculus  2%.  by  \%  inches  in  diameter  and  weighing  23^  ounces. 
The  wound  in  the  intestine  was  carefully  closed  and  the  parts 
restored  to  their  normal  position,  and  the  parietal  wound  closed  in 
the  ordinary  manner.  The  patient  ceased  vomiting  and  had  no 
further  pain,  but  did  not  rally  from  her  depressed  condition  and 
died  the  following  morning. 

The  case  is  very  interesting  as  showing  the  importance  of  care- 
fully ascertaining  the  greatest  point  of  congestion  of  the  obstructed 


New  York  Obstetrical  Society. 


357 


or  strangulated  gut,  which  is  often  a  guide  to  the  cause  of  the 
obstruction. 

In  this  case  the  presence  of  a  large  sarcomatous  mass  in  the 
region  of  the  descending  colon  seemed  at  first  to  explain  the  whole 
trouble.  But  on  slipping  the  disordered  gut  carefully  along  be- 
tween the  fingers  beneath  the  eye  (the  gut  being  kept  within  the 
abdomen  all  the  time)  it  was  easily  discovered  that  the  deeper 
congestion  extended  in  another  direction,  along  the  loop  of  small 
intestine  which  dipped  down  into  the  pelvis.  Here  the  adhesion 
and  the  calculus  were  found — the  true  cause  of  the  acute  obstruc- 
tion of  the  bowels. 

The  patient's  strength  had  been  very  much  depressed  by 
the  large  sarcomatous  growth  in  the  left  side  of  the  abdomen  ; 
which,  doubtless,  contributed  largely  to  the  cause  of  death. 

This  case  shows  how  careful  we  must  be  in  arriving  at  diagnosis 
of  obstruction  of  the  bowels.  There  was  every  reason  to  believe 
that  this  mass  in  the  left  side  of  the  abdomen  was  the  cause  of  the 
obstruction,  but  the  true  cause  was  down  below  the  promontory 
of  the  sacrum,  involving  the  lumen  of  the  bowel,  in  the  nature  of 
an  enterolith.  The  interesting  point  is  that  this  acute  obstruction 
of  the  bowel  took  place  when  this  enterolith  descended  into  that 
portion  of  the  small  intestine  which  was  doubtless  in  the  pelvis. 
Up  to  that  time  the  woman  had  passed  her  stools  fairly  well,  but 
when  this  enterolith  reached  this  point  in  the  pelvis  where  there  was 
adherent  intestine  then  the  acute  symptoms  became  worse.  I  be- 
lieve death  was  due  to  her  bad  physical  condition,  owing  to  the 
cancerous  deposit  on  the  left  side  of  the  abdomen,  which  had  noth- 
ing to  do  with  the  cause  of  obstruction  of  the  gut. 

Pyosalpinx  and  Suppurating  Ovary;  simulating  a  Fibroid  ;  Laparot- 
omy; Hysterectomy.  Dr.  Wm,  M.  Polk  gave  the  history  of  the 
case  and  submitted  the  specimen. 

Mrs.  M.,  set.  twenty-eight;  married  eight  years;  childless;  pregnant 
once  seven  years  ago;  miscarriage  at  four  months,  at  which  time  she 
began  to  suffer  from  pain  in  the  pelvis.  The  history  from  that  time 
up  to  date,  is  one  of  pelvic  pressure,  gradually  increasing,  with 
occasional  attacks  of  pain,  some  quite  severe,  lasting  sometimes 
two  or  three  weeks,  the  pain  being  accompanied  by  evidences  of 
mild  fever,  and  great  increase  in  the  pelvic  symptoms.  There  had 
been  no  special  disturbance  of  the  menstrual  function. 

Sent  to  me  by  her  physician  as  a  case  of  fibroid,  with  intercur- 
rent salpingitis.     Physical  examination,  under  ether,  showed  the 
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cervix  to  be  in  about  no'rmal  position,  uterus  movable,  less  so  upon 
the  right  side  than  upon  the  left;  continuous  with  the^  uterus,  and 
forming,  apparently,  a  part  of  it,  is  a  hard  mass,  suggesting  fibroid 
disease.  Upon  the  right  side  the  apparent  fibroid  excrescence  ex- 
tends into  the  pelvis,  apparently  between  the  folds  of  the  broad 
ligament.  Upon  the  left,  the  excrescence  starts  from  the  uterus  and 
extends  thence  between  the  folds  of  the  broad  ligament,  overlying 
the  left  iliac  fossa.  The  sound  passes  into  the  centre  of  the  general 
mass  five  inches,  and  as  a  whole  it  moves  freely  with  the  sound. 
The  end  of  the  sound  is  felt  above  the  pubis,  about  the  centre  of 
the  enlargement.  Above  the  pubis  the  mass  appears  to  be  irregu- 
lar and  quite  movable,  and  as  a  whole  it  is  free  of  tenderness.  The 
region  around  the  rectum,  as  mapped  out  from  below,  quite  free 
from  any  evidences  of  peritonitis,  past  or  present. 

Just  before  the  operation  the  temperature  of  the  patient  was 
normal,  and  the  history  of  the  case  would  go  to  show  that  most  of 
the  time  the  temperature  had  been  normal  during  the  past  year. 

The  diagnosis  of  the  fibroid  tumor  of  the  uterus  was  made. 
When  the  abdomen  was  opened,  what  was  apparently  a  mass  of 
fibroid  tumor  and  uterus,  about  as  large  as  a  five- months'  pregnant 
uterus  was  exposed.  In  two  or  three  places  the  omentum  was 
adherent  to  the  fundus  of  the  mass.  To  the  posterior  surface  of  the 
mass  the  sigmoid  flexure  was  adherent,  and  down  in  the  pelvis, 
midway,  the  posterior  aspect,  the  mass  was  intimately  adherent  to 
the  rectum.  Upon  the  right  side  the  mass  was  apparently  between 
the  folds  of  the  broad  ligament,  extending  down  to  the  pelvic  floor. 
Upon  the  left  side  the  mass  extended  down  about  midway  the  true 
pelvis  and  overlay  the  iliac  region.  From  this  mass,  upon  its  ante- 
rior aspect,  passes  off  the  left  round  ligament;  from  its  posterior 
aspect  the  ovarian  vessels.  In  a  sulcus,  about  midway  the  posterior 
aspect  of  the  mass,  lay  a  Fallopian  tube.  The  whole  of  this  struct- 
ure was  covered  with  organized  peritonaeum,  which  was  practically 
the  same  at  all  parts.  Close  inspection  was  needed  to  make  out 
the  point  of  departure  of  the  excrescence  from  the  uterus.  Not  a 
single  evidence  of  recent  peritonitis  presented  itself,  and  outwardly 
all  this  structure,  covering  the  supposed  fibroid,  was  identical  in  all 
respects.  Thrusting  a  cork-screw  into  the  left  mass,  thick  pus 
escaped,  when  I  supposed  I  had  to  deal  with  a  suppurating  fibroid 
cyst.  Realizing  that  this  cyst  must  be  enucleated,  if  possible,  this 
was  done.  In  the  process  of  enucleation,  I  discovered  that  the  cyst 
was  an  ovary,  but  intra-ligamentous,  and  so  closely  attached  to  the 
body  of  the  uterus  as  to  make  it  necessary  for  me  to  cut  it  away, 
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piece  by  piece,  from  the  fundus,  as  far  down  as  the  level  of  the  in- 
ternal os.  A  similar  condition  of  things  existed  upon  the  right  side, 
with  the  exception  that  the  tube  there  contained  more  pus  than  the 
corresponding  organ  on  the  left.  This  tube  was  the  mass  to  which 
the  rectum  was  adherent.  The  ovary  and  tube  had  to  be  cut  away 
from  the  body  of  the  uterus  in  a  manner  similar  to  that  which  had 
been  employed  on  the  left  side.  In  this  manipulation,  the  rectum 
was  torn,  low  down.  So  much  injury  had  now  been  done  to  the 
body  of  the  uterus,  and  it  was  bleeding  so  freely  that  I  determined 
to  remove  it;  so  it  was  cut  away  down  to  the  rectal  attachment, 
the  ovarian  vessels  and  uterine  vessels  having,  of  course,  been 
secured  before  this  was  done.  The  rent  in  the  rectum  was  then 
sewed  up,  and,,  to  insure  a  still  better  result,  the  anterior  rectal  face 
was  attached  to  the  stump  of  the  uterus.  After  cleansing  the  wound 
a  good  deal  of  bleeding  was  discovered  coming  from  the  bottom  of 
the  bed  out  of  which  the  mass  on  the  left  had  been  enucleated.  This 
was  packed  with  gauze,  and  gauze  was  also  plentifully  packed  over 
the  face  of  the  uterine  stump  and  to  the  right  and  left  of  the  rectum. 
A  small  drainage  tube  was  introduced  between  the  two  areas  of 
gauze,  down  to  the  neighborhood  of  the  rectal  rent.  The  gauze 
packing  was  then  continued  up  to  the  surface,  two-thirds  of 
the  pelvis  being  practically  rilled  with  this  material.  The  gauze 
was  brought  out  at  the  wound,  where  a  good  broad  opening  was 
left,  the  treatment  being  practically  that  of  the  open  method. 

The  patient  has  done  very  well  to  date,  and  I  see  no  reason  to- 
night, so  good  is  her  condition,  to  doubt  her  recovery. 

February  26th. — The  patient  has  made  an  almost  afrebrile  conval- 
escence and  has  escaped  without  a  faecal  fistula.  The  bowels  act  well 
and  there  has  never  been  any  escape,  even  of  gas,  through  the  wound. 

A  Case  of  Abortion  from  the  Self  insertion  of  a  Six-and-a-half  Inch 
Glass  Rod  into  the  Uterus,  which  later  Perforated  the  Uterus 
Necessitating  Laparotomy,  when  the  Rod  was  Found  near  the 
Left  Kidney ;  Recovery  of  the  Patient.  Dr.  W.  Gill  Wylie  pre- 
sented the  tube  which  he  had  removed  and  read  the  his- 
tory of  the  case. 

Miss  J.  R.,  get.  twenty-five;  first  menstruation  at  fourteen  years; 
last  menstruation  October  18,  1891;  menses  regular  every  twenty- 
eight  days,  lasting  three  or  four  days  and  painless.  Very  slight 
leucorrhcea.  Family  history  good;  previous  health  good,  except 
for  some  sort  of  kidney  trouble  in  1885.  Became  pregnant  after 
October  18,  1891,  and  on  November  29th,  in  the  morning,  she  in- 
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serted  a  solid  glass  rod  the  size  of  a  small  lead-pencil  and  six-and- 
a-half  inches  long  into  the  os  uteri.  She  made  two  or  three  efforts 
before  it  went  in  easily  and  then  it  slipped  so  far  that  she  could  not 
get  hold  of  it  but  could  feel  the  end  of  it.  It  gave  her  some  pain 
and  caused  some  flow  of  blood,  but  the  pain  and  blood  soon 
stopped.  She  walked  around  during  the  day  without  pain;  that 
night  she  had  pain  on  the  right  side  when  lying  down,  especially 
on  turning  over,  but  no  flow.  Went  to  work  as  usual  November 
30th  but  had  pain  on  right  side.  Flow  began  in  afternoon  of  the 
30th  of  November,  but  soon  stopped.  Saw  doctor  on  December 
1st,  but  he  could  not  find  the  tube  and  said  it  was  not  there.  The 
pain  on  the  right  side  kept  up.  On  9th  of  January  1892,  had  a  haem- 
orrhage and  miscarriage,  on  10th  of  January,  had  to  have  a  doctor 
on  account  of  haemorrhage  that  night,  and  he  tamponed  her 
and  came  the  next  day,  and  removed  it.  She  stayed  in  bed 
for  ten  days  and  still  had  pain  in  the  right  side,  especially  on 
turning.  When  she  did  get  up  seemed  to  have  less  pain.  The 
bloody  discharge  soon  became  very  foul.  She  took  a  vaginal 
douche  the  night  before  the  introduction  of  rod  of  sixty  drops  of 
carbolic  acid  to  the  quart  of  water.  Was  examined  first  by  Dr.  W. 
Gill  Wylie  on  January  22,  1892,  but  had  been  back  to  work  for 
three  or  four  days.  She  says  she  could  feel  a  lump  in  right  side 
the  first  day  she  got  up,  and  on  pressing  it  she  had  a  cutting  pain 
in  left  side.  She  was  given  vaginal  douches  till  the  odor  of  dis- 
charge was  subdued.  She  had  some  fever  before,  but  none  after 
the  operation;  the  pain  was  gone  after  the  operation.  Had  terrible 
pain  when  her  bowels'moved  before  operation. 

DISCUSSION  ON  DR.  COE's  SPECIMEN. 

Dr.  Florian  Krug: — Referring  to  Dr.  Coe's  statement  that  "had 
he  had  such  a  patient  in  the  hospital  where  he  could  have  had 
proper  light  and  assistance,  he  would  not  have  removed  the  uterus," 
remarked  that  it  was  in  just  such  emergency  cases  as  this  that  a 
portable  appliance  for  placing  the  patient  in  Trendelenburg's  post- 
ure would  have  been  of  great  value.  Even  with  poor  light  Tren- 
delenburg's posture  would  have  enabled  the  operator  to  observe  the 
nature  and  extent  of  the  rent  in  the  uterus,  and  this  might  have 
changed  the  result.  The  portable  frame  which  he  had  devised  for  that 
purpose  was  well  adapted  for  use  in  cases  like  this,  or  where  it  was 
necessary  to  do  laparotomy  on  short  notice  and  under  bad  circum- 
stances. He  expected  to  submit  the  frame  to  the  Society  in  a  short  time. 


New  York  Obstetrical  Society. 


Dr.  Egbert  H.  Grandin: — The  point  I  would  like  to  hear  dis- 
cussed is  that  raised  by  Dr.  Coe,  whether  after  all  abdominal  sec- 
tion and  hysterectomy  are  the  proper  method  of  treating  these  cases. 

As  he  has  well  said,  when  the  lesion  is  recognized  then  is  the 
proper  time  to  do  hysterectomy  if  at  all,  but  when  the  lesion  is 
recognized,  on  its  occurrence  the  patient  is  generally  in  such  a  con- 
dition of  collapse  that  it  requires  considerable  nerve  to  advocate  an 
operation  which  is  almost  uniformly  fatal,  and  which  if  performed 
in  the  presence  of  shock  is  likely  to  be  all  the  more  fatal. 

My  own  feeling  as  the  result  of  seeing  two  instances  of  the 
kind,  and  as  the  result  of  some  recent  research,  is  that  the  better 
practice,  provided  we  can  absolutely  eliminate  a  septic  uterus,  is 
to  tampon  by  the  vagina  and  not  resort  to  hysterectomy.  The 
haemorrhage  in  these  cases  unless  the  rent  involves  the  lateral  ves- 
sels (in  which  case  the  chances  are  we  will  have  an  extra-peritoneal 
and  no  intra-peritoneai  haemorrhage)  cannot  amount  to  much  if  the 
uterus  is  thoroughly  tamponed,  taking  care  to  avoid  nipping  the 
gut.  If  we  are  sure  we  can  eliminate  the  presence  of  any  gut  in 
the  uterus  I  think  the  woman's  better  chances  lie  in  an  aseptic 
tamponade  rather  than  an  immediate  hysterectomy,  and  far  better 
than  in  a  deferred  hysterectomy.  Cases  where  the  operation  is 
resorted  to  too  late  die,  and  those  done  at  the  time  of  rupture 
almost  uniformly  die  A  case  was  recently  reported  in  the  Boston 
Medical  and  Surgical  Journal  where  the  tampon  was  successful  in 
tiding  the  patient  over  to  recovery. 

Another  factor  which  this  case  brings  out  and  which  is  uniformly 
associated  with  the  reported  instances  of  uterine  rupture,  is  the 
obscurity  in  aetiology.  We  never  seem  to  be  able  to  find  out  why 
in  these  cases  the  uterus  ruptures.  Generally  it  is  to  be  noted,  as 
in  this  case,  that  most  of  the  women  are  multipara,  and  I  question 
if  the  rent  does  not  begin  in  the  angle  of  a  deeply-lacerated  cervix 
and  extend  in  a  circular  fashion  dissecting  the  lower  uterine  seg- 
ment at  the  level  of  the  internal  os,  or  else,  as  I  have  seen  it, 
extend  upward  into  the  broad  ligament,  in  which  case  we  are  fac- 
ing an  extra-peritoneal  haematoma  which  is  not  a  fit  condition  for 
hysterectomy,  and  the  patient,  if  the  lesion  is  correctly  recognized, 
is  likely  to  recover  without  any  operative  interference. 

I  should  like  to  hear  the  views  of  the  members  of  the  Society  as 
to  the  advisability,  which  was  insisted  on  some  years  ago,  of 
resorting  to  abdominal  section  and  hysterectomy  in  these  cases  at 
the  time  of  rupture,  or  after  the  patient  rallied  somewhat  from  the 
shock  of  the  haemorrhage. 
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Dr.  Coe: — I  agree  with  Dr.  Grandin  with  regard  to  the  necessity 
of  being  more  conservative  in  these  cases.  Possibly  the  unexpected 
success  in  my  first  case  was  what  led  me  to  be  bolder -than  I  should 
otherwise  have  been.  The  first  case  was  a  bad  one  but  was  oper- 
ated upon  promptly,  and  so  far  as  I  know  if  anything  is  to  be 
accomplished  it  must  be  done  then,  the  same  as  in  ruptured  ectopic 
gestation,  with  progressive  haemorrhage.  Peritonitis  develops 
quickly  in  these  cases.  In  two  in  which  I  operated  twelve  hours 
after  rupture,  peritonitis  was  already  quite  general. 

With  the  child  and  placenta  in  the  abdominal  cavity  there  is  no 
question  about  doing  laparotomy,  but  I  would  not  remove  the 
uterus  again  under  the  conditions  described.  These  cases  are 
emergency  cases,  the  patient  is  in  a  desperate  condition,  and  the 
idea  of  controlling  the  haemorrhage  is  usually  the  uppermost  one. 
So  a  man  may  be  pardoned  if  with  his  mind  on  that  point,  in  his 
effort  to  control  the  haemorrhage,  he  makes  an  error  in  judgment, 
which  the  removal  of  the  uterus  in  this  case  certainly  was.  The 
great  trouble  in  all  of  these  cases  is  that  the  patient  is  practically 
septic  before  the  operation.  There  usually  has  been  some  interfer- 
ence, manual  or  instrumental,  and  the  uterus  is  externally  injured, 
and  to  leave  such  a  uterus  behind  would  be  running  the  risk  of 
sepsis.  In  the  case  just  reported  there  had  been  no  interference, 
yet  the  amniotic  fluid  was  in  the  abdominal  cavity,  and  with  the 
chances  of  sepsis  already  introduced,  the  prospect  was  not  a  very 
encouraging  one  for  a  late  laparotomy.  The  patient  did  not  die  of 
immediate  shock  nor  loss  of  blood.  Transfusion  would  not  have 
availed.  Her  pulse  was  better  after  the  operation  than  when  I 
arrived. 

DISCUSSION  OF  DR.  EDEB0HLS'  SPECIMEN. 

Dr.  Krug: — I  must  take  exception  to  the  diagnosis  of  haematoma 
of  the  ovary  in  this  case.  It  looks  to  me  simply  like  a  cystic 
degeneration  of  the  ovary  (probably  due  to  chronic  oophoritis). 
You  can  still  see  where  the  aspirating  needle  entered  the  ovary. 
There  is  a  small  blood-clot  there,  of  a  bright  reddish  color.  The 
rest  is  a  thin  serous  fluid,  which  appears  red  through  the  admix- 
ture of  fresh  blood.  There  is  absolutely  no  history  of  haematoma 
of  longstanding  and  it  would  be  very  hard  to  explain  its  aetiology. 
Certainly  if  haematoma  was  what  gave  the  patient  for  years  so 
much  trouble  I  would  expect  the  blood-clot  to  look  much  older 
than  it  does  in  this  case.  I  believe  that  the  exploratory  puncture 
is  responsible  for  the  blood  clot  of  this  size  and  color.  The  punc- 
ture-needle going  through  a  small  blood  vessel  would  just  cause 
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about  enough  haemorrhage  to  color  the  fluid  and  cause  the  condi- 
tion we  see  here.  I  think  it  would  be  an  serological  as  well  as  a 
pathological  error  to  call  it  hematoma  of  the  ovary  in  the  speak- 
er's sense. 

Dr.  Grandin: — These  are  just  the  cases  where  there  is  consider- 
able doubt  about  the  justifiability  of  operating.  Dr.  Edebohls 
stated  that  one  of  the  indications  for  abdominal  section  was  the 
fact  that  he  obtained  blood  through  his  aspirator,  and  then  made 
his  diagnosis  of  hsematoma  of  the  ovary.  The  point  that  Dr. 
Krug  made  is  eminently  well  taken.  The  clot  is  a  recent  one  and 
probably  was  formed  as  the  result  of  the  aspiration,  and  was  found 
five  days  subsequently  when  the  section  was  made.  If  this  case  goes 
on  record  in  the  transactions  of  the  Society  as  one  of  the  operations 
performed  because  the  diagnosis  of  hsematoma  of  the  ovary  was 
made  as  the  result  of  aspiration,  it  is  one  that  should  receive  con- 
sideration in  the  future,  and  the  Society  would  like  to  hear  the  ulti- 
mate result  of  the  operation. 

Dr.  Edebohls  : — In  explaining  the  conditions  found  in  the  speci- 
men, I  shall  of  necessity  have  to  become  somewhat  elementary, 
and  recall  a  well-known  fact  in  physiology.  That  fact  is  this:  that 
blood,  after  it  has  been  shed,  separates  into  serum  and  a  blood 
clot,  exactly  as  we  have  it  in  this  hsematoma  of  the  ovary,  origi- 
nally fluid-blood  separated  into  blood-clot  and  serum.  The  case 
came  under  observation  with  a  tumor  of  the  left  ovary  developed 
to  the  size  of  a  hen's  egg.  When  the  puncture  was  made,  five  days 
prior  to  laparotomy,  the  tumor  was  still  of  that  size,  and  about  two 
drachms  of  bloody  serum  were  withdrawn  from  it.  Immediately 
following  the  puncture  the  tumor  decreased  somewhat  in  size  and 
remained  so  decreased  until  the  operation  five  days  later;  if  there 
had  been  an  effusion  of  blood  as  the  result  of  the  puncture  the 
process  would  have  been  reversed  and  the  tumor  would  have  in- 
creased in  size  after  the  puncture.  I  do  not  know  of  any  way  of 
determining  exactly  how  long  that  blood  has  been  in  that  ovary. 
The  shellof  ovarian  substance  remaining  is  studded  with  small  cysts. 

In  regard  to  the  indication  for  operation  which  Dr.  Grandin  has 
referred  to.  I  would  not  consider  the  mere  withdrawal  of  bloody 
serum  from  a  small  ovarian  tumor  of  this  size — about  eight  centi- 
metres in  its  longest  diameter — a  sufficient  indication  for  the 
performance  of  laparotomy;  in  fact  I  would  hope  that  after  with- 
drawing a  certain  amount  of  the  fluid  from  such  a  tumor,  the  tumor 
might  disappear,  just  as  we  see  bloody  effusions  in  other  parts  of 
the  body  disappear,  especially  after  the  pressure  is  removed,  and 
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absorption  somewhat  stimulated  by  the  withdrawal  of  some  of  the 
fluid.  In  my  patient,  however,  there  were  special  indications:  she 
had,  ever  since  her  menstruation  began  at  the  age  of~thirteen,  been 
subject  to  hystero-epileptic  attacks,  which  were  especially  pro- 
nounced at  the  menstrual  periods.  Her  family  history  was 
decidedly  neurotic,  her  father  dying  insane  and  other  members  of 
the  family  being  the  subjects  of  nervous  depression.  I  myself 
have  never  removed  the  ovaries  and  tubes  for  the  cure  of  nervous 
conditions,  hystero-epileptic  or  otherwise,  nor  would  I  have  done 
so  in  this  case  had  I  found  the  tubes  and  ovaries  entirely  normal. 
Neither  indication  alone — the  tumor  of  the  ovary,  or  the  hystero- 
epileptic  attacks — would  have  been  to  me  sufficient  indication  for 
operation,  but  the  two  combined  seemed  to  warrant  the  procedure 
adopted,  viz. ,  the  removal  of  one  ovary.  The  grave  lesion  of  the 
ovary,  and  the  hystero-epilepsy  occurring  at  each  menstrual  epoch 
gave  a  combined  indication  for  the  operation.  In  conformity  with 
Dr.  Grandin's  suggestion,  I  shall  take  pleasure  in  reporting  the  re- 
sult to  the  Society  at  a  future  meeting. 

Dr.  Krug: — Without  going  into  details  I  simply  call  the 
attention  of  the  members  of  the  Society  to  the  appearance  of  this 
fluid.  We  all  have  seen  haematomas  and  hematosalpinx,  I  have 
removed  many,  but  have  never  been  able  to  find  this  condition  of 
the  fluid  in  any  kind  of  blood  shut  off  from  the  circulation  for  any 
length  of  time.  It  certainly  looks  like  perfectly  fresh  blood,  and  I 
appeal  to  the  members  present  whether  anyone  believes  that  this 
blood  has  been  encysted  for  some  time  in  an  ovary,  or  whether  it 
does  not  look  like  haemorrhage  into  a  small  cyst  of  the  ovary  caused 
by  the  puncture,  five  days  prior  to  the  operation,  which  was  done 
this  afternoon. 

Dr.  W.  Gill  Wylie: — I  quite  agree  with  Dr.  Krug.  I  had  one 
case  of  haematoma  of  the  ovary  in  which  the  blood  was  evidently 
brought  about  by  the  use  of  electricity  in  the  cure  of  a  fibroid.  It 
was  accumulated  in  the  characteristic  form  of  pigmentary  material, 
which  we  know  so  well.  It  was  a  solid  mass  of  pigment  as  large 
as  a  hen's  egg  and  was  adherent  to  the  sides  of  the  ovary.  I  think 
if  Dr.  Edebohls'  case  had  been  of  long  standing  there  would  be 
pigment  there,  or  if  there  had  been  renewed  haemorrhage.  It  looks 
to  me  like  fresh  blood. 

DISCUSSION  ON   DR.    POLK*S  SPECIMEN. 

Dr.  Edehohls  : — Was  the  omentum  adherent  to  the  top  of  the 
tumors  to  any  great  extent? 
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Dr.  Polk: — No,  not  to -any  great  extent. 

'Dr.  Edebohls: — Dr.  Polk  suspected  these  tumors  were  fibroids 
before  he  opened  the  abdomen.  I  think  the  condition  simulating 
fibroma,  found  on  examination,  is  where  the  omentum  is  adherent 
to  the  pelvic  viscera  and  becoming  hypertrophied  enlarges  the 
blood  supply,  and  that  gives  a  peculiar  hardness  to  the  masses  in 
the  pelvis  which  very  much  simulates  fibromata. 

Dr.  H.  T.  Hanks: — This  case  shows  us  how  uncertain  at  times  we 
are  of  the  character  of  the  lesion  we  will  find,  I  think  the  quicker 
such  experienced  men  as  Dr.  Polk  and  others  here  and  in  Europe 
acknowledge  and  demonstrate  the  difficulty  of  a  correct  diagnosis 
and  the  severity  of  the  operation,  the  fewer  efforts  will  be  made 
in  this  direction  by  men  who  have  little  experience. 

I  recently  talked  with  a  wise  physician  from  the  far  West  who 
stated  that  there  were  from  one  to  ten  laparotomists  in  every 
western  town,  and  the  operation  was  resorted  to  for  very  trivial 
causes. 

In  reference  to  the  error  in  diagnosis,  where  these  conditions 
exist  for  a  number  of  years,  there  is  so  much  exudation  about  the 
uterus  and  the  tubes  it  is  almost  impossible  to  exclude  the  presence 
of  fibroids.  The  most  experienced  surgeons  have  observed  that  an 
exudation  of  long  standing  feels  very  like  a  fibroid  to  the  touch. 

Dr.  Wylie: — I  recall  a  case  with  somewhat  the  same  history.  A 
young  girl  came  to  me  a  year  ago  with  a  distended  abdomen  giv- 
ing a  history  of  inflammatory  trouble  about  the  pelvis;  on 
examining,  her  I  found  a  tumor  about  the  size  of  Dr.  Polk's  speci- 
men, only  more  fixed,  and  there  was  some  ascites.  I  opened  the 
abdomen  and  found  bloody  fluid  with  some  cysts,  and  diagnosed  it  as 
cystic  sarcoma.  A  drainage-tube  was  put  in  and  she  improved  and 
left  the  hospital  with  instructions  to  return  if  the  trouble  reappeared. 
She  came  back  a  month  ago  with  the  same  distension  but  she  had 
improved  so  much  in  general  condition  that  I  determined  to  open 
the  abdomen  and  see  what  had  taken  place.  I  found  some  of  the 
bloody  fluid  and  the  same  cyst  I  had  seen  before  with  just  such  a 
condition  of  the  tubes  and  ovaries  as  Dr.  Polk  describes.  I 
enucleated  one  side  and  removed  a  mass  almost  identical  to  Dr. 
Polk's.  The  patient  lost  so  much  blood  that  instead  of  proceeding 
further,  there  also  being  an  abscess  opening  into  the  intestine  from 
it,  I  stopped.  I  put  in  a  drainage-tube  and  she  is  doing  well. 
Later  I  will  open  the  abdomen  and  remove  the  other  side.  If  I  had 
proceeded  and  removed  the  uterus  I  would  probably  have  lost  my 
patient. 
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Dr.  Polk: — In  conclusion  I  would  merely  say  the  case  illustrates 
beautifully  the  open-method  of  treatment,  because  that  woman's 
pelvis  is  open  and  about  two-thirds  full  of  gauze,  and  she  has  not 
had  a  temperature. 

Lysol;  an  Antiseptic. 

Dr.  Hanks: — I  want  to  call  attention  to  lysol,  which  I  believe 
in  a  one  per  cent,  solution  is  a  much  better  antiseptic  to  handle  than 
carbolic  acid  or  mercuric  bichloride.  It  is  something  like  creolin.  It 
mixes  with  water.  A  one  per  cent,  solution  is  amply  sufficient  to 
cleanse  the  hands,  and  a  one-half  per  cent,  solution  is  strong 
enough  for  vaginal  injection.  It  is  soothing  to  the  hands,  when 
not  too  strong,  and  costs  less  than  carbolic  acid.  I  have  used  it  for 
some  months,  and  have  used  it  to  the  exclusion  of  other  germicides 
in  seven  laparotomies  during  the  last  four  weeks;  in  each  case  my 
patients  have  done  well. 

Dr.  Cleveland  exhibited  A  Metal  Box  in  which  to  Sterilize  and  Trans- 
port Sterilized  Gauze. 

For  a  convenient  and  aseptic  way  of  carrying  rolls  of  iodo- 
form gauze  to  operations  in  private  practice  this  box  has  been 
constructed. 

It  is  made  of  block-tin,  and  is  6  inches  long,  3y2  inches  wide, 
and  3y2x4  inches  deep. 

The  top  fits  over  it  snugly.  At  each  end  a  slot  is  cut  sufficiently 
wide  to  allow  gauze  of  2l/2  inches  width  to  pass  through  easily. 
Inside  of  this  box  is  placed  a  smaller  block-tin  frame  arranged  so  as 
to  support  two  glass  rods  on  which  the  iodoform  rods  revolve. 

The  usual  five-yard  rolls  of  10  °/0  iodoform-gauze  is  bought 
and  torn  into  21/,  inch  widths.  These  are  rolled  over  glass  rods  a 
little  over  3  inches  long,  each  rod  having  thus  15  yards  rolled  upon 
it.  This  is  done  with  great  care  as  to  cleanliness  and  in  our  case 
by  the  doctor  himself. 

A  number  of  these  rolls  being  prepared,  they  are  covered  with 
gutta-percha  tissue,  and  put  away  for  future  use  in  a  closed  jar. 
When  needed,  two  of  these  are  placed  in  the  metal  box  as  short  a 
time  as  possible  before  an  operation,  secured  well  by  the  top,  and 
sterilized  for  one  hour  in  an  Arnold  sterilizer.  It  is  then  at  once 
wrapped  in  a  few  towels  which  were  sterilized  at  the  same  time. 
Thus  prepared,  it  is  taken  to  the  house  of  operation,  and  not  dis- 
turbed until  when  during  the  operation  the  operator  calls  for  the 
gauze,  in  order  to  pack  any  oozing  in  the  pelvis.    The  towels  are 
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then  removed,  and  a  free  end  started  through  one  of  the  slots. 
The  box  carrying  30  yards  furnishes  all  that  is  needed.  The  ad- 
vantage that  the  box  is  thought  to  possess  is  that  when  once  steril- 
ized the  gauze  remains  practically  in  the  sterilized  atmosphere 
until  needed.  Again  no  hands  touch  it  except  those  of  the 
operator.  If  before  sterilizing  it  is  seen  that  the  free  ends  of  each 
roll  are  not  lying  loose  on  the  bottom  of  the  box,  the  gauze  will  in 
no  way  be  changed  by  the  heat.  If  this  is  not  done,  and  the  ends 
are  allowed  to  dangle  upon  the  bottom,  this  and  a  part  of  the  roll 
will  be  changed  to  the  usual  blue  by  the  decomposition  of  the 
iodoform. 

Dr.  J.  R.  Nilsen  read  a  paper  entitled  :  A  case  with  the  following 
points  for  consideration:  Probable  Superfcetation ;  Protracted 
Gestation;  Difficult  Labor;  Forceps  Delivery;  Partial  Inversion 
of  the  Uterus  ;  Septicemia  ;  Erysipelas. 

DISCUSSION. 

Dr.  Grandin: — The  subject  is  such  a  broad  one  that  it  is  very 
difficult  to  know  where  to  begin,  and  after  having  begun  to  know 
where  to  stop.  To  take  up  the  points  as  called  for  :  First,  is  this  a 
case  of  superfcetation  ?  Superfcetation  means  something  which 
must  be  granted  as  perfectly  possible,  because  there  are  instances 
on  record  where  women  have  given  birth  to  twins  not  of  differed 
nationalities,  but  different  color,  called  by  the  mother  "maternal 
impression,- "  but  hardly  termed  so  by  the  physician.  Those  case£ 
are  extremely  rare,  and  it  is  so  improbable  that  a  second  ovum  is. 
likely  to  be  impregnated  after  the  uterine  decidua  has  formed  ir 
part  that  1  am  rather  sceptical  about  this  case  having  been  one  oi 
that  nature.  I  am  inclined  to  think  it  was  one  of  twins,  where  the 
stronger  foetus  was  developed  at  the  expense  of  the  other,  granted, 
of  course,  that  it  was  not  a  supernumerary  placenta. 

As  regards  protracted  gestation,  I  think  the  profession  ought  to 
put  itself  on  record  as  not  agreeing  with  the  statements  contained 
in  most  of  the  text-books,  and  not  agreeing  with  the  law  which 
exists,  merely  arbitrarily,  in  France,  that  a  woman's  chastity  is 
questionable  if  her  child  is  born  after  the  300th  day  from 
the  death  of  her  husband,  we  will  say.  We  have  all  seen  cases 
where  gestation  has  been  protracted  beyond  the  280th  day,  and 
even  to  the  300th  day,  and  the  explanation  is  that  impregnation 
took  place  before  the  menstrual  period  which  did  not  appear,  in- 
stead of  after  the  menstrual  period  which  did  appear;  but  that 
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would  give  us  only  300  days.  I  have  seen  cases  where  if  I  could 
depend  on  the  testimony  of  the  patient  gestation  has  gone  beyond 
the  300th  day,  and  it  is  unnecessary  to  recall  the  cases  recorded  by 
Simpson,  undoubted  cases  of  gestation  protracted  beyond  the  300th 
or  320th  day,  even  allowing  for  the  margin  of  twenty-three  days  if 
impregnation  occurred  before  the  menstrual  period  which  did  not 
appear.  The  present  case,  therefore,  may  well  have  been  one  of 
protracted  gestation. 

The  case  is  particularly  interesting,  because  it  is  an  instance  of 
what  we  have  to  term  in  all  charity  "bad  midwifery,''  not  on  Dr. 
Nilsen's  part,  but  before  he  took  charge  of  it.  I  do  not  think  that  it  is 
quite  the  thing  for  any  man  to  leave  anything  within  the  uterus 
after  delivery  at  term.  I  do  not  think  he  has  done  his  duty  to  his 
patient,  unless  he  satisfies  himself,  if  necessary,  by  the  insertion  of 
the  entire  hand  into  the  uterus  at  the  time  when  it  is  perfectly  easy 
to  do  it,  that  the  uterus  is  empty,  and  that  there  is  no  debris  such 
as  existed  in  this  case,  practically  a  foetus,  or  placenta.  The  moral 
that  we  can  draw  from  the  case  is  that  we  cannot  preach  too  much 
the  necessity  of  being  satisfied  that  the  uterus  is  entirely  empty  be- 
fore dismissing  a  case  from  our  hands.  The  size  of  the  uterus  will 
at  once  attract  attention  in  instances  where  a  considerable  mass 
remains  behind.  To  pass  to  the  diagnosis:  I  should  call  the  case 
one  of  septic  pyaemia  strictly;  the  repeated  rigors,  the  high  tem- 
perature, the  swelling  of  the  elbow,  all  to  my  mind  clearly  indi- 
cates such  a  diagnosis.  The  source  of  infection  was  unquestion- 
ably these  putrid  remains  in  the  uterus.  I  am  not  prepared  to  say 
that  it  was  a  case  of  auto-infection  in  the  sense  in  which  the  term 
was  formerly  used,  but  I  should  say  it  began  as  putrid  infection 
and  toxaemia,  and  1  do  not  care  what  kind  of  germs  infected  the 
cavity  of  the  uterus,  the  starting  point  of  the  infection  was  the  mass 
in  the  uterus,  and  in  so  far  it  may  be  called  a  case  of  auto-infection. 

The  general  treatment  of  the  case  I  take  absolutely  no  exception 
to.  My  own  practice  nowadays  in  the  puerperal  state  is  to  have 
less  to  do  with  the  curette  than  formerly,  when  I  argued  for  the 
curette  in  the  presence  of  septic  endometritis.  To-day  I  should 
prefer  my  finger  and  hand  in  the  uterus  to  the  curette;  not  that  I 
fear  damage  with  the  curette,  but  I  am  satisfied  if  the  uterus  has 
been  cleared  with  my  hand  and  two  fingers,  and  not  alone  by  a 
blunt  or  sharp  instrument.  At  all  events  the  one  safe  rule  is  to  ex- 
amine the  interior  of  the  uterus  digitally  in  order  to  be  sure  that 
the  curette  has  removed  whatever  from  its  presence  might  prove 
the  starting  point  of  a  septic  endometritis. 
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Dr.  Hanks: — I  remember  reading  in  the  Transactions  of  the 
Eritish  Gynaecological  Society,  or  London  Obstetrical  Society,  of  a 
case  where  there  were  seyeral  bleeding  fibroids  found  soon  after  the 
delivery  of  the  child.  This  sloughing  putrescent  material  which  is 
adherent  to  the  fundus  of  the  uterus  would  necessarily  cause  just 
what  happened  here;  the  effort  of  nature  to  expel  this  foreign  body 
would  be  quite  likely  to  produce  this  inversion  of  the  uterus.  I 
agree  with  Dr.  Gran  din  that  the  symptoms  were  the  typical  symp- 
toms of  puerperal  pyaemia,  and  probably  some  pus  cavities  would 
have  been  found  there. 

Dr.  H.  C.  Coe: — I  have  been  anticipated  (in  my  opinion)  with 
regard  to  the  diagnosis.  It  seems  to  me  that  there  is  not  much 
doubt  that  this  was  a  case  of  pyaemia,  since  all  the  symptoms  point 
to  it.  I  believe  that  if  an  autopsy  had  been  made  septic  foci  would 
have  been  found  in  the  joints  of  internal  organs. 

Dr.  Grandin  made  one  remark  which  might  be  interpreted 
wrongly — that  he  would  explore  the  uterus  in  any  case  in  which  it 
was  suspected  that  a  small  portion  of  the  membranes  or  placenta 
had  been  left  behind.  By  the  general  practitioner  that  might  be 
misunderstood  and  the  inference  might  be  drawn  that  if  a  small 
portion  of  the  membrane  remain  we  are  justified  in  every  normal 
case  in  introducing  the  hand  into  the  uterus  to  remove  it.  It  is 
difficult  for  me  to  agree  with  the  diagnosis  of  a  second  foetus.  The 
examination  seems  forced. 

Dr.  R.  A.  Murray: — In  regard  to  super-fcetation,  I  would  mention 
a  similar  case  which  occurred  some  time  ago  in  the  Maternity  Hos- 
pital, Blackwell's  Island.  The  labor  was  prolonged  and  for  two  or 
three  days  the  patient  was  in  perfect  condition;  after  that  there  was  a 
laceration  of  the  cervix,  but  there  was  no  foetor.  There  was  no 
trouble  until  she  was  removed  to  the  convalescing  room  on  the  elev- 
enth day  after  the  confinement  and  a  careful  examination  of  the  cer- 
vix showed  it  to  be  perfectly  normal  with  the  exception  of  a  tear  on 
the  left  side.  When  I  visited  her  the  next  day  I  was  told  a  putrescent 
mass  protruded  from  the  vulva.  On  examination  I  found  a  putres- 
cent mass  with  a  very  offensive  odor,  five  inches  long,  flattened, 
about  half  the  size  of  the  palm  of  the  hand,  and  upon  passing  my 
fingers  up  to  the  cervix  I  could  not  get  to  the  end  of  it.  With  a 
forceps  I  removed  the  portion  below  the  cervix,  and  then  passing 
my  fingers  up  into  the  uterus  I  removed  a  piece  quite  as  large,  4V0 
inches  long  and  21 2  inches  broad,  and  at  the  middle  portion  more 
than  an  inch  thick.  I  passed  my  fingers  into  the  uterus  and  the 
wall  was  so  soft  and  flabby,  and  the  stench  was  so  great,  that  even 
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after  washing  it  out  (the  patient  being  somewhat  in  collapse)  I  did 
not  dare  to  go  up  to  the  fundus  in  order  to  ascertain  absolutely  the 
size  and  shape  of  the  uterus.  I  did  not  deem  it  wise  for  fear  of  col- 
lapse and  the  possibility  of  my  fingers  passing  through  the  uterus. 
Examining  that  patient  a  short  time  afterwards  I  was  able  to  out- 
line the  uterus  as  normal.  There  was  no  fcetor,  no  rise  of  tempera- 
ture, no  parametritis,  and  she  got  up  in  the  course  of  about  two 
weeks  after  that,  the  laceration  having  been  treated  with  iodoform, 
and  yet  there  was  no  fcetor  up  to  the  time  she  got  up,  after  wash- 
ing out  the  uterus  the  first  time  and  removing  the  tumor.  On  the 
ninth  day  she  was  transferred  to  the  convalescent  ward  and  was  ex- 
amined on  the  twelfth  day  with  a  speculum,  and  on  the  thirteenth  day 
I  took  away  what  must  have  been  a  sloughing  fibroid.  It  certainly 
was  not  placenta  and  was  so  putrid  it  could  not  be  examined.  After 
that  was  taken  away  the  patient  passed  a  normal  convalescence, 
barring  the  laceration  of  the  cervix. 

It  seems  to  me  that  Dr.  Nilsen's  case  might  have  been  the  same 
without  bringing  in  super-fcetation,  with  this  exception,  that  in  his 
case  the  endeavor  to  expel  a  broken-down  fibroid  has  resulted  in 
septic  absorption  and  true  puerperal  pyaemia. 

In  regard  to  pyaemia  we  used  to  see  those  cases  very  frequently 
but  we  do  not  see  them  now — the  various  forms  of  septicaemia, 
pyaemia  and  peritonitis.  In  those  cases  where  we  made  autopsies 
we  found  almost  invariably  a  form  of  peritonitis  which  sometimes 
was  very  virulent. 

There  is  one  other  point:  I  do  not  hold  that  erysipelas  and 
puerperal  fever  are  the  same,  nor  that  scarlet  fever  poison  and 
puerperal  fever  are  the  same.  I  do  hold  that  most  of  the  poison  is 
introduced  from  the  outside.  Five  times  I  have  confined  patients 
who  were  in  the  height  of  an  attack  of  erysipelas  and  no  fever 
resulted.  Six  times  I  have  confined  patients  whose  children  were 
lying  sick  with  diphtheria  and  scarlet  fever  in  the  same  bed  with  her 
and  in  three  other  instances  the  children  sick  with  scarlet  fever  and 
diphtheria  were  in  the  same  room  and  not  one  of  these  cases  had  a 
rise  of  temperature.  That  looks  like  a  risky  practice,  but  it  was 
done  some  years  ago,  it  was  quite  impossible  to  take  the  children 
away  from  their  mothers. 

I  hold  therefore  if  we  can  prevent  the  poison  from  being  intro- 
duced we  will  absolutely  prevent  infection.  I  have  never  yet  read 
a  history  which  was  carefully  made  that  would  verify  auto-infection, 
The  two  instances  above  referred  to  have  convinced  me  of  this  fact, 
and  I  have  no  hesitation,  if  it  is  necessary,  to  go  immediately  to  a 
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confinement  case  from  treating  a  scarlet  fever  patient,  of  course 
thoroughly  disinfecting  myself.  But  I  would  separate  one  puer- 
peral case  that  has  been  infected  from  another  puerperal  case, 
because  you  cannot  get  control  over  the  spread  of  the  disease 
unless  you  do.  During  the  time  we  had  puerperal  attacks  in  the 
New  York  Maternity,  as  it  is  now  and  before  when  it  was  on  Black- 
well's  Island  where  the  cases  were  transferred  from  Bellevue  Hos- 
pital, there  was  no  instance  brought  to  me  of  a  visiting  surgeon 
having  caused  a  case  of  puerperal  fever  in  New  York. 

Among  the  deaths  from  puerperal  fever  at  that  time  you  will  find 
not  a  single  death  recorded  to  any  physician,  consulting  or  visiting, 
connected  with  the  lying-in  establishments  in  New  York  where  they 
confined  the  patients. 

Dr.  Charles  Jewett: — Auto-infection,  in  the  sense  of  infection 
from  the  presence  of  germs  which  have  their  habitat  in  the  genital 
passages,  I  suppose  must  be  accepted  as  possible.  It  is  a  doctrine, 
however,  which  furnishes  an  easy  excuse  for  sepsis  and  serves  to 
palliate  the  sins  of  uncleanliness.  A  fragment  of  placenta  remain- 
ing in  the  uterus  may  be  infected  by  germs  primarily  present  in  the 
cervix  and  vagina,  and  such  an  accident  may  be  regarded  as  auto- 
infection:  yet  I  believe  such  cases  are  extremely  rare.  The  genital 
germs  in  healthy  women  are  comparatively  innocuous  and  are 
furthermore  attenuated  and  washed  away  by  the  hypersecretions,  the 
blood  and  liquor  amnii  which  flush  the  passages  during  labor.  It 
is  more  rational  and  better  teaching  to  assume  that  the  infection  is 
carried  on  the  doctor's  fingers,  and  there  is  plenty  of  experience  to 
substantiate  this  assumption. 

In  regard  to  the  removal  of  retained  membranes,  I  cannot  agree 
with  Dr.  Grandin  that  the  uterus  should  be  invaded  in  every  case 
where  such  material  is  left.  A  paper  recently  published  in  one  of 
the  foreign  journals,  the  author  of  which  I  do  not  now  recall,  goes 
into  a  clinical  study  of  this  subject.  The  conclusions  accord  with 
my  own  experience  which  is  to  this  effect :  That  fragments  of  the 
membranes  may  be  removed  to  advantage  when  they  hang  in  the 
vagina  where  they  can  be  easily  reached,  but  not  so  when  they  are 
wholly  in  the  uterus  When  the  passages  are  left  as  aseptic  as  they 
always  are  in  a  properly  conducted  labor,  a  small  strip  of  mem- 
branes left  in  the  uterus  does  no  septic  harm  whatever. 

In  puerperal  endometritis,  I  have  used  the  curette  in  a  very 
large  number  of  cases,  but  lam  beginning  to  have  some  misgivings 
about  the  value  of  this  practice,  and  I  think  the  same  objections 
would  obtain  to  the  introduction  of  the  hand.    The  results  are  good 
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and  the  practice  safe  where  the  interference  is  had  early,  but 
unsatisfactory  when  it  is  late.  I  am  casting  about  for  something 
better  than  the  curette  in  the  management  of  a  septic  uterus,  post 
partum,  and  have  treated  several  recent  cases  with  gauze  drainage. 

Dr.  J.  C.  Edgar  : — The  protruding  mass  that  was  found  subse- 
quent to  delivery  was  one  point  in  Dr.  Nilsen's  case  that  interested 
me.  A  few  weeks  ago  I  had  a  similar  case.  The  patient  had  a 
perfectly  normal  temperature  until  seventy-two  hours  after  labor, 
and  then  it  rose  to  103. 40.  Examination  disclosed  a  mass  in  the 
uterus,  and  on  first  palpitating  I  was  at  a  loss  to  determine  what  it 
was,  but  fearing  septicaemia  I  carefully  curetted  her  and  removed 
about  a  teacupful  of  debris  and  washed  her  out  with  two  quarts  of 
bichloride  1-800.  That  was  six  o'clock  in  the  evening,  and  the 
next  day  she  had  no  abnormal  temperature  whatever.  As  to  this 
mass,  the  attending  physician  and  another  who  assisted  at  the  labor 
both  of  whom  were  careful  men,  assured  me  that  the  original 
placenta,  if  this  was  a  secondary  placenta,  came  away  absolutely 
intact,  as  did  the  membranes.  It  seemed  to  us  at  the  time  that  it 
could  not  be  anything  else  than  a  secondary  placenta  slightly 
attached  to  the  former  or  original  one,  and  the  seat  of  attachment 
was  lost  sight  of  in  examining  the  patient. 

Another  case  which  did  not  terminate  so  fortunately  occurred  on 
Sunday  morning  four  days  after  delivery.  It  presented  somewhat 
the  same  history  as  the  other  case  with  three  days  of  no  tempera- 
ture and  then  a  sudden  rise  preceded  by  rigor,  and  out  of  this  uterus 
we  obtained  half  a  teacupful  of  debris,  which  resembled,  as  far  as 
anybody  could  tell  macroscopically,  placental  tissue,  and  yet  the 
placenta  and  membranes  were  by  a  very  careful  observer  said  to 
have  been  intact. 

Dr.  Brooks  H.  Wells  : — 1  would  like  to  call  attention  to  the  value 
of  peroxide  of  hydrogen  for  washing  out  the  uterus  when  it  has 
become  septic  and  after  it  has  been  cleared  of  a  large  mass  of  debris 
by  the  finger.  I  dislike  to  use  the  curette  unless  it  is  absolutely 
necessary,  but  I  have  used  the  peroxide  for  nearly  two  years  with 
the  very  best  results.  In  one  case  which  Dr.  Coe  saw  with  me 
during  the  summer,  a  temperature  of  1060  was  promptly  controlled 
by  the  peroxide  of  hydrogen,  but  not  by  previous  douches  of  mer- 
curic bichloride.  In  this  case  the  placenta  was  retained  eight  days 
and  on  washing  out  with  a  saturated  solution  of  peroxide  of  hydro- 
gen the  temperature  came  down  to  normal,  and  remained  so. 

Dr.  W.  R.  Pryor: — As  to  the  conduct  and  management  of  this 
particular  case,  the  woman  died  of  puerperal  septicaemia,  and  the 
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less  said  the  better,  but  as  the  treatment  of  puerperal  septicaemia 
has  come  up  for  discussion  and  various  experiences  have  been 
given,  I  will  state  my  own,  with  irrigation  and  the  curette.  I  un- 
fortunately went  through  an  epedemic  at  Bellevue  Hospital,  and 
about  that  time  continuous  irrigation  on  a  Kibbee  cot  was  employed, 
and  in  those  cases  that  lasted  some  days  the  termination  was 
usually  fatal,  irrigation  did  the  most  good  in  the  ones  that  were  of 
the  shortest  duration.  After  the  first  bichloride  douche  I  prefer 
the  Thiersch  solution;  where  you  can  do  it  within  the  first  forty- 
eight  hours  you  have  a  chance  of  saving  the  patient,  after  that  I  do 
not  think  washing  will  remove  the  trouble  in  most  cases.  The 
sloughs  are  so  thick  and  the  sepsis  so  deep-seated. 

The  tremendous  fear  of  the  curette  I  cannot  understand,  unless 
it  be  inherited — the  fear  of  poking  it  through  the  uterus  as  has  hap- 
pened. Those  who  get  the  best  results  from  curetting  the  inside  of 
the  uterus  do  not  know  what  a  dull  curette  is.  I  do  not  see  why  a 
uterus  septic  and  infected  which  you  are  afraid  to  remove  by 
laparotomy  should  not  be  curetted,  irrigated  and  packed,  as  you 
would  any  other  discharging  septic  cavity  ;  in  fact,  I  did  it  yester- 
day in  a  case  of  puerperal  septicaemia  which  has  lasted  three  weeks, 
and  although  it  is  too  soon  to  report  results  I  might  mention  that 
the  temperature  has  fallen  two  degrees  without  any  antipyretics  at 
all.  In  the  first  forty-eigfit  hours,  irrigation  is  the  proper  thing  to 
do  without  introducing  the  hand  into  the  uterus,  except  when  the  * 
placenta  be  firmly  adherent,  and  after  that  I  think  the  sharp 
curette  the  proper  thing  to  use. 

Dr.  Wm."  M.  Polk: — At  the  risk  of  introducing  an  old  subject 
and  stating  something  somewhat  stale  I  will  simply  say  that  Dr. 
Murray's  case  and  Dr.  Nilsen's  case  illustrate  the  necessity  of 
keeping  the  walls  of  the  uterus  apart  in  the  first  place,  and  keeping 
the  internal  os  open  in  the  second.  I  believe  if  the  flaccid  uterus 
that  Dr.  Nilsen  reports  with  such  bad  result  had  been  properly 
drained,  as  it  could  have  been  by  the  method  of  packing  with 
gauze,  that  while  he  might  not  have  saved  his  patient  I  think  it 
would  have  been  better  treatment  than  frequent  irrigation.  And  as 
far  as  Dr.  Murray's  case  is  concerned  it  is  a  practical  illustration  of 
the  fact  that  the  internal  os  will  close  and  retain  in  the  cavity  of 
the  uterus  a  large  amount  of  foetid  material.  It  did  no  harm  in  his 
case,  but  in  many  instances  it  will  contract  and  retain  the  putrid 
material  with  fatal  results.  If  the  internal  os  is  kept  open  properly 
to  allow  the  removal  of  the  putrefying  material,  it  will  prevent  the 
possibility  of  any  infection  of  the  interior  of  the  uterine  cavity.  So 
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far  as  I  am  concerned,  for  several  years  I  have  obtained  sufficiently 
good  results  from  at  once  clearing  out  the  uterus,  washing  and 
packing  with  gauze,  bringing  it  out  into  the  vagina;- dropping  the 
4  frequent  irrigation  and  relying  on  the  gauze  repacking  when  nec- 
essary, but  in  most  cases  one  packing  has  been  sufficient. 

Dr.  Malcolm  McLean: — There  is  one  element  of  danger  in  these 
cases  which  has  not  been  noticed — the  presence  of  putrescent  clots. 
Clots  which  have  undergone  putrefaction  in  the  uterus  will  do  all 
the  evil  described  in  this  case,  and  will  also  give  the  macroscopic 
appearance  of  a  more  organized  tissue  than  mere  clot.  After  a  clot 
undergoes  putrescent  changes  and  is  drained  of  its  serum,  it  gives 
an  ugly  fibrinous  mass  which  is  about  as  putrid  as  anything  in  the 
uterus,  and  peculiarly  offensive  and  dangerous.  I  believe  a  blood 
clot  left  in  the  uterus  is  more  or  less  dangerous,  and  it  may  explain 
some  of  the  facts  in  Dr.  Edgar's  case  where  the  placenta  was  re- 
ported as  having  been  removed  intact. 

Dr.  Nilsen: — I  did  not  say  that  the  uterine  cavity  should  be  ex- 
plored in  every  case  after  delivery,  but  that  portions  of  the  placenta 
or  membrane  known  to  have  been  left  behind  should  at  once  be 
removed,  and  that  when  the  lochia  becomes  offensive  one  should 
interfere.  I  call  that  a  danger-signal,  and  heeding  it  should  not  be 
called  meddlesome.  I  might  have  added,  however,  that  if  the 
accoucheur  does  not  feel  competent  to  use  the  necessary  instru- 
ments he  should  call  to  his  aid  the  one  who  does.  In  the  cases 
which  most  urgently  call  for  interference  the  finger  alone  will  suf- 
fice, and  where  it  is  feasible  this  should  be  preferred. 

I  will  say  a  word  in  defence  of  the  doctor  whom  Dr.  Grandin 
criticises.  When  he  found  the  placenta  and  membrane  perfect  he 
left  the  case  alone.  I  can  easily  see  how  the  existing  abnormities 
may  have  simulated  normal  conditions  to  the  external  touch,  by 
Which  alone  he  was  guided.  There  were  no  indications  for  inter- 
ference until  the  lochia  became  offensive. 

Stated  Meeting,  March  i,  1892. 

The  President,  Clement  Cleveland,  M.  D.,  in  the  Chair. 

Inguinal  Hernia,  the  Sac  Containing  Portions  of  Large  and  Small 
Intestines,  Omentum  and  Stomach.  Dr.  J.  R.  Gc-i  te  read  the 
history  of  the  case  and  exhibited  a  large  amount  of  redundant 
integument  cut  away. 

Dr.  J.  Riddle  Goffe. — The  specimen  I  herewith  present  is  the 
sac  and  integumentary  covering  together  with  adherent  masses  of 


New  York  Obstetrical  Society 


375 


an  omentum  of  an  immense  inguinal  hernia,  upon  which  my 
friend,  Dr.  A.  B.  Tucker,  and  I  operated  on  Thursday  last  with  the 
assistance  of  Dr.  Pryor  and  Dr.  Harrison. 

The  patient  was  a  woman  thirty-six  years  of  age,  who  had  for- 
merly suffered  from  a  large  tumor  of  the  abdomen.  This  was  re- 
moved nine  years  ago  at  the  Presbyterian  Hospital  and  proved  to 
be  a  lipoma  whose  seat  of  attachment  was  the  right  inguinal  canal 
and  ring.  In  its  removal  the  supports  of  the  canal  were  evidently 
greatly  weakened  if  not  largely  destroyed.  For  shortly  after  the 
operation  she  began  to  have  a  swelling  at  the  original  site  of  the 
tumor,  which  had  gradually  increased  to  the  present  time. 

Thinking  the  operation  had  failed  to  relieve  her,  and  that  the 
tumor  was  growing  again,  she  had  failed  to  consult  anyone  about 
it  till  it  had  reached  such  immense  proportions  that  the  interference 
with  all  movement  and  locomotion  and  the  dragging  weight  were 
no  longer  endurable. 

Upon  examination  there  presented  an  immense  tumor  hanging 
from  the  right  inguinal  region  with  rounded  irregularities  at  the 
most  pendulous  portion.  It  reached  nearly  to  the  knee  and  in  its 
lateral  dimensions  completely  covering  the  right  thigh  and  reach- 
ing well  over  into  the  left  one;  A  slightly  tympanitic  note  could  be 
elicited  on  deep  percussion  and  by  slight  manipulation  in  the  Tren- 
delenburg posture  about  two  thirds  of  the  mass  could  be  returned 
to  the  abdominal  cavity. 

A  diagnosis  of  hernia  was  made  with  probable  hypertrophied 
and  adherent  omentum. 

With  the  patient  in  the  Trendelenburg  posture  an  incision  was 
made  from  the  neck  of  the  tumor  down  its  median  line  to  its  base. 
Numerous  masses  of  omentum  were  found,  everywhere  adherent, 
and  grape-like  masses  filling  deep  pockets  in  the  sac.  This  ac- 
counted for  the  rounded  irregularities  on  the  tumor.  But  the  intes- 
tines themselves  were  protected  from  the  sac  by  the  omentum  and 
were  nowhere  directly  adherent.  After  tearing  away  the  adhesions 
and  tying  off  and  removing  large  masses  of  the  omentum,  the 
whole  contents  were  shelled  out  of  the  sac,  and  to  our  surprise  they 
consisted  not  only  of  the  small  intestines,  but  also  the  colon  and 
the  stomach. 

These  were  returned  to  the  abdominal  cavity  and  arranged  as 
nearly  as  possible  in  their  normal  position,  special  care  being  taken 
that  there  might  not  be  any  twist  in  the  oesophagus.  The  sac  and 
redundant  skin  were  then  cut  away  and  the  opening  and  wound 
reclosed  with  successive  layers  of  silk  and  silver-wire  sutures. 
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Considerable  shock  followed  the  operation,  but  the  patient  ral- 
lied well  under  hypodermics  of  strychnine,  and  is  making  a  most 
favorable  recovery.  The  open-bowel  method  has  be'en  pursued  in 
the  after-treatment. 

The  features  in  the  case  that  render  it  worthy  of  reporting  were 
the  immense  size  of  the  tumor,  the  fact  that  the  stomach  was  pro- 
lapsed into  the  sac  in  addition  to  the  large  and  small  intestines, 
and  that  in  spite  of  this  nutrition  was  well  maintained,  the  woman 
being  fat  and  strong. 

Dr.  G.  M.  Edebohls  presented  the  following  specimens,  with 
histories  of  the  cases  : 

Carcinoma  of  Fundus  and  Myomata  of  Body  of  Uterus.  Laparo- 
vaginal  Hysterectomy.    Death  from  Intestinal  Paralysis. 

Dr.  G.  M.  Edebohls  presented  the  specimen,  which  consisted  of 
the  uterus,  tubes,  and  ovaries  removed  in  one  piece  by  laparo- 
vaginal  hysterectomy.  The  tubes  and  ovaries  were  nearly  normal, 
the  outer  end  of  one  tube  being  moderately  thickened.  The  uterus 
was  slightly  above  normal  in  size  and  contained  three  small  myo- 
mata in  its  walls.  A  teat-like  growth,  with  a  diameter  at  the  base 
of  2.5  centimetres,  sprang  from  the  mucous  membrane  of  the  fun- 
dus, projecting  1.5  centimetres  into  the  cavity  of  the  uterus.  The 
growth  was  examined  microscopically  by  Drs.  T.  M.  Prudden  and 
J.  W.  Brannan  and  pronounced  an  adeno-carcinoma. 

The  history  of  the  case  presented  three  points  of  interest  : 

(a)  An  early  diagnosis  based  mainly  upon  the  clinical  features* 

(b)  Unusual  difficulties  of  operation. 

(c)  The  mode  of  death. 

Mrs.  M.  C.,  a  widow  of  forty  ;  never  pregnant  ;  was  first  seen 
by  Dr.  Edebohls  in  consultation  with  Dr.  D.  J.  McDonald,  July  28, 
1 891.  She  gave  a  history  of  pelvic  inflammation,  of  brief  duration 
early  in  married  life,  since  which  time  she  had  been  quite  well 
until  very  recently.  Her  periods  had  always  been  regular  though 
scanty,  and  had  finally  ceased  in  February,  1890.  Two  months 
ago  a  slight  leucorrhcea  and  some  scalding  on  urination  developed 
and  have  been  the  only  symptoms  to  date. 

Bimanual  palpation  discovered  nothing  abnormal  about  the 
pelvic  organs.  The  symptoms,  however,  suggested  incipient 
changes,  of  a  probably  malignant  nature,  in  the  endometrium. 

With  this  suspicion  in  mind  the  patient  was  directed  to  report 
on  the  first  occurrence  of  haemorrhage. 
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The  predicted  haemorrhage  occurred  in  December,  1891,  twenty- 
two  months  after  the  menopause.  A  diagnostic  curettement  under 
strict  antiseptic  precautions  revealed  a  rounded  elevation  near  the 
fundus.  The  scrapings  were  examined  by  Dr.  Hodenpyl,  who, 
however,  was  unwilling  to  make  a  positive  diagnosis,  claiming 
that  the  specimens  did  not  reach  him  in  good  condition.  He 
merely  stated  that  the  microscopical  appearances  in  one  or  two 
places  suggested  carcinoma. 

The  clinical  history,  however,  seemed  to  indicate  clearly  the 
nature  of  the  disease  and  the  proper  treatment.  During  the  last 
weeks  violent,  deep-seated  pelvic  pains  were  much  complained  of. 
The  bimanual  examination  showed  practically  the  same  conditions 
that  existed  six  months  previously,  i.e.,  nothing  abnormal. 

The  excessive  stoutness  of  the  patient  and  a  virginal  condition 
of  the  vagina  precluded  vaginal  hysterectomy.  Abdominal  pan- 
hysterectomy was  attempted,  but  owing  to  the  distended  condition 
of  the  intestines  and  the  great  depth  of  the  parts  from  the  surface 
it  was  found  impossible  to  complete  the  operation  from  above,  not- 
withstanding the  aid  of  the  Trendelenburg  posture.  After  tying 
the  ovarian  arteries  on  either  side  from  above,  the  cervix  was  cir- 
cumcised from  the  vagina,  bladder  and  rectum  were  separated 
from  the  uterus  and  the  anterior  and  posterior  cul-de-sacs  opened. 
The  operator  tried  very  hard  to  tie  the  broad  ligament  from  below, 
but  found  it  impossible  on  account  of  the  high  position  of  the 
uterus  and  the  extreme  narrowness  of  the  vagina.  Two  Polk 
clamps  were  passed  up  from  the  vagina  and  fastened  one  upon 
each  broad  ligament,  with  the  aid  of  a  hand  within  the  abdomen. 
The  uterus  was  cut  out  between  the  clamps  and  removed  via  the 
abdomen.  A  five-yard  strip  of  iodoform-gauze  was  packed  in  the 
pelvis,  one  end  led  out  into  the  vagina  and  the  abdomen  closed. 
Simple  as  the  description  may  read,  the  procedures  themselves 
were  very  difficult  in  this  particular  case  and  the  operation  con- 
sumed nearly  two  hours. 

Tympanites,  which  had  been  the  patient's  life-long  complaint, 
and  which  proved  a  most  troublesome  factor  at  the  time  of  opera- 
tion, in  spite  of  all  previous  measures  to  remove  it,  increased  alarm- 
ingly after  she  was  returned  to  bed.  She  became  enormously 
distended  in  spite  of  rectal  tube,  high  enemata  of  turpentine  and 
salts,  etc.,  and  died  of  intestinal  paralysis  thirty-eight  hours  after 
operation.  There  was  no  vomiting  or  rise  of  temperature  and  but 
little  abdominal  pain,  the  distension  being  the  only  thing  complained 
of.    The  prolonged  exposure  of  a  large  area  of  inflated  intestine  at 
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the  operation  no  doubt  proved  a  potent  causative  factor  in  the  pro- 
duction of  the  intestinal  paralysis. 

The  autopsy  showed  the  absence  of  peritonitis.  The  cavity 
was  entirely  dry  ;  the  peritoneal  surfaces  everywhere  were  normal 
in  appearance,  the  natural  lustre  or  sheen  being  well  preserved. 

The  symptoms  of  intestinal  paralysis  and  of  acute  septic  peri- 
tonitis are  so  nearly  identical  that  until  recently  Dr.  Edebohls  was 
inclined  to  be  quite  sceptical  in  regard  to  the  possibility  of  differ- 
entiating between  them.  Indeed,  his  scepticism  extended  so  far  as 
to  doubt  the  diagnosis  of  intestinal  paralysis  even  when  the  autopsy 
failed  to -show  any  evidences  of  peritonitis.  The  isolated  cases  in 
his  own  practice  and  in  that  of  one  or  two  friends,  where  the  symp- 
toms of  peritonitis  had  almost  immediately  followed  a  laparotomy, 
and  where  the  autopsy  had  demonstrated  the  absence  of  all  evi- 
dences of  peritonitis,  had,  all  but  one,  died  so  soon  after  operation 
(less  than  forty-eight  hours)  that  the  most  natural  explanation 
seemed  to  be  that  death  had  occurred  before  sufficient  time  had 
elapsed  for  recognizable  macroscopical  changes  to  take  place  in  the 
peritonaeum.  The  exceptional  case  occurred  in  the  doctor's  practice 
some  six  months  ago.  The  patient,  within  twelve  hours  following 
a  laparotomy,  developed  symptoms  which  led  to  the  diagnosis  of 
acute  septic  peritonitis,  the  abdominal  distension  being  the  most 
marked,  annoying  and  rebellious  symptom.  She  died  on  the  fifth 
day,  and  at  the  autopsy  absolutely  no  evidences  of  peritonitis  were 
found.  Since  then  Dr.  Edebohls  believed  in  intestinal  paralysis  as 
a  possible,  though  comparatively  rare,  cause  of  death  after  lapa- 
rotomy. 

This  was  the  fourth  case  in  which  Dr.  Edebohls  had  removed 
the  cancerous  uterus  by  laparo-vaginal  hysterectomy.  The  three 
former  cases  all  recovered. 

Dr.  Edebohls  presented  a  second  specimen  : 

A  Cancerous  Uterus  Removed  by  Vaginal  Hysterectomy.  Recovery. 

The  normal-sized  uterus  contained  an  epithelioma  involving  the 
lower  two-thirds  of  the  cervical  mucous  membrane.  It  was  derived 
from  a  married  woman  of  fifty-seven  who  had  given  birth  to  eight 
children  and  ceased  to  menstruate  at  fifty.  Atypical  uterine  haem- 
orrhages and  offensive  leucorrhcea  had  existed  for  a  year  past. 

The  uterus  was  removed  by  vaginal  hysterectomy  a  few  weeks 
ago  and  the  patient  had  made  an  uninterrupted  recovery.  The 
localization  of  the  neoplasm  would  have  permitted  of  its  entire 
removal  by  high  amputation,  yet  Dr.  Edebohls  could  not  help  but 
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feel  that  the  chances  of  recurrence  were  now  considerably  less  than 
if  that  procedure  had  been  adopted  instead  of  total  removal  of  the 
uterus. 

Dr.  Edebohls  had,  until  quite  recently,  been  very  partial  to  the 
use  of  clamps  in  the  performance  of  vaginal  hysterectomy.  After 
witnessing  a  number  of  times  the  very  clever  work  of  his  friend 
Dr.  Krug — the  apostle  of  the  ligature  in  this  city — in  the  perform- 
ance of  vaginal  hysterectomy,  he  had  concluded  to  give  the  ligature 
atrial,  and  presented  the  specimen  with  the  special  object  of  an- 
nouncing his  conversion  to  the  ligature.  In  this  particular  case  he 
had  secured  the  broad  ligament  on  either  side  with  three  catgut 
ligatures.  An  occasional  case,  like  the  first  one  presented,  would 
probably,  however,  be  occasionally  met  with  in  which  the  appli- 
cation of  the  ligature  would  prove  practically  impossible  on  account 
of  the  inaccessibility  of  the  broad  ligaments,  and  in  which  the 
clamps  would  still  be  welcomed  as  a  second  choice. 

Suppurating  Intra-ligamentary  Cystoma.  Unilateral  Chronic  Pelvi- 
peritonitis. Secondary  Salpingitis  and  Appendicitis.  Extensive 
Laceration  of  Cervix  and  Peri?iceum.  Curettement,  Trachelor- 
rhaphy, Removal  of  Cyst,  Tube  and  Appendix  Vermiformis  at 
one  sitting.  Recovery.  Dr.  G.  M.  Edebohls  presented  the 
specimen,  accompanied  by  the  following  history  : 

A  married  Frenchwoman  of  twenty-four,  mother  of  three  chil- 
dren, complained  of  intermittent  pains  in  the  right  inguinal  region 
since  the  birth  of  her  last  child  four  years  ago.  For  the  past  two 
months  this  pain  has  been  continuous  and  severe. 

Examination  showed  a  perinseum  torn  down  to  sphincter,  a  lac- 
eration of  the  left  side  of  cervix  up  to  the  vaginal  vault,  and  a  cres- 
centic  cicatricial  ridge  extending  from  the  outer  end  of  laceration 
down  upon  the  left  vaginal  wall.  Left  tube  and  ovary  normal. 
Uterus  seven  centimetres  deep  and  crowded  to  left  by  a  tumor  in 
the  right  broad  ligament.  This  tumor,  estimated  at  ten  to  twelve 
centimetres  in  diameter,  was  of  firm  consistence  and  somewhat 
oval  form,  its  long  diameter  running  parallel  to  Poupart's  ligament. 
The  right  ovary,  of  normal  size,  could  be  felt  behind  it;  the  right 
tube  could  not  be  distinguished. 

February  9,  1892. — On  the  assumption  that  he  had  an  easily  re- 
movable abdominal  tumor  to  deal  with,  Dr.  Edebohls  began  with 
curettementand  trachelorrhaphy  and  then  proceeded  to  abdominal 
section,  intending,  if  the  latter  could  be  speedily  performed,  to  add 
a  perineorrhaphy. 
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The  curettement  and  trachelorrhaphy  consumed  twenty  minutes. 
The  abdomen  was  then  opened  find  a  tumor  found  to  the  right  of 
the  uterus,  rilling  half  the  pelvis  and  projecting  above  the  brim  into 
the  abdomen.  The  tumor  was  made  up  of  a  normal  right  ovary, 
the  right  tube  inflamed  and  irregularly  thickened  up  to  a  calibre  of 
1.25  centimetres,  the  adherent,  elongated,  and  slightly  thickened 
appendix  vermiformis,  a  suppurating  intra-ligamentary  cystoma 
six  to  eight  centimetres  in  diameter,  a  few  small  peritoneal  cysts, 
the  urinary  bladder  and  the  lower  part  of  omentum,  all  matted 
together  into  an  indistinguishable  mass  and  adherent  to  pelvic  walls 
and  adjacent  coils  of  intestine.  The  analysis  of  the  tumor  took 
some  time  and  presented  great  difficulties  ;  a  complete  analysis 
indeed  was  only  possible  after  removal  of  the  tumor. 

The  diseased  appendix  was  cut  off  close  to  caput  coli,  into 
which  its  stump  was  inverted.  The  opening  was  closed  by  bring- 
ing together  the  peritonaeum  by  a  double  row  of  Lembert  sutures. 
The  suppurating  cystoma  was  next  shelled  out  from  between  the 
layers  of  the  broad  ligament.  In  doing  so  a  slight  rupture  occurred 
and  a  teaspoonful  of  pus  escaped  into  peritonaeum.  After  separa- 
tion of  the  bladder  from  the  mass,  the  inflamed  right  tube  and  the 
right  ovary  were  removed,  the  peritoneal  cavity  was  flushed  and 
dried,  and  the  bed  of  the  tumor  packed  with  iodoform-gauze,  the 
end  of  which  was  led  out  of  the  lower  angle  of  abdominal  wound 
for  drainage.  The  normal  left  tube  and  ovary  were  not  disturbed. 
Time  required  for  the  laparotomy  one-and- one- quarter  hours.  It 
is  needless  to  say  that  perineorrhaphy  was  not  added. 

The  gauze  was  removed  in  two  days  and  the  abdomen  per- 
manently closed.  Recovery. 

The  main  point  of  interest  in  the  case  lies  in  the  fact  that  the 
usual  causal  relations  between  salpingitis  and  pelviperitonitis  were 
here  reversed.  It  was  the  very  first  case  which  Dr.  Edebohls  had 
met  in  which  the  salpingitis  was  clearly  the  result  of  the  pelvi-peri- 
tonitis. The  sequence  of  events  in  this  case  was  :  Intra-ligamen- 
tary cystoma  of  right  side  going  on  to  suppuration,  unilateral  pelvi- 
peritonitis, and,  secondary  to  this  latter,  appendicitis  and  right 
salpingitis.  Everything  was  quite  normal  in  the  left  half  of  the 
pelvis. 

The  case  was  also  of  some  slight  interest  in  connection  with 
the  subject  of  combined  operations  at  one  sitting,  too  large  a  sub- 
ject, however,  for  consideration  this  evening. 
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Puerperal  Pyosalpinx  and  Intra-peritoneal  Abscess.  Chronic  Pelvi- 
peritonitis. Abdominal  Pan-hysterectomy.  Recovery.  Dr.  G. 
M.  Edebohls  presented  the  specimen. 

Mrs.  I.  S.,  set.  twenty;  was  married  at  fifteen  and  had  given 
birth  to  three  children.  She  has  been  mildly  ill  since  her  second 
confinement,  nearly  four  years  ago,  and  severely  ill  since  her  last 
confinement  four  months  ago.  Her  symptoms  since  then  have 
been  pelvic  pains,  vesical  and  rectal  disturbances  and  fever. 

On  admission  to  hospital,  February  25,  1892,  a  large  exudate 
was  found  filling  the  entire  pelvis,  distending  Douglas'  sac,  and 
reaching  upwards  to  near  the  umbilicus.  Neither  tubes,  ovaries, 
or  even  uterus  could  be  made  out  in  the  mass.  A  fluctuating  point 
was  discovered'to  the  right  and  another  to  the  left  of  the  median 
line.  From  the  former  a  yellowish,  very  albuminous  serous  fluid, 
and  from  the  latter  a  few  drops  of  shreddy  pus,  were  obtained  on 
exploratory  puncture.  During  the  five  days  of  observation  previous 
to  operation,  the  evening  temperature  reached  103V20,  the  morning 
temperature  being  nearly  normal.  The  other  well-known  symp- 
toms of  sepsis  existed. 

Dr.  Edebohls  had  performed  abdominal  section  that  afternoon. 
After  opening  the  abdomen  and  separating  the  adherent  omentum 
and  intestines  from  the  pelvic  viscera  a  mass  presented  containing 
uterus,  both  tubes  and  ovaries,  all  covered  with  a  dense  fibrous 
exudate,  one  to  two  centimetres  in  thickness,  the  contained  organs 
being  indistinguishable  from  each  other  even  when  brought  into 
plain  view  with  the  aid  of  the  Trendelenburg  posture.  An  abscess, 
containing  about  three  hundred  grammes  of  pus,  occupied  Douglas' 
sac,  and  the  adjacent  parts  of  the  peritoneal  cavity.  After  empty- 
ing the  abscess  it  became  evident  that  the  mass  anterior  to  it  con- 
tained the  uterus  and  adnexa,  nothing  else  lying  between  bladder 
and  rectum.  It  being  impossible  to  distinguish  where  uterus  ended 
and  the  adnexa  began,  an  exact  salpingo-oophorectomy  was 
clearly  impossible  and  the  mass  was  removed  by  ligaturing  with 
catgut  down  along  either  pelvic  wall  until  the  vagina  was  reached, 
and  cutting  out  the  entire  uterus  with  the  adnexa  between  the  liga- 
tures. After  flushing  and  drying  of  the  peritonaeum,  two  rubber 
drainage  tubes  were  carried  from  the  abdominal  wound  through 
the  pelvis  out  into  the  vagina,  and  the  pelvic  cavity  packed  with 
iodoform-gauze,  the  end  of  which  was  also  led  into  the  vagina. 

Dr.  Edebohls  presented  the  specimen  as  parallel  with  that 
presented  by  Dr.  Polk  at  the  last  meeting  of  the  Society.   In  both  in- 
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stances,  salpingo-oophorectomy  for  pyosalpinx  was  contemplated. 
In  both  cases  the  limits  between  uterus  and  appendages  were  diffi- 
cult, if  not  impossible,  to  recognize.  Dr.  Polk  attempted  the  sepa- 
ration of  the  appendages  but  found  himself  obliged  to  extirpate  the 
entire  uterus,  removing  it  with  the  appendages,  in  order  to  control 
haemorrhage.  Dr.  Edebohls  saw  the  futility  of  attempting  to  sepa- 
rate the  appendages  and  proceeded  at  once  to  extirpate  the  entire 
diseased  mass  comprising  the  uterus,  tubes  and  ovaries. 

March  14th. — Gauze  removed  on  the  third  and  drainage  tubes 
on  the  seventh  day.  With  the  exception  of  an  intercurrent  attack 
of  acute  catarrhal  pneumonia,  convalescence  was  uneventful. 

A  Remarkable  Case  of  Recovery  after  Extensive  Laceration  of  the 
Vaginal  Vault  into  the  Peritoneal  Cavity  during  Parturition.  Dr. 
Paul  F.  Munde  related  the  case  and  presented  the  patient. 

Dr.  Paul  F.  Munde,  presented  a  woman,  thirty  years  of  age  with 
the  following  history:  On  the  afternoon  of  January  1 8th  last,  he 
was  asked  by  Dr.  L.  J.  Lalinski  to  see  with  him  a  woman  whom 
he  had  delivered  in  her  fourth  labor,  at  about  six  o'clock  that  morn- 
ing, and  who  had  sustained  a  large  laceration  of  the  vaginal  vault 
opening  into  the  peritoneal  cavity. 

Dr.  Lalinski  was  called  to  assist  a  brother  practitioner,  who'  him- 
self had  been  summoned  by  the  midwife  who  originally  had  charge 
of  the  case.  The  midwife  stated  that  there  was  a  transverse  pre- 
sentation, hence  she  sent  for  a  physician,  who  found  the  head  in 
the  pelvic  cavity  and  attempted  to  extract  it  with  the  forceps. 
Failing,  he  sent  for  Dr.  Lalinski,  who  easily  extracted  the  head  with 
forceps,  but  found  an  obstacle  to  the  birth  of  the  shoulders.  Hook- 
ing his  fingers  into  the  posterior  axilla,  he,  however,  readily  over- 
came the  obstacle  and  extracted  the  child  which  was  dead. 

The  placenta  not  following  readily  on  expression,  the  patient 
inquired  why  the  doctor  did  not  give  her  some  medicine  to  force  it 
out,  as  the  midwife  had  done  to  expel  the  child.  An  explanation 
of  the  cause  of  the  accident,  and  of  the  firm  contraction  of  the 
uterus  after  expulsion  of  the  child  was  thus  offered  Dr.  Lalinski 
inserted  his  hand  into  the  vagina  along  the  umbilical  cord  and  to 
his  surprise  found  it  to  enter  a  large  rent  in  the  left  posterior  vaginal 
vault  and  to  pass  at  once  into  a  cavity  which  from  the  intestines 
he  recognized  to  be  the  peritoneal  cavity.  Loose  among  the-in- 
testines  he  found  the  placenta  and  removed  it.  The  uterus  was 
drawn  away  to  the  right,  firmly  contracted,  and  the  external  os 
closed.    He  gently  irrigated  the  vagina'with  warm  water,  inserted 
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a  loose  tampon  of  iodoform-gauze  up  to  the  rent,  ordered  plentiful 
stimulation  per  os  and  hypodermics  of  whiskey  and  absolute 
rest.  When  Dr.  Munde  saw  the  patient  about  ten  hours  after  the 
accident,  he  found  a  tympanitic  abdomen,  a  pulse  140,  temperature 
1020,  face  pinched  and  anxious,  slight  bloody  discharge  from  va- 
gina, not  much  pain.  Removing  the  gauze,  his  hand  passed  read- 
ily through  the  large  rent  in  the  vaginal  vault  into  the  peritoneal 
cavity.  The  rent  was  fully  three  inches  long,  with  ragged  edges. 
The  uterus  was  still  as  found  by  Dr.  Lalinski,  drawn  to  the  right, 
and  firmly  contracted  and  closed  quite  different  from  the  usual 
gaping,  external  os  of  the  early  puerperal  uterus.  He  gave  an  un- 
favorable prognosis  since  of  the  cases  of  this  injury  which  he  had 
seen  during  the  past  twenty-five  years,  probably  a  dozen  in  all, 
none  lived  longer  than  two  or  three  days,  dying  either  from  shock 
and  loss  of  blood,  or  from  general  peritonitis.  Still,  he  advised 
introducing  a  large  rubber  drainage-tube  into  the  peritoneal  cavity, 
loosely  surrounded  by  iodoform-gauze,  rest  and  active  stimulation. 
Should  the  woman  live  until  the  next  day,  and  rally,  he  advised 
that  she  be  brought  to  Mount  Sinai  Hospital,  and  he  would  then 
attempt  to  close  the  rent  by  sutures,  leaving  a  small  opening  for 
drainage.  But  he  had  very  little  hope  of  being  given  the  opportu- 
nity of  doing  this.  To  his  surprise,  however,  the  patient  lived  to 
come  to  the  hospital  on  the  following  day  too  late  to  be  operated 
upon,  and  the  day  after,  two  days  after  the  accident,  her  condition 
(pulse  150,  temperature  1040)  was  not  such  as  to  warrant  or  permit 
operative  interference.  A  speedy  fatal  termination  was  feared,  but 
under  persevering  use  of  the  ice-water  coil,  stimulation  and  non- 
interference with  the  process  of  repair  presumably  going  on  in  the 
pelvis,  (that  is,  no  vaginal  douches),  she  continued  to  hold  her  own 
until  on  the  fourth  day  the  house-surgeon,  Dr.  Lovell,  succeeded, 
by  Dr.  Munde's  directions,  in  moving  the  bowels  after  a  series  of 
small  doses  of  calomel  followed  by  Rochelle  salts  and  ox-gall  and 
glycerine  enemas.  With  the  disappearance  of  the  tympanitis,  a 
rapid  improvement  manifested  itself,  the  stomach  began  to  retain 
food  better,  and  the  at-first  unfavorable  prognosis  underwent  a 
decided  change.  The  drainage-tube  was  removed  on  the  same 
day  and  not  replaced.  About  the  fifth  day  a  very  offensive  dis- 
charge came  from  the  vagina,  and  gentle  tepid  carbolized  douches 
were  ordered.  A  digital  examination  on  the  tenth  day  showed  the 
rent  still  open,  so  far  as  the  vaginal  wall  was  concerned,  but  the 
peritoneal  cavity  was  undoubtedly  sealed  off  by  adhesions.  This 
examination  again  brought  on  a  rise  of  temperature  to  1040.  A 
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very  distinct  exudate  was  palpable  and  visible  in  the  left  iliac  fossa. 

On  the  twenty-fifth  day  the  patient  was  allowed  to  sit  up  in  bed, 
and  on  the  twenty-seventh  day  she  left  her  bed.  Her  recovery  has 
been  uninterrupted  up  to  this  date,  and  she  is  now  ready  to  go  to 
her  home  exactly  six  weeks  after  the  accident.  A  peculiar  exami- 
nation shows  the  left  vaginal  vault  entirely  closed,  there  being  no 
trace  of  the  rent  left  except  a  funnel-shaped  depression.  The  cer- 
vix is  almost  obliterated,  the  exterior  os  is  small,  admitting  a  sound 
towards  the  right  to  the  normal  depth.  Uterine  mobility  limited. 
Pelvic  measurements  are  normal.  The  three  previous  labors  were 
easy,  and  the  children  born  alive. 

There  are  two  features  of  interest  in  this  case.  First,  the  mode 
of  occurrence  of  the  rent,  and  second,  the  recovery  from  so  severe  an 
injury. 

1.  The  mode  of  occurrence  seems  to  have  been  the  following  : 
The  active  uterine  contractions,  intensified  by  the  ergot  pre- 
sumably given  by  the  midwife  forced  the  shoulders  of  the  child  into 
the  pelvic  cavity;  being  arrested  there  and  the  uterine  contractions 
continuing,  the  vagina  was  torn  from  its  attachment  to  the  cervix 
on  the  left  side,  the  peritoneal  cavity  opened  at  the  same  time,  and 
the  uterus  now  being  able  to  escape  upwards,  the  position  of  the 
child  was  rectified  and  the  head  allowed  to  enter  the  pelvic  cavity, 
whence  it  was  extracted  by  Dr.  Lalinski.  The  placenta  probably 
slipped  into  the  peritoneal  cavity  immediately  after  the  lifting  up 
of  the  posterior  shoulder  of  the  child  which  had  caught  in  the  vag- 
inal rent. 

Dr.  Munde  said  that  he  had  seen  several  such  cases  in  head 
presentations  contracted  in  pelvis,  where  of  course  the  mechanism 
of  the  injury  is  much  more  easily  explicable  than  when  the  pelvic 
dimensions  are  normal. 

2.  The  recovery  is  due  partly  to  the  immediate  use  of  drainage, 
partly  to  the  possibility  of  an  early  action  on  the  bowels  (for  which 
the  house-surgeon,  Dr.  Lovell,  deserves  the  greatest  credit),  and 
partly  to  the  fortunately  good  condition  of  the  patient's  stomach  and 
digestive  organs  which  allowed  the  use  of  stimulants  and  nutrients 
to  the  fullest  extent. 

Of  course,  injuries  to  the  vaginal  vault  and  adjacent  peritonaeum 
are  nowadays  no  longer  as  vital  as  they  were  in  the  pre-antiseptic 
days,  and  we  often  open  this  cavity  with  comparative  impunity 
per  vaginam  in  vaginal  hysterectomy.  But  during  parturition  the 
conditions  as  regards  shock  and  susceptibility  to  inflammation  and 
septic  infection  are  different  from  those  occasions  where  the  wound 
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is  intentionally  made  under  antiseptic  precautions.  Therefore, 
although  the  whole  puerperal  uterus  lias  been  torn  from  its  attach- 
ments by  an  ignorant  midwife  who  took  it  for  the  adherent  placenta 
and  the  patient  recovered,  still  the  survival  of  a  patient  so  injured 
as  the  one  shown  here  is  an  unusual  occurrence  and  worthy  of 
special  report. 

Double  Pyosalpinx,  Ovarian  Abscess,  Curettement  and  Laparotomy. 
Dr.  Florian  Krug  submitted  the  specimen  and  read  the  history 
of  the  case. 

These  specimens  are  of  no  special  interest  to  you  from  an  ana- 
tomical or  pathological  point  of  view.  I  certainly  would  not  dare 
impose  upon  your  indulgence  and  take  up  your  time  by  showing 
pathological  specimens  of  such  common  occurrence,  were  it  not 
that  the  history  and  treatment  of  the  case  offers  some  points,  which 
I  think  will  be  of  a  sufficiently  interesting  character. 

The  topic  of  dilatation,  curettement  and  drainage  of  the  uterus 
has  been  an  active  point  for  discussion  lately,  in  this  Society  as 
well  as  at  other  places.  When  discussing  Dr.  Pryor's  paper  on 
curretting  before  laparotomy,  I  made  the  statement  that  I  felt  fully 
in  accord  with  his  views  on  that  subject,  that  I  often  had  curetted 
before  doing  laparotomy  in  the  presence  of  chronic  or  subacute 
disease  and  that  not  infrequently  I  had  been  compelled  to  do  so 
afterwards.  I  stated  that  I  had  not  yet  curetted  during  the  acute 
stage  of  purulent  peri-uterine  inflammation,  but  thought  that  the 
dangers  attributed  to  the  procedure  under  those  conditions  were 
visionary  rather  than  real  ones,  and  that  I  would  not  hesitate  to 
give  it  a  fair  trial,  wherever  it  was  indicated. 

The  chance  to  give  the  method  a  severe  test,  soon  presented 
•itself  audit  is  for  that  reason  that  I  shall  relate  the  detailed  history 
and  place  the  case  on  record. 

Mrs.  E.  S.,  set.  twenty-three,  came  first  under  my  care  in  Au- 
gust, 1 89 1,  complaining  of  dyspareunia  due  to  vaginismus.  She  had 
then  been  married  two  years.  Menstrual  history  normal.  In 
order  to  stretch  the  vagina,  she  was  placed  under  ether  and  a  thor- 
ough examination  made  at  the  same  time.  The  left  ovary  was 
found  slightly  prolapsed,  otherwise  the  sexual  organs  were  perfectly 
normal.  Patient  afterwards  reported  to  be  cured  of  her  former 
complaint.  On  February  7,  1892,  she  was  admitted  to  the  Ger- 
man Hospital.  She  said  that  she  had  been  pregnant  for  two  months 
when  she  miscarried  three  weeks  ago.  Since  then  she  has  suffered 
from  haemorrhages,  severe  pains  in  the  abdomen,  backache,  chills, 
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high  fever,  general  malaise.  Temperature  on  admittance  102. 70; 
abdomen  very  tender,  and  slightly  tympanitic.  Uterus  was  found 
large,  extremely  tender  and  could  barely  be  differentiated  from  a 
mass  on  both  sides  and  behind,  which  was  extremely  painful  on 
palpation  and  in  which  fluctuation  could  indistinctly  be  felt. 

On  February  9th,  the  patient  was  etherized,  the  result  of  the 
previous  examination  verified  and  the  diagnosis  of  acute  pyosal- 
pinx  and  pelvic-peritonitis,  due  to  intra-uterine  sepsis,  made. 

Formerly  I  would  immediately  proceed  to  do  laparotomy  and 
remove  the  pus  tubes  in  such  cases;  now  I  think  it  more  rational 
and  better  surgery,  to  first  attack  the  primary  seat  of  the  sepsis, 
viz.,  the  uterine  cavity  and  to  remove  the  secondarily-infected  ad- 
nexa  afterwards.  Having  made  up  my  mind  to  dilate  and  curette 
that  uterus  in  the  presence  of  acute  purulent  pelvic-peritonitis,  I 
first  withdrew  a  few  drops  of  pus  from  the  mass  bulging  into  the 
vagina  by  means  of  a  fine  aspirating  needle.  Not  that  I  had  any 
doubt  about  my  diagnosis — I  am  certainly  not  an  advocate  of  ex- 
ploratory puncture^but  warned  by  the  recent  experience  of  one  of 
our  members  I  thought  I  owed  it  to  the  method  to  guard  myself 
against  unfair  criticism.  The  pus  having  been  demonstrated  to 
the  gentlemen  present  at  the  operation,  several  of  whom  are  mem- 
bers of  this  society,  I  dilated  the  cervix,  removed  a  number  of 
shreds  and  broken-down  blood  clots,  also  the  entire  diseased  mu- 
cous membrane  with  the  sharp  curette.  Thorough  irrigation  was 
practiced  and  the  uterine  cavity  packed  with  iodoform-gauze. 

During  the  two  days  that  the  patient  had  been  in  the  hospital 
her  temperature  had  been  taken  every  four  hours.  It  was  near  1030 
most  of  the  time,  1010  being  the  lowest  mark.  At  noon  on  the 
9th,  temperature  had  been  102°.  The  patient  was  operated  on  at 
4  p.m.  At  8  p.m.  the  thermometer  registered  99. 30  with  a  pulse  of 
80.  Temperature  remained  below  ioo°  for  three  days,  when  it 
rose  to  1010  in  the  afternoon,  but  immediately  became  normal  again 
after  the  gauze  had  been  removed  and  the  cavity  irrigated  and 
repacked. 

During  the  week  following  the  curettement  patient  felt  relieved 
of  most  of  her  former  distressing  symptoms,  in  fact  so  well,  that  I 
had  difficulty  in  persuading  her  to  undergo  the  final  operation.  On 
February  1 6th,  one  week  after  the  preliminary  procedure,  laparot- 
omy was  performed  in  Trendelenburg's  posture  and  the  specimens 
shown  here  removed.  The  operation  was  by  no  means  an  easy 
one  on  account  of  the  many  adhesions.  No  so-called  "washing 
out,"  no  drainage-tube.     Pelvis  was  packed  with  iodoform-gauze, 
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which  was  gradually  removed  during  the  first  six  days  post-opera- 
tion. The  administration  of  salines  on  the  second  day  was  followed 
by  a  free  movement  from  the  bowels.  Further  convalescence  was 
afebrile  and  without  an  untoward  symptom. 

I  have  reported  this  case  in  detail,  because  it  furnishes  unim- 
peachable evidence,  that  the  uterine  cavity  can  be  invaded  with 
perfect  immunity  even  during-  the  acute  stage  of  purulent  disease  m 
the  female  pelvis.  The  only  question  in  my  mind  is,  whether  we 
shall  wait  until  the  patient  has  recovered  from  the  first  operation 
before  doing  the  laparotomy,  or  whether  it  might  be  more  advisa- 
ble in  some  cases  to  do  the  laparotomy  immediately  after  having 
curetted  the  uterus.  This  step  would  seem  to  recommend  itself 
particularly  when  the  patient  cannot  be  kept  under  constant  sur- 
veillance. However,  this  is  a  mooted  point,  on  which  I  solicit 
discussion. 

The  conclusions  to  be  derived  from  this  case  are: 

1 .  The  ancient  axiom  that  the  uterine  cavity  must  not  be  invaded 
if  peri-uterine  inflammation  coexists,  does  not  hold  in  the  light  of 
modern  gynaecic  surgery. 

2.  In  the  presence  of  subacute  and  chronic  as  well  as  of  acute 
peri-uterine  disorders,  where  in  the  uterine  cavity  is  to  be  found 
the  primary  source  of  the  infectious  process,  constantly  adding  fuel 
to  the  septic  inflammation  of  the  anexa,  dilatation,  curettement, 
irrigation  and  drainage  of  the  uterine  cavity  is  a  step  priorily  indi- 
cated before  resorting  to  other  surgical  procedures  for  the  ultimate 
removal  of  secondary  complications. 

One  word  of  warning  though.  I  certainly  do  not  recommend 
the  indiscriminate  use  of  the  curette,  which  is  a  dangerous  instrument 
in  the  hands  of  the  inexperienced,  particularly  if  complications  are 
present.  I  believe  the  tyro  is  no  more  entitled  to  attempt  the  pre- 
liminary procedure,  than  he  is  to  do  the  final  laparotomy  in  such 
difficult  and  complicated  cases. 

DISCUSSION  ON  DR.    GOFFe's  SPECIMEN. 

Dr.  W.  R.  Pryor  had  seen  this  case  several  times  and  did  not 
believe  it  was  an  inguinal  hernia  inasmuch  as  it  contained  the 
woman's  stomach.  On  pushing  his  hand  up  under  the  tumor, 
he  could  get  into  the  ring  close  to  the  median  line,  three  inches 
above  the  uterus.  He  did  not  think  any  part  of  the  skin-sac  came 
from  the  region  of  either  the  femoral  or  inguinal  ring,  but  that  it  was 
probably  a  case  of  ordinary  ventral  hernia  resulting  from  laparot- 
omy in  or  nearly  in  the  median  line. 
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Dr.  Currier  asked  if  the  hernia  appeared  after  an  abdominal 
section. 

Dr.  Goffe  stated  that  Dr.  Burton,  of  the  Presbyterian  Hospital, 
(where  the  patient  was  first  operated  on)  said  the  operation  was  a 
lipoma  situated  under  the  skin  in  the  abdominal  wall,  and  that  no 
abdominal  section  was  made. 

Dr.  Curkier  referred  to  an  enormous  hernia  which  he  had  seen 
and  which  he  believed  to  be  femoral  or  inguinal,  in  wThich  the  sac 
extended  down  to  the  woman's  knee.  From  Dr.  Pryor's  remarks 
he  presumed  he  thought  it  a  question  whether  a  hernia  of  these 
dimensions  could  arise  as  inguinal  or  femoral  hernia  and  contain 
the  stomach. 

Dr.  Goffe  remarked  that  the  stomach  was  below  the  groin  as  it 
lay  in  the  sac,  and  he  did  not  know  that  it  made  any  difference 
whether  it  came  out  through  the  umbilicus  or  internal  abdominal 
ring-,  it  got  down  there  and  the  fact  that  it  was  there  would  not 
militate  against  the  statement  that  he  considered  it  inguinal  hernia. 
In  the  removal  of  the  lipoma  the  walls  and  the  structures  surround- 
ing it  were  so  weakened  that  this  hernia  was  produced  afterwards. 
It  seemed  to  him  to  come  directly  through  the  inguinal  ring  with- 
out coming  through  the  canal. 

DISCUSSION  ON  DR     EDEBOHLS'  SPECIMENS. 

Dr.  Malcolm  McLean,  referring  to  the  enormous  dilatation  of 
the  intestines,  asked  Dr.  Edebohls  to  state  the  temperature  of  the 
operating  room,  and  whether  it  was  heated  by  steam  or  was  an 
ordinary  dry  atmosphere.  The  elements  of  dry  atmosphere  and 
low  temperature  he  considered  exceedingly  dangerous  to  the  ex- 
posed peritoneal  surface  of  the  intestines,  producing  enormous 
■evaporation  and  causing  paralysis  of  the  muscle,  as  he  had 
explained  in  a  fatal  case  which  he  saw  with  Dr.  Hunter,  where  the 
operation  was  done  in  a  dry  air  and  in  a  temperature  which  could 
not  be  regulated. 

Dr.  Paul  F.  Munde,  referring  to  the  use  of  the  ligature  in 
vaginal  hysterectomy,  did  not  wish  to  raise  any  question  of  prior- 
ity, but  was  surprised  to  hear  Dr.  Krug  mentioned  as  the  "apostle  ' 
of  the  ligature  in  vaginal  hysterectomy  in  the  City  of  New  York. 
He  believed  that  nearly  everyone  who  did  vaginal  hysterectomy 
when  it  first  became  popular,  used  the  ligature.  He  did  so  in  1884, 
and  still  continued  to  use  it  in  preference  to  clamps,  notwith- 
standing he  disliked  it.  He  thought  he  would  in  future  use  catgut  in 
preference  to  silk  for  the  ligatures  in  order  to  avoid  the  unpleasant 
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discharge  and  long  convalescence  always  attending  many  silk 
ligatures. 

Dr.  A.  P.  Dudley  was  glad  to  hear  that  Dr.  Munde  was  becom- 
ing converted  to  the  use  of  catgut  ligature. 

Dr.  Munde  thought  Dr.  Edebohls  should  be  congratulated  on 
his  success  in  doing  so  many  operations  at  one  sitting,  including 
laparotomy  and  the  very  difficult  operation  of  peeling  out  an  intra- 
ligamentous pus-ovary,  and  that  the  patient  also  deserved  a  great 
deal  of  credit  for  getting  well.  He  had  operated  a  few  days  ago 
on  a  case  where  there  were  two  pus-ovaries,  the  left  intra-liga- 
mentous  and  the  right  so  completely  adherent  to  the  intestines  that  he 
had  to  take  the  latter  out  of  the  abdominal  cavity  and  peel  them  apart 
before  he  could  get  at  the  appendages.  After  thoroughly  washing 
out  he  used  a  drainage-tube  for  twenty-four  hours  and  the  patient 
made  a  good  recovery,  but  he  believed  the  use  of  the  drainage 
tube  was  a  mistake,  and  that  it  was  of  no  use  in  this  case,  for  there 
was  scarcely  anything  to  drain.  The  greatest  combination  of 
operations  he  had  ever  done  at  one  sitting  was  to  attempt  to  rein- 
vert  an  inverted  uterus  by  the  vagina,  then  to  do  laparotomy  and 
attempt  to  stretch  open  the  infundibulum  or  contracted  cervical 
ring  with  a  glove-stretcher  ;  failing  in  that  to  run  a  Peaslee-needle 
through  the  fundus  and  out  at  the  vaginal  orifice,  attach  to  it  a 
loop  of  strong  silk  and  to  the  latter  a  doubled-up  piece  of  drainage- 
tube,  and  try  and  draw  the  fundus  through.  The  softened  uterine 
tissue  allowed  the  drainage-tube  to  break  through,  however,  and 
the  attempt  at  reinversion  failed.  The  ovaries  were  then  removed, 
the  abdominal  incision  closed  and  the  uterus  grasped  in  an  elastic 
ligature.  He  thought  it  was  immaterial  how  many  operations  were 
done,  as  long  as  the  patient  bore  the  anaesthetic  well.  The  patient 
made  a  rapid  recovery. 

Dr  Edebohls,  in  answer  to  Dr.  McLean's  question,  stated  that 
the  temperature  of  his  operating  room  was  that  usual  for  laparot- 
mies,  about  840  or  850,  but  the  air  was  rather  dry.  No  doubt  the 
prolonged  exposure  of  the  large  area  of  intestinal  surface  contributed 
very  largely  to  the  production  of  intestinal  paralysis.  His  patient 
had  been  troubled  with  tympanites  all  her  life,  and  there  probably 
were  various  factors  that  contributed  to  her  death. 

In  reply  to  Dr.  Munde's  comment,  he  said  he  did  not  mean  to 
attribute  to  Dr.  Krug  priority  in  the  use  of  the  ligature.  What  he 
meant  to  say  was  that  Dr.  Krug  had  preached  the  ligature,  and 
demonstrated  its  use,  in  the  performance  of  vaginal  hysterectomy 
to  such  an  extent  in  the  city  of  New  York  as  to  entitle  him  to  the 
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appellation  of  "apostle  of  the  ligature  in  vaginal  hysterectomy." 
Dr.  Edebohls  having  seen  many  of  Dr.  Krug's  operations,  demon- 
strating its  efficacy,  now  used  the  ligature  in  vaginal  hysterectomy 
in  every  instance  where  it  was  applicable. 

He  believed  the  question  of  combined  operations  was  a  very 
important  one  and  that  it  would  in  the  near  future  absorb  a  great 
deal  of  attention  from  gynaecologists.  It  is  not  right,  as  has  been 
done  heretofore,  to  cause  a  woman  a  loss  of  time  of  six  or  twelve 
months  and  impose  upon  her  the  necessity  of  being  operated  on  a 
number  of  times  if  she  can  be  cured  in  three  or  four  weeks,  by 
performing  all  the  required  operations  at  one  sitting.  In  the  com- 
bination of  laparotomy  with  various  plastic  operations  upon  the 
vagina,  uterus  and  pelvic  floor,  he  had  had  considerable  experi- 
ence. In  addition  to  performing  ovariotomy,  for  the  removal  of  a 
large  ovarian  tumor,  or  salpingo-oophorectomy,  he  had  sewed  up 
the  cervix,  curetted  the  uterus,  done  perineorrhaphy,  and  ventral 
fixation  of  the  uterus,  at  one  sitting  on  the  same  patient,  and  thus 
far  without  the  loss  of  a  single  patient  thus  operated  upon. 

It  is  mainly  a  question  of  rapidity  of  operation.  He  thought 
the  question  of  how  long  a  patient  should  be  allowed  to  remain 
under  an  anaesthetic  was  still  sub  judice.  The  outside  limit  which 
he  had  fixed  for  himself  was  an  hour-and-a-half,  if  the  patient  had 
an  average  constitution.  In  his  fourth  case  presented  this  evening 
curettement  of  the  uterus  preceding  laparotomy  was  not  done 
during  the  the  existence  of  acute  pelvic  peritonitis  and  pyosalpinx 
as  in  Dr.  Krug's  case,  but  in  the  presence  of  a  suppurating  intra- 
ligamentary  cystoma  within  the  abdomen  at  the  time  of  curetting. 
The  laparotomy  which  immediately  followed  the  curetting  showed 
that  no  harm  had  been  done  by  the  latter. 

DISCUSSION  ON   DR.    MUNDE's  PATIENT. 

Dr.  Krug  agreed  with  Dr.  Munde  that  his  patient  deserved  a 
great  deal  of  credit  for  her  recovery,  as  every  one  of  Dr.  Munde's 
former  cases  had  died.  But  he  thought  that  the  twelve  fatal  cases 
mentioned  must  have  occurred  during  the  pre-antiseptic  period, 
because  nowadays  the  majority  of  such  cases  should  recover, 
unless  there  should  be  either  excessive  primary  haemorrhage,  in 
which  case  death  would  occur  soon  after  the  rent,  or  unless  sepsis 
was  introduced  before  or  after  the  injury.  In  this  case  the  physi- 
cians and  midwife  were  fortunate  in  not  carrying  septic  germs  into 
the  tract. 
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The  speaker  claimed  no  priority  for  the  use  of  the  ligature  in 
vaginal  hysterectomy,  but  believed  he  must  have  said  or  done 
something  to  have  his  name  mentioned  in  this  connection. 

Dr.  H.  J.  Boldt  mentioned  a  similar  case  which  he  had  seen  in 
the  practice  of  Dr.  Shulman,  where  the  vaginal  vault  was  torn 
through,  and  the  hand  being  introduced  into  the  peritoneal 
cavity  came  in  contact  with  the  intestines.  This  patient  recovered, 
but  all  the  cases  he  had  seen  formerly  were  fatal. 

Dr.  Munde  thought  his  patient  recovered  as  much  from  non-in- 
terference as  anything  else,  and  the  attending  physicians  deserved 
credit  that  they  did  not  do  too  much.  He  did  not  mean  to  cast 
any  reflections  on  Dr.  Krug,  he  merely  objected  to  the  word 
"apostle."  No  doubt  Dr.  Krug  had  done  more  vaginal  hysterect- 
omies than  he,  and  perhaps  more  than  anybody  in  New  York,  and 
he  certainly  deserved  credit  for  his  work. 

DISCUSSION  ON  DR.    KRUG's  SPECIMEN. 

Dr.  H.  J.  Boldt  did  not  think  it  good  practice  and  that  it  was 
not  justifiable  to  curette  the  uterus  in  the  presence  of  an  existing 
acute  pelvic  inflammation,  especially  if  it  be  of  the  suppurative 
variety,  notwithstanding  Dr.  Krug's  success  in  this  case,  and  the 
successful  case  reported  by  Dr.  Pryor  recently.  It  is  not  wise  to 
take  such  a  stand  and  to  give  out  such  a  doctrine,  although  Dr. 
Krug  said  its  use  should  be  restricted  within  certain  limits.  There 
is  no  advantage  in  dilating  and  curetting  the  uterus  and  running 
the  risk  of  having  some  of  the  pus-sacs  rupture  intra-peritoneally,  and 
then  do  a  secondary  laparotomy.  Why  not  open  the  abdomen  at  once 
and  remove  the  pus-tubes,  and  then  if  necessary  go  ahead  and  do 
the  other  operation.  The  speaker  congratulated  Dr.  Krug  on  his 
successful  result,  but  he  would  prefer  to  do  laparotomy  first. 

Dr.  A.  P.  Dudley,  referring  to  Dr.  Pryor's  recent  paper  in  regard 
to  curetting  the  septic  uterus,  repeated  the  opinion  that  he  had 
formerly  stated,  that  the  writer's  points  were  not  overdrawn.  He  had 
frequently  curetted  a  septic  uterus,  applied  carbolic  acid  and 
packed  with  gauze,  and  believed  it  was  a  safe  thing  to  do.  He  would 
further  do  laparotomy  at  the  same  time,  if  the  patient  bore  the 
anaesthetic  well,  rather  than  wait,  and  had  three  times  done  this  The 
first  case  presented  a  history  and  symptoms  of  extra-uterine  preg- 
nancy, passage  of  the  decidual  membrane,  etc.,  with  the  exception 
of  the  acute  pain,  which  was  absent.  The  uterus  was  dilated  and 
the  placental  remains  curetted  out;  the  abdomen  was  then  opened 
and  an  ovarian  cyst  which  was  fastened  to  the  uterus  and  held  14  oz. 
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water  was  removed;  a  hematoma  on  the  opposite  side  was  taken  out 
and  both  horns  of  the  uterus  were  sewed  to  the  abdominal  wall  and 
the  pelvis  packed  with  iodoform-gauze  and  closed.  The  uterus  had 
been  packed  full  of  gauze  after  curetting  it ;  the  cul-de-sac  was  then 
opened  and  the  gauze  pulled  down  and  through  the  vagina,  and  the 
patient  recovered.  The  second  case  presented  a  history  of  mem- 
branous dysmenorrhea,  the  uterus  was  curetted  and  washed  out 
and  packed  with  iodoform-gauze  ;  abdominal  section  was  made 
and  two  rotten  ovaries  and  tubes  in  a  mass  of  adhesions  were  re- 
moved. In  the  third  case  the  abdomen  was  opened  and  two- 
ovaries  in  a  state  of  cystic  degeneration  brought  up  and  speared, 
and,  the  adhesions  broken  up,  the  perineum  was  then  closed  through 
the  sphincter  ani,  and  the  patient  put  to  bed.  All  this  work  he 
had  done  since  the  presentation  of  Dr.  Pryor's  paper.  He  believed 
in  multiple  operations.  He  used  chloroform  as  he  thought  the 
majority  of  patients  would  stand  it  longer  than  ether.  He  would 
have  no  hesitation  in  invading  a  septic  uterus,  or  doing  laparot- 
omy in  the  face  of  a  septic  condition  in  the  abdominal  cavity 
but  he  believed  the  operations  should  be  done  at  one  and  the  same 
time,  without  allowing  a  week  or  more  to  elapse  after  the  curette- 
ment. 

Dr.  Pryor  did  not  understand  Dr.  Krug  to  advocate  the  curet- 
ting and  section  at  one  time,  but  that  he  merely  presented  the  point 
for  discussion.  When  such  a  case  as  the  one  described  is  seen, 
the  points  to  be  considered  are  most  complex.  These  patients  have 
high  fever,  are  tympanitic,  suffer  pain,  and  the  viscera  act  but 
poorly  whether  as  absorbents  or  emunctories.  The  hyperpyrexia 
indicates  a  more  or  less  general  system  infection.  If  the 
source  of  infection  can  be  cut  short,  the  temperature,  as  in  his 
cases,  and  this  one  of  Dr.  Krug's,  will  fall ;  the  kidneys  and  bowels 
will  act  well  and  the  digestion  get  into  better  condition.  He  would 
like  to  ask  Dr.  Krug  if  he  does  not  think  this  case  was,  both  as  to 
her  general  and  local  condition,  a  more  favorable  one  for  section 
when  he  last  operated,  than  when  he  last  curetted  ?  If  such  was 
the  case,  was  not  much  gained  by  waiting  ?  Surely  it  is  reason- 
able to  suppose  that  the  actual  pelvic  condition  improved,  for  the 
source  of  sepsis  ceased,  the  temperature  fell  and  the  pain  disap- 
peared. He  believed  that  much  of  that  recent  lymph  which  is  found 
in  these  cases  binding  together  the  pelvic  organs  is  caused  by  con- 
tinuous absorption  of  the  poison  from  its  original  source.  To  do  a 
section  in  these  acute  cases  at  the  same  time  the  curetting  is  done 
is  but  to  meet  the  disease  at  its  height,  whereas  it  can  be  attacked 
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later  with  the  patient  in  better  general  condition  and  the  local  dis- 
turbance much  abated.  In  other  words,  by  curetting  such  a  case 
and  waiting,  it  can  be  converted  from  one  of  acute  septic  peri- 
tonitis, to  one  where  there  results  or  remains  merely  a  sequela  of 
that  peritonitis,  such  as  pyosalpinx,  hydrosalpinx,  or  merely 
pelvic  adhesions.  Again  in  these  acute  tender  cases,  the  harm 
done  could  not  be  accurately  measured,  and  he  thought  much  would 
be  gained  by  waiting  awhile  after  curetting.  But  in  a  case  of 
pyosalpinx  with  the  purulent  uterine  discharge  and  no  acute  symp- 
toms, he  most  certainly  would  advise  the  curetting  and  section  at 
one  time.  He  was  exceedingly  thankful  that  the  procedure  which 
he  advocated  in  his  paper,  and  which  met  with  so  much  opposi- 
tion, had  first  been  tried  by  so  careful  an  operator  and  conscien- 
tious observer  as  Dr.  Krug.  Evidently  the  method  is  not  a  dan- 
gerous one  when  properly  done,  nor  the  idea  too  bold  for  proper 
test.  He  saw  both  operations  and  could  certainly  attest  to  the  fact 
of  the  case  being  a  most  acute  one. 

Dr.  Munde  did  not  believe  it  was  proper  to  curette,  or  use 
such  violent  measures  in  the  uterine  cavity  in  the  presence  of 
acute  septic  pelvic  inflammation,  that  there  was  no  use  in  remov- 
ing anything  which  did  not  produce  any  immediate  symptoms, 
but  that  the  dangerous  condition  lay  in  the  pus-tubes  and  that  they 
be  removed  first.  The  only  condition  in  which  he  would  curette 
the  uterine  cavity  was  when  there  was  something  within  the  cavity 
which  should  be  removed  because  it  produced  septic  infection. 

Some  years  ago  Dr.  Weckbecker-Sternfeld,  of  Munich,  advocated 
the  use  of  the  curette  in  pelvic  exudates  for  the  purpose  of  stimu- 
lating the  exudates  to  absorption.  In  cases  like  Dr.  Krug's,  the 
pus-tubes  and  ovaries  should  be  first  removed,  and  the  removal  of 
these  organs  will  bring  about  a  retrograde  metamorphosis  and 
atrophy  of  the  remaining  organ,  the  uterus. 

Dr.  Egbert  H.  Grandin  requested  Dr.  Krug  to  state  definitely 
the  cases  where  the  curette  should  be  used.  That  the  curette  should 
only  be  advocated  in  case  there  exists  in  the  uterus  a  septic  focus 
is  the  position  he  understood  Dr.  Krug  to  take,  and  with  that  posi- 
tion he  believed  Dr.  Munde  would  agree.  From  Dr.  Munde's 
remarks  it  might  be  inferred  that  he  would  not  curette  provided 
there  also  existed  an  acute  peri-uterine  exudate  containing  pus — if 
that  is  so,  then  he  is  opposed  to  Dr.  Krug. 

If  there  is  a  septic  focus  in  the  uterus,  that  focus  being  the  pri- 
mary source  of  extra-uterine  infection,  the  speaker  believed  there 
was  one  of  two  things  to  be  done  :  either  curette  the  uterus  and 
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then  follow  at  once  by  a  section,  or  else  do  a  primary  section  and 
remove  the  septic  uterus. 

Dr.  Munde  stated  that  he  had  been  misunderstood.  He  agreed 
with  Dr.  Grandin  and  would  remove  septic  material  from  the  uterus 
by  dilatation  and  curetting  whenever  it  was  present,  no  matter 
whether  there  was  pelvic  inflammation  present  or  not. 

Dr.  Krug  was  under  the  impression  that  Dr.  Munde  agreed  with 
him  ;  he  certainly  did  if,  as  he  said,  he  would  remove  septic  mate- 
rial from  the  uterine  cavity  by  dilatation  and  curetting,  no  matter 
whether  pelvic  inflammation  existed  or  not. 

To  Dr.  Boldt  he  would  say  that  it  is  entirely  in  accord  with 
good  surgery  where  a  septic  focus  exists,  to  remove  the  cause  first 
before  attacking  the  secondary  conditions.  If  you  have  a  pus-tube, 
an  abscess-cavity  in  the  ovary,  and  purulent  disease  of  the  pelvic 
cavity  owing  to  the  sepsis  in  the  uterine  cavity,  it  is  good  surgery 
to  remove  the  source  of  sepsis  in  the  uterine  cavity  before  taking 
out  the  tubes.  How  have  the  tubes  become  infected  ?  From  the 
spreading  of  the  disease  from  the  uterine  cavity.  If  you  take  out 
the  tubes,  you  have  the  same  condition  in  the  uterine  cavity  and 
the  germs  will  continue  to  spread,  but  instead  of  the  ovaries  and 
tubes  to  be  infected,  there  is  a  large  raw  surface,  which  is  an  ex- 
cellent culture-medium  for  these  germs,  and  the  disease  will  spread 
still  more.  You  cannot  shut  off  the  germs  from  spreading  from  the 
uterine  cavity  because  you  have  placed  a  ligature  around  the  horn 
of  the  uterus,  or  as  near  the  horn  as  possible,  for  they  will  still 
spread  through  the  lymphatics.  He  was  inclined  to  attribute  the 
fatal  termination  from  septic  peritonitis  in  some  cases  of  extirpation 
of  pus-tubes  and  ovaries  to  the  failure  of  priorily  rendering  the  uterine 
cavity  aseptic.  The  utmost  care  as  regards  antisepsis  and  asepsis 
might  be  exercised  during  the  operation  and  still  the  result  be  dis- 
appointing, as  the  germs  will  spread  from  the  original  source  of 
sepsis  if  it  is  allowed  to  remain  in  close  proximity  to  the  raw  sur- 
faces after  the  removal  of  the  pus-tubes  and  ovaries.  He  considered 
this  a  strong  argument  in  favor  of  first  curetting  the  septic  uterus, 
and  he  believed  it  was  a  procedure  that  would  soon  prove  itself  to 
be  both  safe  and  valuable.  When  moving  the  bowels  imme- 
diately after  laparotomy  was  first  advocated,  it  met  with  objections 
on  all  sides,  but  now  everybody  is  using  salines  immediately  after 
laparotomy,  and  the  patients  recover  much  better  than  formerly 
whep  they  were  filled  up  with  opium. 

In  regard  to  the  question  of  delay  after  curetting  before  doing 
laparotomy,  referred  to  by  Dr.  Dudley  and  Dr.  Pryor,  the  speaker 
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was  somewhat  in  doubt  ;  he  thought  both  had  their  advantages. 
What  Dr.  Dudley  said  holds  to  some  extent,-  and  Dr.  Pryor's 
statement  has  a  good  deal  in  its  favor. 

In  answer  to  Dr.  Pryor's  question,  he  thought  the  patient  was  in 
much  better  condition  to  undergo  laparotomy  eight  days  after  the 
curetting  than  before.  When  she  was  admitted,  her  temperature 
was  102.70  and  ran  from  that  to  1030;  the  lowest  temperature  during 
the  two  days  before  the  operation  was  1010  ;  after  curetting  the 
uterus  it  was  990,  the  tympanites  all  disappeared  and  the  other 
symptoms  disappeared  to  a  great  extent. 

As  to  whether  the  uterus  should  be  curetted  before  doing  lapa- 
rotomy, he  would  say  positively  yes,  but  whether  to  delay  some 
time  after  the  curetting  before  performing  laparotomy,  he  was  as 
yet  undecided. 

Presentation  of  I?tstruments. 

Dr.  Cleveland  presented  his  gynaecological  table  for  operating 
in  Trendelenburg's  posture,  and  called  attention  to  the  following 
changes  which  he  had  made  in  its  mechanism  :  the  foot-plate 
which  formerly  swivelled  directly  on  the  frame,  is  now  swivelled 
on  two  bars  below  the  level  of  the  table,  so  as  to  allow  for  the  vary- 
ing lengths  of  different  patients  ;  the  tipping  of  the  table  is  now  ac- 
complished by  the  assistant  at  the  end  of  the  table  instead  of  by  the 
operator  and  assistant  on  either  side  ;  the  foot  plate  is  held  in  posi- 
tion by  a  lock  which  moves  very  readily  ;  the  clamp  is  at  the  lower 
end  instead  of  at  the  side.  The  main  object  of  the  modifications 
were  to  secure  the  proper  degree  of  flexion  of  the  knees  and  thighs, 
in  order  to  afford  complete  relaxation  of  the  abdominal  muscles. 

Dr.  Krug  did  not  think  it  was  absolutely  necessary  to  have  the 
thighs  and  knees  flexed,  although  he  thought  flexion  in  a  moderate 
degree  was  of  some  advantage. 

Dr.  Edebohls  formerly  considered  that  it  was  an  advantage  to 
have  the  thighs  flexed  on  the  abdomen  until  Dr.  Cleveland  called 
his  attention  to  the  disadvantage  of  having  the  knees  and  thighs 
project  too  much  into  the  field  of  operation.  He  did  not  now 
believe  flexion  of  the  thighs  necessary,  as  he  was  able  to  secure 
sufficient  relaxation  of  the  muscles  and  all  the  other  advantages  of 
the  position  by  having  simply  the  knees  flexed. 

Dr.  Cleveland  remarked  that  the  former  arrangement  of  the 
mechanism  produced  too  much  flexion  of  the  thighs,  but  the  present 
modifications  corrected  that  difficulty  and  prevented  the  arching  of 
the  body. 
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Dr.  Krug  believed  that  too  much  flexion  of  the  thighs  was  a 
great  disadvantage,  and  that  that  was  the  trouble  with  the  original 
Trendelenburg  table. 

Dr.  Paul  Outerbridge  read  a  paper  entitled :  Operation  for  Puer- 
peral Fever,  with  Report  of  Two  Cases. 

DISCUSSION. 

Dr.  Grandin,  referring  to  the  treatment  of  sepsis  when  it  is  local- 
ized in  the  uterus,  did  not  think  anything  was  to  be  gained  by  sim- 
ply swabbing  out  the  septic  uterus  every  hour.  When  face  to  face 
with  purulent  endometritis,  curetting  followed  by  thorough  dis- 
infection of  the  uterine  cavity  and  drainage  should  be  resorted  to 
at  once  in  preference  to  the  method  mentioned.  One  of  the  dangers 
to  be  feared  is  the  extension  of  the  sepsis  through  the  tubes  to  the 
peritoneal  cavity  resulting  in  purulent  peritonitis,  and  these  cases 
of  all  others  require  radical  and  quick  treatment.  When  the  septic 
focus  extends  outside  into  the  peritoneal  cavity,  he  was  thoroughly 
convinced  the  treatment  which  offers  the  best  hope  to  the  patient 
is  immediate  abdominal  section  and  clearing  out  of  the  pus,  fol- 
lowed by  proper  drainage. 

He  recalled  the  epidemics  that  used  to  occur  when  patients  got 
well  under  large  doses  of  opium — the  Alonzo  Clark  method  of  treat- 
ment of  puerperal  peritonitis — but  thought  it  was  a  question  whether 
many  of  these  were  not  cases  of  serous  peritonitis  rather  than  puru- 
lent peritonitis.  In  treating  cases  of  septic  peritonitis  by  the  opium 
plan,  the  speaker's  results  were  uniformly  fatal,  and  when  the 
reaction  came  in  favor  of  the  saline  plan,  two  cases  treated  by  him 
on  this  plan  were  also  fatal.  The  best  results  in  the  future  in  the 
presence  of  septic  peritonitis  he  believed  were  undoubtedly  to  be 
obtained  through  resort  to  early  abdominal  section  in  the  line  laid 
down  by  the  author  of  the  paper,  who  practically  saved  both  of  his 
cases,  and  whose  results  from  early  abdominal  section  were  not 
only  favorable  but  rather  unique. 

Every  one  who  has  resorted  to  early  abdominal  section  in  the 
presence  of  septic  peritonitis,  will  agree  that  the  operation  must  be 
done  early  to  be  successful.  The  speaker  had  done  the  operation 
twice,  all  of  which  were  fatal,  for  the  reason  that  the  cases  were 
not  seen  early  enough  ;  all  were  consultation  cases  and  in  every 
instance  the  septic  process  had  existed  for  four  or  five  days  before 
he  was  called  and  allowed  to  make  the  section,  which,  if  it  had 
been  done  earlier,  would  probably  have  saved  the  patients.  Early 
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operation  in  septic  peritonitis,  he  agreed  with  the  writer  of  the 
paper,  Should  be  the  choice.  In  regard  to  sounding  the  tubes  he 
questioned  the  advisability,  even  if  it  were  feasible. 

Dr.  Armstrong  stated  that  he  had  only  seen  the  case  in  consul- 
tation, and  that  he  could  not  throw  any  light  on  the  cause  of  death. 
There  seemed  to  be  considerable  improvement  during  the  first  few 
days  after  the  operation,  but  gradually  there  seemed  to  be  a  return 
of  the  former  symptoms,  the  delirium  got  worse,  the  fever  in- 
creased, and  the  patient  passed  away  in  that  conditon.  There  was 
no  abdominal  distension  present  when  she  died. 

Dr.  A.  H.  Buckmaster  referred  to  the  question  of  the  locality  of 
the  septic  focus,  which  had  previously  been  discussed.  It  was 
well,  he  thought,  to  bear  in  mind  that  every  case  of  puerperal 
fever  is  not  due  to  the  septic  material  having  passed  through  the 
tubes,  that,  in  his  experience,  in  many  cases  the  trouble  was  in  the 
uterus  itself.  The  general  feeling  to-day,  he  thought,  was  rather 
less  in  favor  of  constant  intra-uterine  douching. 

During  the  past  two  years  it  has  been  his  practice  in  every  case 
to  examine  the  interior  of  the  uterus  carefully  with  the  finger,  and 
he  did  not  remember  having  seen  a  single  case  where  he  could 
not  dilate  with  the  finger  and  pass  it  all  over  the  surface,  usually 
finding  some  undelivered  material  there  which  he  was  able  to 
thoroughly  remove  with  the  curette,  then  covering  the  surface  with 
a  solution  of  carbolic  acid  and  glycerine,  in  equal  parts,  and  the 
results  were  all  that  could  be  desired.  He  had  lost  but  one  case, 
which  was  a  consultation  case,  where  in  the  same  bed  with  the 
woman  was  a  child  sick  with  scarlet  fever,  the  woman's  death  be- 
ing attributed  to  the  contagion.  Even  if  a  little  fluid  does  escape 
into  the  peritoneal  cavity  and  peritonitis  is  set  up,  he  could  not  see 
the  advantage  of  section.  Some  of  the  fluid  might  be  cleared  out, 
but  the  whole  peritoneal  cavity  could  not  be  washed  out,  there 
must  be  some  germs  left  there,  and  he  failed  to  see  why  they 
might  not  continue  to  cause  trouble.  If  the  matter  has  gone  so 
far  that  the  peritoneal  cavity  must  be  opened  he  would  take  the 
uterus  out  altogether.  He  considered  the  uterus  a  septic  organ  in 
these  cases,  and  would  take  out  any  puerperal  uterus  where  he 
thought  he  could  not  properly  remove  the  septic  focus  by  a  thorough 
curetting  and  washing  out. 

The  speaker  believed  vaginal  and  intra-uterine  douches  were 
not  of  very  great  utility.  If  there  is  a  laceration  of  the  cervix,  and 
the  parts  can  be  kept  clean  by  douching,  it  is  of  advantage, 
but  the  better  way  would  be  to  cleanse  the  parts  and  sew  them  up. 
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He  thought  fever  which  is  called  puerperal  often  arose  from  lacer- 
ations of  the  vagina.  He  had  examined  patients  on  their  sides, 
using  a  large  speculum  in  looking  around  for  tears,  and  had  found 
them  up  in  the  vaginal  fornix,  and  putting  the  finger  into  the  tears 
had  found  an  exudate  around  them,  thus  proving  them  to  be  the 
cause  of  the  trouble.  In  such  a  case  he  would  swab  everything 
over  with  carbolic  acid  and  leave  it. 

Dr.  Boldt,  to  set  Dr.  Outerbridge  right  as  to  the  abdominal 
sections  which  have  been  done  for  puerperal  fever,  stated  that 
cases  had  been  reported  some  years  ago,  and  that  he  himself  had 
operated  four  years  ago,  but  with  fatal  results.  He  had  very 
serious  doubts  about  the  utility  of  opening  the  abdomen  in  general 
septic  peritonitis.  He  could  not  understand  the  cases  reported  by 
Dr.  Price,  and  a  gentleman  in  Michigan.  He  did  not  believe  that 
abdominal  section  in  septic  peritonitis  where  the  agglutinated  in- 
testines had  to  be  torn  apart  would  do  any  good,  but  rather  add 
extreme  shock  to  the  case  and  cause  the  death  of  the  patient. 

If  puerperal  septicaemia  exists  with  pus-tubes  the  patient  may 
get  well  [when  the  sepsis  is  due  to  the  rapid  accumulation  of  pus  in  the 
tubes]  if  the  adnexa  are  removed.  Lawson  Tait  reported  a  case  of 
pyosalpinx  that  contained  as  much  as  a  quart  of  pus;  in  such  cases 
abdominal  section  is  proper.  He  did  not  believe  the  fluid  found  in 
Dr.  Outerbridge's  case  was  introduced  into  the  peritoneal  cavity  by 
the  douche,  but  that  the  source  of  exudation  was  the  peritonitis. 

He  thought  it  was  a  difficult  matter  to  introduce  a  sound  into 
the  Fallopian  tubes,  and  he  had  generally  failed  to  accomplish  it. 
The  vaginal  douche  is  taking  a  step  backward;  the  patient  is 
cleaned  thoroughly  after  her  delivery,  and  that  should  betheendof 
it.  The  intra-uterine  douche  is  a  source  of  harm  if  used  more  than 
once  and  that  should  be  done  by  the  obstetrician.  He  thought 
from  the  description  of  Dr.  Outerbridge's  second  case  it  was  a  per- 
fectly bona  fide  one,  and  he  was  to  be  congratulated  on  it,  but 
from  Dr.  Armstrong's  report  on  the  second  case  he  should  say  the 
woman  died  of  ordinary  sepsis,  as  much  as  if  the  operation  had  not 
been  done. 

The  general  sepsis  is  not  carried  into  the  peritoneal  cavity  by 
the  way  of  the  tubes,  but  through  the  lymphatics. 

Dr.  Ralph  Waldo,  referring  to  his  service  as  house-surgeon  at 
the  Maternity  Hospital  during  an  epidemic  of  puerperal  fever,  re- 
marked that  in  looking  over  the  records  he  found  that  in  two 
months  he  had  had  fourteen  very  severe  cases,  as  well  as  a  num- 
ber of  others  where  the  temperature  ranged  at  io2°-io3°-io4c>  and 
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stayed  there  for  a  few  hours,  coming  down  after  an  intra-uterine 
douche. 

Four  of  the  severe  cases  died  and  an  autopsy  was  had  in  each. 
In  one  case  the  peritonaeum  was  not  involved,  but  there  was  an 
extensive  diphtheria  of  the  genitals,  including  the  cavity  of  the 
uterus.  In  the  other  three  cases  there  was  extensive  peritonitis 
with  varying  quantities  of  pus  found  in  the  peritoneal  cavity.  In 
one  of  these  cases  there  was  no  distension  of  the  abdomen,  but 
there  was  more,  or  fully  as  much,  pus  in  the  peritoneal  cavity  as  in 
the  cases  where  the  distension  was  very  marked.  The  treatment 
of  these  cases  was  as  follows  :  Before  they  were  delivered  the 
bowels  were  emptied  by  mild  cathartics,  and  during  labor  by 
enema.  As  soon  as  the  supposed  peritonitis,  or  metritis,  estab- 
lished itself,  if  there  was  a  slight  tenderness  or  rise  of  temperature, 
if  decomposed  material  was  not  found  in  the  vagina,  the  cervix 
was  dilated,  with  the  finger  generally,  and  the  cavity  of  the  uterus 
thoroughly  cleared  out  and  an  intra-uterine  douche  of  a  two  per 
cent,  carbolized  solution  was  given;  an  ice-bag  was  placed  over 
the  abdomen,  and  sufficient  morphine  given  to  keep  the  patient 
quiet,  not  quite  as  much  as  Alonzo  Clark  advised,  but  treated  prac- 
tically on  the  morphine  principle.  Their  bowels  were  not  moved 
artificially;  they  were  given  stimulants  and  a  milk  diet  and  kept 
quiet.  He  thought  ten  recoveries  out  of  fourteen  bad  cases  was  a 
large  percentage. 

Dr.  A.  F.  Currier  said  that  Dr.  Grandin's  remarks  suggested  the 
fact  that  perhaps  too  much  reliance  is  placed  on  the  use  of  salines,  and 
it  does  not  follow  that  because  salines  are  given  and  a  patient's 
bowels  are  free  and  open  that  she  is  going  to  get  well.  The  reason 
of  that  is,  as  Dr.  Outerbridge  has  said  in  his  paper,  that  these  cases 
are  extremely  insidious,  it  is  not  possible  to  tell  to  what  extent  the 
poison  has  advanced,  and  it  is  difficult  to  decide  when  abdominal 
section  should  be  done,  if  it  is  to  be  done.  If  the  operation  is  done 
early  the  question  will  arise,  might  she  not  have  clone  as  well 
without  operation,  and  if  the  operation  is  done  later  and  the  case 
does  badly  it  may  be  thought  if  the  operation  had  been  done  early 
the  result  would  have  been  better.  He  believed  therefore,  that  the 
old  alternatives,  which  had  been  considered,  namely,  the  cleans- 
ing of  the  uterus,  either  in  the  way  suggested  by  the  writer  of  the 
paper,  or  by  the  use  of  the  intra-uterine  douche,  would  have  to  be 
relied  upon.  He  did  not  feel  disposed  to  give  up  the  intra-uterine 
douche  for  the  treatment  of  this  trouble:  he  admitted  there  was 
danger  of  going  into  the  peritoneal  cavity,  but  thought  that  should 
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only  serve  as  a  caution  to  insure  the  procedure  being  followed  out 
with  great  care. 

Dr.  Goffe  thought  these  cases  should  be  attacked  very  promptly 
and  vigorously.  As  soon  as  he  thought  a  case  indicated  puerperal 
fever  or  septicaemia  he  would  make  a  thorough  examination  of 
the  interior  of  the  uterus,  and  if  he  found  any  trouble  there  would 
explore  with  a  curette  and  then  swab  out  with  a  bichloride  solu- 
tion. In  one  case  recently  after  curetting  he  had  packed  the  uterus 
with  iodoform-gauze,  following  the  method  of  treating  endome- 
tritis. He  had  never  done  this  before,  but  the  result  in  this  case 
was  most  satisfactory.  Formerly  he  had  very  little  faith  in 
secondary  laparotomy  for  septic  peritonitis,  but  his  opinion  was 
somewhat  modified  since  he  had  recently  had  one  successful  case. 
It  was  a  case  of  septic  peritonitis  following  laparotomy  in  which 
the  abdomen  was  afterward  opened,  the  pus-cavities  thoroughly 
washed  out,  and  the  pelvis  packed  with  iodoform-gauze,  the 
patient  making  a  very  good  recovery.  In  cases  of  puerperal  septi- 
caemia he  thought  the  danger  was  that  they  very  promptly  became 
general.  It  might  be  that  in  a  certain  number  of  cases  the  perito- 
nitis would  be  limited  to  the  tubes,  and  the  pelvic  area  immediately 
surrounding  the  tubes  and  ovaries,  in  which  case  operation  would 
give  a  hope  of  saving  the  patient,  but  where  there  is  general  septic 
peritonitis,  the  cases  are  hopeless  no  matter  what  is  done. 

Dr.  Outerbridge  in  closing  the  discussion  had  nothing  further  to 
say  except  that  he  advocated  the  passage  of  the  sound  into  the 
uterus  to  ascertain  if  the  tubes  were  pervious,  and  that  if  they  were 
not,  he  thought  the  intra-uterine  douche  might  be  used  with  safety. 

Stated  Meeting,  March  15,  1892. 
The  President,  Dr.  Clement  Cleveland,  in  the  Chair. 

Ovarian  Cyst  and  Pyosalpinx  on  One  Side,  with  Cystic  Degeneration 
of  Ovary  on  Opposite  Side.  Dr.  H.  Marion  Sims  presented  the 
specimen  and  gave  the  history  of  the  case. 

This  case  is  interesting,  if  not  somewhat  original.  Mrs.  P., 
aet.  thirty-six,  mother  of  one  child,  consulted  me  some  weeks  ago 
in  regard  to  continual  uterine  haemorrhage  and  a  purulent  discharge 
which  had  been  coming  from  the  vagina  for  several  weeks  past. 
Complained  of  constant  pain  in  right  ovarian  region.  Examination 
showed  uterus  nearly  normal  in  size  and  two  distinct  tumors  in 
right  iliac  region.     Made  diagnosis  of  pyosalpinx.     I  performed  a 
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laparotomy  and  removed  a  small  ovarian  cyst  firmly  attached  to 
which  was  the  right  tube,  distended  and  containing  about  a  tea- 
spoonful  of  pus.  Outside  of  the  fact  of  the  ovarian  cyst  and  pyo- 
salpinx  existing  on  the  same  side  at  once,  the  case  is  devoid  of 
further  interest. 

Tubal  Pregnancy  of  about  Eight  Weeks,  with  Decomposed  Foetus. 
Dr.  H.  Marion  Sims  presented  a  specimen  and  gave  the  history 
of  the  case. 

I  also  present  a  case  of  tubal  pregnancy  in  which  the  foetus  had 
undergone  decomposition  and  broken  open,  forming  a  large  pus 
cavity.  The  tube  was  distended  almost  to  its  limit.  Supposed  to 
be  about  the  eighth  week  of  pregnancy.  All  the  symptoms  of 
pregnancy  were  present,  even  to  milk  in  the  breasts. 

Dr.  W.  M.  Polk  presented  the  following  specimens,  with  his- 
tories of  the  cases  : 

Vaginal  Hysterectomy  for  Carcinoma  of  the  Cervix  Uteri  and  Vagina. 

Carcinoma  of  cervix,  with  a  superficial  implication  of  the  pos- 
terior and  left  side  of  upper  end  of  vagina,  over  a  space  of  about 
three-quarters  of  an  inch  square,  no  involvement  of  glands  or  tissue 
outside  of  the  uterus  or  vagina.    Age  of  patient,  forty-four. 

Began  the  operation  one-half  inch  below  the  affected  area,  upon 
the  vagina,  making  a  circular  incision  around  whole  vaginal  sur- 
face, then  with  the  finger  and  scissors  the  canal  was  separated 
from  its  attachments.  There  was,  of  course,  a  great  deal  of  bleed- 
ing from  the  tissues  which  lay  beneath  the  affected  surface.  All 
the  vessels  were  secured  by  ligatures,  as  we  progressed.  Having 
reached  the  uterus,  the  remainder  of  the  operation  differed  in  no 
essential  particular  from  that  which  is  familiar  to  all  of  you. 

The  case  is  presented  because  of  the  necessity  for  beginning  the 
operation  with  amputation  of  the  vagina. 

With  some,  there  is  an  indisposition  to  operate  when  the  vagina 
is  at  all  involved,  but,  if  this  be  superficial,  not  having  extended 
beyond  the  walls  of  this  canal,  amputation  of  the  vagina  and  the 
section  from  its  surrounding  attachments  is  the  proper  method  to 
be  pursued,  in  conjunction  with  the  hysterectomy. 

I  preferred  to  make  this  operation  upon  the  vagina  at  the  outset, 
because  of  the  great  amount  of  bleeding  which  invariably  accom- 
panies it.  This  bleeding  can  be  more  readily  controlled  at  the 
start  than  at  the  close  :  First,  because  the  operator  is  fresh  at  his 
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work,  next,  because  the  condition  of  the  patient  is  not  one  of  ex- 
haustion, and  lastly,  because  I  believe,  with  the  uterus  in  position, 
the  amputation  and  the  section  upon  the  vagina  can  be  better 
made. 

In  case  the  procedure,  which  is  always  tedious,  should  be 
accompanied  by  haemorrhage,  difficult  to  control,  thus  prolonging 
the  time  of  operation,  it  is  always  easy,  if  the  patient's  condition 
should  demand  it,  to  stop  the  procedure  with  a  mere  supra-vaginal 
amputation  of  the  cervix,  leaving  the  removal  of  the  body  and 
appendages  to  be  undertaken  at  a  later  period.  The  chief  difficulty 
in  a  vaginal  hysterectomy  is  always  encountered  in  the  area  sup- 
plied by  the  uterine  artery,  but  the  element  of  shock  is  rarely  en- 
countered (to  any  marked  degree)  until  that  portion  of  the  operation 
is  entered  upon,  which  looks  to  the  removal  of  the  body  of  the 
organ,  that  is,  until  the  cavity  of  the  peritonaeum  is  invaded. 

I  wish  to  say  that,  in  selecting  a  method  of  procedure  to  be  fol- 
lowed out  in  vaginal  hysterectomy,  my  preference  is  to  follow  the 
simple  rule  of  cutting  and  tying,  as  you  proceed.  With  a  movable 
organ,  this  can  be  followed  out  from  the  beginning  to  the  end  of 
the  hysterectomy. 

As  between  a  ligature  and  haemostatic  forceps,  I  renew  my  ex- 
pression of  preference  for  the  ligature,  at  the  same  time,  being 
conscious  that  complications  may  arise,  necessitating  a  hurrying 
of  the  operation,  especially  towards  its  close,  in  which  event,  the 
temporary  application  of  a  haemostatic  forceps  might  be  preferable 
to  such  delay  as  might  be  involved  in  the  application  of  the  liga- 
ture. 

Supra-pubic  Hysterectomy  for  Procidentia. 

Dr.  W.  M.  Polk  reported  seven  cases  of  supra-pubic  hyster- 
ectomy, three  of  these  being  cases  representing  the  operation  as 
done  for  complete  procidentia,  four  representing  the  operation  as 
done  for  fibromata,  one  of  the  four  being  an  instance  of  fibro-cystic 
disease. 

I  find,  however,  that  there  are  but  five  specimens  here  present, 
three  "fibromata,"  two  "procidentia,"  one  procidentia  and  one 
fibroma  having  been  mislaid  in  the  Loomis  laboratory.  They 
offer,  however,  no  points  that  are  specially  different  from  those 
illustrated  by  the  specimens  which  are  before  you,  and  I  merely 
mention  them  as  they  form  part  of  the  two  groups  represented. 

Of  the  cases  of  procidentia,  one  was  done  at  my  clinic,  Bellevue 
Hospital,  February  8th,  another  at  the  clinic,  February  15th,  and 
the  third  at  the  clinic,  March  14th. 
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Of  the  four  fibromata,  one  was  done  at  the  private  hospital, 
February  27th,  two  at  the  clinic,  February  29th,  and  one  at  the 
clinic,  March  14th. 

In  the  cases  of  procidentia,  the  women  were  forty-two,  forty- 
three  and  forty-four  years  of.  age.  Functionally,  therefore,  the 
organs,  including  the  appendages,  had  about  reached  the  period  of 
their  natural  life. 

Considering  this  group  of  cases  of  procidentia,  I  will  say  that 
they  were  all  instances  of  complete  prolapse,  with  marked  cysto- 
cele  and  rectocele,  all  accompanied  by  extensive,  supra-vaginal 
elongation  of  the  cervix  ;  one  of  these  specimens  we  removed  yes- 
terday, being  a  conspicuous  illustration  of  this  pathological  state. 
In  all,  save  perhaps  in  this  last  instance,  there  was  likewise  decided 
elongation  of  the  vagina. 

My  usual  plan,  in  these  cases,  is  to  do  hysterorrhaphy,  or  Alex- 
ander's operation,  supplementing  them  by  restoration  of  the  pelvic 
floor,  and  correction  of  the  cystocele  and  rectocele,  in  the  usual 
way,  but  where  I  have  decided  elongation  of  the  vagina,  and  the 
patient  has  reached  the  neighborhood  of  the  menopause,  I  have 
been  in  the  habit  of  removing  the  organ  entire,  the  reason  being 
that  a  hysterorrhaphy  or  Alexander  would  not  sufficiently  take 
up  the  slack  in  the  vagina;  a  fixation  of  the  lower  segment  of  the 
uterus,  and,  in  several  instances,  even  the  vaginal  wall  itself  to  the. 
abdominal  wall,  being  required  to  accomplish  it. 

My  reason  for  resorting  to  so  radical  a  procedure  in  these  cases 
lies  in  the  difficulty  experienced  by  most  of  us  in  correcting  this 
ultra  form  of  the  disorder  by  any  of  the  less  radical  procedures 
with  which  we  are  familiar. 

I  will  not  stop  to  discuss  this  phase  of  the  question  here,  as  I 
propose  to  bring  that  up  at  a  future  date,  with  the  report  of  all  my 
cases,  together  with  the  results. 

As  between  supra-pubic  and  vaginal  hysterectomy  for  proci- 
dentia, I  do  not  think  there  can  be  an  issue,  as  the  vaginal  gener- 
ally leaves  the  hernia,  (for  I  consider  procidentia  to  be  nothing 
more  than  hernia),  pretty  much  as  it  was  before  the  operation. 
Such  is  not  the  case  with  supra-pubic. 

Touching  the  details  of  the  operation  in  supra-pubic  hysterec- 
tomy, 1  will  say  that  the  treatment  of  the  ovarian  vessels,  the  broad 
and  the  round  ligaments,  is  identical  with  that  practiced  when  you 
operate  for  fibroids.  Getting  the  body  of  the  uterus  free  from  these 
structures,  you  drag  it  up  and  make  a  circular  incision  about  the 
middle  of  the  body,  so  as  to  cut  through  the  peritonaeum  and  external 
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coat.  The  organ  is  then  dissected  out  of  this  covering,  working 
from  above  downwards,  cutting  and  tying  as  you  go.  Having 
enucleated  in  this  fashion  the  entire  organ  (body  an*d  cervix),  and 
secured  all  bleeding  points,  you  stitch  the  upper  end  of  the  vagina, 
or,  in  case  tension  be  too  great  for  that,  the  covering  from  which 
you  have  enucleated  the  lower  segment  of  the  uterus,  to  the  ab- 
dominal womb,  close  your  incision,  feeling  sure  that  any  drainage 
that  may  be  required  from  the  cut  surfaces  of  the  vagina  attach- 
ment, will  pass  downward  through  that  canal.  The  peritoneal 
covering  at  the  lower  segment  of  the  uterus  is  that  which  is  brought 
in  relation  with  the  peritonaeum  at  the  incision,  the  cut  surfaces 
being  turned  in,  and  thus,  in  direct  continuity  with  the  interior  of 
the  vagina. 

Fibromata. — Four  Cases. 

These  are  presented  to  illustrate  the  advantages  of  complete 
extirpation,  and  to  say  a  word  upon  the  technique  of  the  operation. 

In  this  operation,  as  in  vaginal  hysterectomy,  the  blood  supply 
of  the  uterine  vessels,  presents  the  main  difficulty  with  which  the 
operator  has  to  contend.  So  far  as  the  upper  portion  of  these  struc- 
tures is  concerned,  the  ligation  of  the  ovarian  vessels,  of  the  round 
and  broad  ligaments,  is  a  simple  affair,  and  in  certain  cases  the 
uterine  artery  can  be  reached  well  outside  of  the  uterus  and  there 
ligated.  This  is  especially  the  case  with  those  tumors  which  have 
off-shoots  thrust  between  the  folds  of  the  broad  ligament,  and  the 
lower  down  these  subsidiary  growths  project,  the  more  do  they 
uncover  the  uterine  artery,  so  that  when  after  enucleation  you  lift 
them  up,  the  vessel  is  exposed  and  secured  with  the  greatest  ease. 

In  cases  with  elongated  cervix,  however,  and  a  short  vagina, 
and  in  cases  in  which  the  field  is  obstructed  by  a  projection  upon 
the  posterior  face,  low  down,  the  tumor  cannot  be  drawn  up,  so 
as  to  easily  expose  the  base,  and  I  would  suggest  that,  instead  of 
attempting  to  ligate  the  uterine  artery  well  outside  of  the  uterus, 
you  simply  conduct  your  operation  upon  the  lines  already  suggested 
in  cases  of  procidentia,  that  is,  having  freed  the  uterus  by  cutting 
away  the  ovarian  vessels,  the  broad  ligament  and  the  round  liga- 
ment, you  draw  it  up  and  proceed  from  above  downward,  cutting 
and  tying  your  vessels  as  you  proceed.  Necessarily,  your  atten- 
tion is  directed  chiefly  to  the  sides  of  the  growth.  The  vessels 
which  bleed  from  the  direction  of  the  uterus  can  be  secured  tem- 
porarily with  haemostatic  forceps,  but  tying  down  alongside  of  the 
uterus  as  you  go  will  control  any  bleeding  of  consequence. 
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To  recapitulate,  then,  the  points  that  are  at  variance  with  those 
usually  employed  and  laid  down  as  proper  to  be  followed  in  this 
operation  of  complete  extirpation,  I  would  sum  up  by  saying  that, 
we  cut  and  tie  as  we  go,  proceeding  from  above  downwards  until 
the  uterus  as  a  whole  is  removed,  the  vagina  being  the  only  stump 
left.  The  ends  of  the  broad  ligament,  ovarian  vessels  and  round 
ligament  are  allowed  by  me  to  shrink  away,  as  in  vaginal  hyster- 
ectomy. Catgut  ligatures  are  passed  through  the  four  opposite 
points  of  the  peritoneal  covering  of  the  stump  which  remains  (an- 
teriorly, posteriorly  and  laterally).  These  are  then  seized  by  a  pair 
of  forceps,  through  the  vagina  from  below  upward,  and  drawn  down 
into  the  vagina,  in  this  way  inverting  the  upper  vaginal  opening, 
and  bringing  the  peritoneal  surfaces  in  contact,  one  with  the  other. 
The  vagina  is  then  packed  with  gauze,  and  the  abdominal  opening 
closed. 

DISCUSSION  ON  DR.  SIMS'  SPECIMENS. 

Dr.  Boldt  thought  that  profuse  haemorrhage  in  connection  with 
small  ovarian  cystoma  and  pyosalpinx  was  the  rule  rather  than  the 
exception.  He  could  recall  two  cases  where  the  ovarian  cystoma 
was  not  larger  than  Dr.  Sims'  specimen,  and  where  pyosalpinx 
existed  in  the  same  way.  In  both  there  was  profuse  haemorrhage, 
and  the  cases  not  having  been  diagnosed  by  their  former  attend- 
ants were  curetted  and  subjected  to  much  the  same  course  of 
treatment,  but  operation  showed  precisely  the  same  condition  as 
described  by-  Dr.  Sims. 

Dr.  G.  M.  Edebohls  wished  to  emphasize  the  admitted  relation 
between  ovarian  and  tubal  disease  and  uterine  haemorrhage,  and 
cited  an  illustrative  case  of  a  young  girl  of  twenty,  who  had  had  al- 
most continuous  haemorrhage  for  three  years,  and  was  becoming  a 
confirmed  invalid,  when  she  came  under  his  care.  She  had  pre- 
viously been  curetted  three  times  by  competent  men,  with  the 
result  of  cessation  of  the  flow  for  a  week  following  each  curetting, 
the  haemorrhage  then  reappearing  and  continuing  until  a  subsequent 
curetting.  On  examination  he  found  the  uterus  retro  verted  in  the 
second  degree,  and  could  palpate  normal-sized  prolapsed  tubes  and 
ovaries  on  each  side  of  the  uterus.  Curettement  proving  useless 
he  resorted  to  positive  galvano-cauterization  of  the  uterine  cavity, 
making  two  applications  a  week  for  six  weeks,  employing  a  cur- 
rent of  from  50  to  100  milliamperes,  which  was  as  much  as  his 
patient  could  bear,  but  with  absolutely  no  effect  on  the  haemor- 
rhage. 
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Acting  on  the  theory  that  the  prolapse  of  the  normal-sized 
ovaries  might  produce  in  them  a  congested  condition,  which  might 
produce  the  uterine  haemorrhage,  he  did  Alexander's  operation, 
permanently  correcting  the  prolapse  of  the  ovaries  and  the  retro- 
version of  the  uterus.  The  correctness  of  the  theory  was  sustained 
by  the  result.  The  operation  was  performed  four  months  ago,  and 
with  the  exception  of  a  slight  flow  of  two  days'  duration  about  a 
month  ago,  patient  has  had  neither  menorrhagia  nor  metrorrhagia 
since  the  operation. 

Dr.  Buckmaster  questioned  whether  the  cessation  of  the 
haemorrhage  was  not  a  remote  result  of  the  electrical  treatment. 
He  thought  the  results  of  the  latter  did  not  always  immediately 
follow  its  application. 

Dr.  Edebohls  replied  that  he  applied  the  electricity  for  six  weeks 
without  any  relief,  and  that  the  patient  bled  for  another  six  weeks 
after  he  ceased  to  apply  it,  and  before  he  did  the  Alexander  operation. 

Dr.  Boldt  thought  that  in  cases  of  tubal  pregnancy  such  as  this 
in  operating  the  patients'  hips  should  always  be  elevated,  and,  the 
mass  being  thus  exposed,  it  was  easy  to  withdraw  the  fluid  from 
the  sac  with  an  aspirator-needle,  thus  reducing  the  risk  to  almost  nil. 

Dr.  Sims  stated  that  the  operation  was  done  on  a  Cleveland 
table,  in  the  Trendelenburg  posture,  with  all  the  modern  improve- 
ments. He  did  not  see  what  bearing  Dr.  Edebohls'  case  had,  inas- 
much as  the  condition  of  the  tabes  and  ovaries  in  the  two  cases 
were  radically  different. 

Dr.  Edebohls  said  he  only  cited  it  as  an  instance  of  ovarian  in- 
fluence in  uterine  haemorrhage. 

DISCUSSION  ON  DR.    POLK'S  SPECIMENS. 

Dr.  Edebohls  thought  that  the  cases  of  procidentia  of  the  uterus 
to  be  treated  by  total  extirpation  should  be  differentiated  from  those 
susceptible  of  cure  by  less  radical  surgical  procedures,  and  that  if  a 
uterus  is  not  extraordinarily  heavy  the  patient  should  first  have  the 
chance  of  being  cured  by  other  operative  measures  before  resorting 
to  complete  removal  of  the  uterus.  He  admitted  that  it  required  a 
combination  of  operations  to  relieve  such  patients.  Within  the 
past  week  he  had  operated  on  a  patient  with  complete  procidentia 
of  the  uterus.  The  organ  was  slightly  above  normal  in  size,  the 
cervix  was  lacerated  and  hypertrophied,  and  endometritis  existed. 
He  curetted  first,  then  amputated  the  cervix,  did  an  anterior  col- 
porrhaphy,  and  a  perineorrhaphy,  then  opened  the  abdomen  and 
stitched  the  fundus  of  the  uterus  to  the  anterior  abdominal  wall. 
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The  five  operations  were  performed  at  one  sitting  ;  the  time 
consumed  was  exactly  seventy-five  minutes.  In  another  case  of 
complete  procidentia  of  the  uterus  in  which  he  performed  the  iden- 
tical combination  of  operations  eleven  months  ago,  the  patient  is 
to-day  in  perfect  health  with  uterus  high  up  in  the  abdomen,  and 
with  practically  normal  cervix,  vagina  and  perinaeum. 

Dr.  Cleveland  had  operated  a  few  days  ago  on  a  woman  who 
was  in  his  service  a  year  ago  at  the  Woman's  Hospital,  presenting 
a  very  large  uterus  outside  the  body — complete  procidentia,  and 
extreme  bilateral  laceration  of  the  cervix.  He  sewed  up  the 
cervix,  and  intended  later  to  do  further  operative  work  on  the 
vagina,  but  she  was  called  away  from  the  hospital,  and  did  not 
return  until  a  month  ago.  Since  then  he  had  done  anterior  col- 
porrhaphy,  then  posterior  coiporrhaphy,  then  perineorrhaphy,  then 
opened  the  abdomen  in  Trendelenburg's  posture,  and  stitched  the 
uterus  to  the  abdominal  wall.  The  operation  lasted  about  two 
hours,  rather  longer  than  he  liked,  but  she  rallied  well,  and  is  doing 
nicely. 

The  speaker  asked  Dr.  Polk  to  state  in  what  cases  he  would, 
after  complete  extirpation,  stitch  the  stump  to  the  anterior  abdomi- 
nal wall,  and  whether  he  would  bring  up  the  pouch  of  the  vagina 
and  stitch  it  to  the  abdominal  wall  ? 

Dr.  Polk  replied  that  the  essential  part  of  the  operation  was  that 
the  vagina  should  be  long  enough  to  easily  attach  to  the  anterior 
abdominal  wall.  He  gained  tissue  in  these  cases  by  dissecting  the 
outer  covering  midway  in  the  body,  and  shelling  the  uterus  out  of 
its  external  coat  from  the  middle  of  the  body  down,  so  that  he 
would  have  plenty  of  slack  to  hold  up  the  anterior  vaginal  wall 
and  prevent  cystocele. 

Dr.  H.  C.  Coe  referred  to  the  operation  described  by  Asch  for 
procidentia,  which  he  did  three  years  ago,  consisting  in  total  extir- 
pation of  the  uterus  per  vaginam  with  resection  of  the  upper  fourth 
of  the  vagina,  the  stumps  of  the  broad  ligaments  being  sutured  in 
the  wound,  which  was  almost  entirely  closed,  the  result  of  this 
operation  was  about  the  same  as  in  Dr.  Polk's  case,  the  retraction 
of  the  stump  serving  to  cure  the  cystocele.  The  case  in  which  it 
was  done  was  one  in  which  anterior  and  posterior  coiporrhaphy, 
trachelorrhaphy,  Alexander's  operation,  and  finally  amputation  of 
the  cervix  had  previously  been  done,  all  without  curing  the  condition. 

Dr.  Edebohls  asked  if  Dr.  Polk  proposed  to  do  total  extirpation 
of  the  uterus  from  above  for  small  fibromata  of  the  uterus  as  well 
as  large  ones  ? 
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Dr.  Polk  said  that  he  was  disposed  to  take  them  all  out.  In 
spite  of  what  had  been  said  in  regard  to  taking  out  the  ovaries, 
electricity,  etc.,  as  long  as  his  patients  did  as  well  as' these  did,  and 
got  absolutely  well  without  any  disturbance  of  temperature  to 
speak  of,  he  did  not  see  any  reason  why  he  should  not  go  ahead 
and  take  them  all  out. 

Dr.  Cleveland  said,  of  course  Dr.  Polk  meant  where  there  were 
symptoms  calling  for  operation. 

Dr.  Polk  thought  if  there  were  no  symptoms  the  patients  would 
probably  not  come  under  observation,  but  where  there  were  symp- 
toms he  was  disposed  to  take  them  out.  He  recognized  that  he 
was  treading  on  dangerous  ground,  that  the  whole  question  was  in 
dispute,  and  he  believed  that  some  operators  were  opposed  to  tak- 
ing out  the  uterus  even  for  graver  conditions  than  those  mentioned. 
He,  however,  was  a  firm  believer  in  the  advances  of  modern  sur- 
gery, and  believed  gynaecologists  should  work  up  to  the  com- 
plete extirpation  of  the  uterus  along  the  line  suggested,  just  as 
they  have  worked  up  to  the  complete  extirpation  of  the  appendages 
and  with  just  as  small  mortality.  It  was  in  that  direction,  with  a 
partisan  spirit,  and  for  the  purpose  of  advancing  that  phase  of  the 
question  simply,  that  he  had  presented  these  specimens.  He  also- 
emphasized  the  fact  that  four  of  the  cases  had  been  operated  on  at 
a  public  clinic,  under  conditions  that  not  very  long  ago  were  con- 
sidered to  be  especially  dangerous,  and  yet  they  did  just  as  well  as 
any  cases  of  ovariotomy  he  had  ever  performed. 

Dr.  Edebohls  simply  wanted  to  bring  out  Dr.  Polk's  views  on 
the  treatment  of  these  cases.  He  considered  the  question  as  to  the 
best  mode  of  operative  treatment  to  be  in  a  transition  stage,  and  we 
needed  the  accumulated  experience,  even  the  impressions,  of  men 
working  in  this  field  to  help  us  settle  it. 

He  was  very  partial  to  total  extirpation  of  the  uterus  for  fibro- 
mata, but  for  himself  had  drawn  the  line  between  large  and  small 
fibromata,  and  in  the  latter  still  practiced  salpingo-oophorectomy 
as  less  dangerous  than  total  extirpation,  although  the  results  of 
total  extirpation  are  constantly  improving.  A  few  days  ago  he  had 
removed  by  hysterectomy,  from  above,  a  uterus  with  three  fibroma- 
ta in  its  walls  together  with  the  tubes  and  ovaries,  all  being  removed 
in  one  piece,  and  weighing  six-and-a-half  pounds. 

After  opening  the  abdomen,  he  tied  down  each  broad  ligament 
outside  the  ovaries  and  tubes  until  he  reached  the  vagina,  then  cut 
around  and  tied  off  the  vagina  from  above,  and  lifted  out  the  uterus 
with  its  tumors  and  appendages  in  one  mass.    The  advantage  in 
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this  method  was  that  we  avoided  opening  the  cervix,  and  if  the 
latter  were  tamponed  with  gauze  previously,  there  was  no  danger 
of  infection  from  that  source.  In  case  it  were  necessary  to  break 
the  mass  previous  to  enucleating  the  cervix,  he  thought  it  was  a  wise 
precaution  to  ascertain  beforehand  the  direction  of  the  uterine 
cavity,  and  in  that  way  to  avoid  opening  it  when  cutting  away  the 
bulk  of  the  tumor  previous  to  removal  of  the  remainder  of  the 
uterus. 

On  the  other  hand  he  had  that  very  afternoon  performed  sal- 
pingo-oophorectomy  for  a  uterine  fibroma  ten  to  twelve  centimetres 
in  diameter  which  he  could  very  easily  have  removed  with  the 
uterus. 

Dr.  Boldt  asked  if  Dr.  Polk  meant  he  would  remove  the  uterus 
per  abdomen  in  case  the  myomata  were  small  enough  to  remove 
the  organ  per  vaginam. 

Dr.  Polk  replied  that  if  the  organ  was  small  enough  to  be  re- 
moved by  the  vagina,  he  considered  it  small  enough  not  to  give 
any  trouble. 

Dr.  Boldt  differed  with  Dr.  Polk  on  this  point,  and  said  he  had 
seen  a  number  of  tumors  that  were  small  enough  to  be  removed 
per  vaginam,  which  gave  such  serious  trouble  in  the  way  of  haem- 
orrhage and  pain  that  there  was  nothing  to  do  but  remove  the 
adnexa  or  the  whole  uterus. 

Dr.  Polk  presumed  the  pain  in  these  cases  was  due  to  retained 
menstrual  blood  from  a  hypertrophied  membrane  and  that  dilata- 
tion and  curetting  would  be  the  best  treatment. 

Dr.  Cleveland  entirely  agreed  with  Dr.  Polk,  that  where  hyster- 
ectomy is  necessary  for  the  removal  of  large  fibroids  it  is  a  great 
deal  better  to  remove  the  whole  uterus  than  to  leave  a  stump,  either 
intra  peritoneal  or  extra-peritoneal. 

NARRATION  OF  CASES. 

Removal  of  Multilocular  Ovarian  Cyst ;  Secondary  Laparotomy 
with  a  New  Application  of  the  Emmet  Principle  of  Artificial  Fis- 
tula.   Dr.  J.  Duncan  Emmet  read  the  history  of  the  case. 

I  operated  upon  this  case  in  Dr.  Emmet's  service  at  the  Woman's 
Hospital,  and  was  kindly  assisted  by  Dr.  Buckmaster  and  by  the 
house-staff. 

The  patient,  born  in  Ireland,  was  forty-nine  years  old  and  a 
widow.  General  condition,  fair.  Urinary  analysis  on  day  of  oper- 
ation showed,  sp.  gr.  1017,  acid  reaction,  trace  albumen,  mucus, 
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bladder-epithelial  cells  and  few  blood  corpuscles.  Amount  passed 
daily,  normal. 

February  24th  I  opened  the  abdomen.  The  tumor  was  a  large 
one,  measuring  80  x  74  x  62  cms.  in  its  various  circumferences, 
and  composed  of  a  number  of  secondary  cysts.  The  largest  con- 
tained about  two  quarts  of  limpid  fluid,  while  in  the  others  colloid 
degeneration  had  taken  place  to  such  an  extent  that  the  cannula 
was  useless. 

The  cyst  with  limpid  contents  was  situated  furthest  away  from 
the  presenting  point,  and  it  was  not  until  I  had  enlarged  the  ab- 
dominal incision  to  seven  inches,  that  I  was  able  to  roll  this  cyst 


into  view,  empty  it  and  thereby  remove  the  mass  from  the  abdo- 
men. So  thick  were  the  walls  of  separation  between  the  cysts  and 
so  great  the  danger  of  emptying  the  gelatinous  contents  into  the 
abdomen,  that  I  soon  desisted  from  attempts  to  break  up  the  mass 
with  the  hand  inside  the  sac.  The  tumor  was  attached  by  a  thick 
fleshy  pedicle  two-and-a-half  or  three  inches  wide  ending  very 
near  the  right  horn  of  the  uterus.  I  tied  it  in  two  sections  and  re- 
moved the  tumor  apparently  two  inches  from  its  attachment.  It 
could  not  be  held  up  on  account  of  its  dripping  contents,  so  that 
there  was  much  stretching  of  the  pedicle  as  I  tied  it.  I  did  this 
with  all  the  force  of  which  I  was  capable  on  account  of  the  elastic 
character  of  the  tissue  and  of  its  proximity  to  the  uterus.  Never- 
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theless,  when  the  stump  was  eased  back  in  the  pelvis.,  oozing 
began,  and  in  a  few  moments  the  loop  of  the  ligature  nearest  the 
uterus  slid  off  and  a  gaping  incision  at  least  two  inches  long  ap- 
peared, apparently  running  down  the  very  side  of  the  uterus  itself. 
This  being  held  together  by  the  fingers  of  my  assistant  and  put 
upon  the  stretch,  not  half  an  ounce  of  blood  was  lost. 

I  now  attempted  to  close  this  incision  with  interrupted  silk 
sutures,  but  finding  after  putting  in  the  third  that  they  did  not  stop 
the  oozing,  I  abandoned  this  and  closed  the  whole  line  with  a  whip- 
stitch from  the  horn  of  the  uterus  outward  till  I  met  the  loop  of  the 
ligature  around  the  other  half  of  the  pedicle.  This  was  effectual, 
and  seeing  that  the  other  half  of  the  pedicle  was  secure  I  closed 
the  abdomen  with  silver  wire. 

I  must  apologize  for  giving  you  so  much  necessary  detail  of  a 
commonplace  character,  the  only  point  of  interest  so  far  being  the 
use  of  the  whip-stitch  instead  of  hysterectomy,  as  the  length  of  the 
gaping  incision  and  its  nearness  to  the  uterus  apparently  indicated. 

The  patient  reacted  well,  and  twenty-two  hours  after  operation 
had  a  large  liquid  movement  following  frequently  repeated  small 
doses  of  sol.  Epsom  salts.  During  this  time  the  pulse  ranged  from 
88-100,  strong  and  of  good  volume  ;  respirations  from  22-26  and 
temperature  from  ioo^-ico. 50. 

At  3  p.m.  on  day  following  operation,  patient  began  to  show 
great  restlessness  and  to  complain  of  feeling  weak.  She  had  had 
no  continuous  sleep  up  to  this  time,  and  I  gently  raised  the  foot  of 
bed  about  tw.elve  inches.    This  was  followed  by  sleep. 

At  6  p.m.  temperature  had  risen  to  ioi.3?,  pulse  94,  respirations 
22.    Foot  of  bed  lowered. 

8  p.m. — -Patient  exceedingly  restless,  pulse  weak  and  gaseous 
with  120  beats  to  the  minute.  Is  delirious  at  times.  No  change  in 
the  character  of  the  urine  ;  amount  normal. 

11.30  p.m. — All  symptoms  increased,  especially  weakness  of 
pulse  and  restlessness.  Face  drawn  and  glazed,  lips  blue,  tongue 
dry  and  brown,  great  thirst,  delirium  at  times,  cold  sweat. 

The  diagnosis  was  puzzling.  These  symptoms  might  be  due  to 
haemorrhage  or  to  severe  acute  sepsis  or  to  both.  The  change 
was  so  sudden  and  so  indicative  of  rapid  dissolution,  that  I  deter- 
mined to  reopen  the  abdomen.  This  I  did  at  midnight  on  February 
25th.  The  abdominal  wound  was  firmly  adhesive,  and  lymph  was 
thickly  spread  over  the  sutures  in  the  stump.  No  haemorrhage.  Xo 
peritonitis.  I  had  been  obliged  to  separate  the  lymph-adhesions  of 
the  overlying  coils  of  intestine  to  the  stump,  which  caused  a  little 
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oozing,  and  as  the  preparations  for  this  secondary  operation 
were  necessarily  hurried  and  possibly  incomplete  in  the  matter  of 
asepsis,  and  as  I  still  suspected  the  alarming-  symptoms  to  be  due 
to  the  initial  onset  of  a  severe  septicaemia,  I  determined  to  drain 
the  abdomen  by  means  of  gauze  and  a  glass  tube.  I  packed  iodo- 
form-gauze  well  around  and  on  top  of  the  stump  in  two  strips  and 
brought  the  ends  out  through  the  wound.  As  a  drainage-tube  of 
the  proper  length  was  not  immediately  forthcoming,  and  as  delay 
was  serious,  it  suddenly  occurred  to  me  that  I  might  keep  the  ab- 
dominal opening  pervious  by  a  much  more  simple  and  a  perfect 
means,  by  applying  here  the  principle  of  artificial  fistula  introduced 
by  Dr.  Emmet  many  years  ago  for  draining  the  bladder,  and,  more 
recently,  for  the  treatment  of  diseases  of  the  urethra.  I  therefore 
brought  the  edge  of  the  peritonaeum  and  skin  together  on  each  side 
by  two  silkworm-gut  sutures  on  a  side,  the  loop  of  each  stitch  in- 
cluding the  intervening  layers  of  tissue.  I  then  closed  the  rest  of  the 
wound. 

I  will  now  hasten  through  the  rest  of  the  history.  Patient  again 
reacted  well,  but  temperature,  pulse,  and  respiration  remained 
high,  the  tongue  dry  and  furred,  and  the  restlessness  continued  for 
four  days,  when  the  temperature,  pulse,  and  respiration  gradually 
reached  the  normal  point  and  remained  so  until  the  evening  of 
March  3d. 

March  1st. — Urinary  analysis  showed:  Sp.  gr.  1017,  acid  react, 
l/8  per  cent,  alb.,  and,  for  the  first  time,  granular  casts,  epithelial 
casts,  renal  epithelium. 

March  3d. — Had  slight  exacerbation  of  temperature,  which 
yielded  to  free  catharsis.  Patient's  head-symptoms  now  became 
marked.  She  seemed  flighty  at  times,  muttered  frequently,  had 
hallucinations  and  great  restlessness.  I  had  an  exhaustive  analysis 
of  urine  then  made.    It  is  dated  March  4th,  and  is  as  follows: 

Quantity,  about  seventy  fluid  ounces.  Color,  yellow  and  turbid. 
Odor,  somewhat  putrid.  Deposit,  heavy,  one-quarter  volume. 
Sp.  gr.,  1014.5.  Reaction,  alkaline.  Albumen,  1/40  of  1  percent, 
by  weight.  Sugar,  none.  Urea,  eight  grains  to  fluid  ounce.  Phos- 
phates, normal.    Chlorides,  considerably  diminished.    Bile,  none. 

Microscopical  Appearances. — Bladder,  vaginal  and  kidney  epi- 
thelium, much.  Casts,  none.  Blood,  none.  Pus-corpuscles  pres- 
ent, few. 

Other  Morphological  Elements. — Free  ammonia  ;  many  bacteria. 
Remarks. — React,  for  albumen  not  due  to  pus  alone. 


New  York  Obstetrical  Society. 


413 


I  immediately  stopped  stimulation,  which  up  to  this  time  had 
been  considerable.  The  pulse,  however,  soon  showed  such  weak- 
ness that  I  was  obliged  to  order  it  again  though  in  diminished 
quantity.  The  delirium  and  restlessness  increased  greatly  as  well 
as  the  quantity  of  urine,  of  which  she  passed  now  from  fifty  to 
eighty  ounces  a  day. 

March  6th. — Patient  became  partially  comatose  and  died  in  pro- 
found coma  on  the  morning  of  March  7th,  twelve  days  after  the 
primary  laparotomy. 

Of  course  every  means  was  taken  to  counteract  the  effect  of 
uraemic  poisoning  when  the  symptoms  were  recognized  distinctly 
on  March  5th. 

I  may  add  that  there  were  never  any  gastric  symptoms,  and 
that  the  drainage  from  the  abdomen  was  free,  sweet,  and  free  from 
pus  throughout. 

And  now,  with  the  Society's  permission,  I  will  read  the  report 
of  the  autopsy  by  Dr.  Freeborn,  and  then  tersely  recapitulate  the 
points  which  appear  to  me  worthy  of  your  discussion. 

REPORT  OF  POST-MORTEM   EXAMINATION   BY  DR.  FREEBORN. 

Autopsy. — March  6,  1892,  11.30  a.m. 
Rigor  Mortis. — Not  well  marked. 
Body. — Fairly  nourished. 
Brain.— Not  examined. 
Heart.  — Normal. 
Lungs.  — Normal. 

Abdominal  Cavity. — Operation  wound  in  abdominal  wall  shows 
good  union.  Omentum  congested  and  covered  with  fresh  exudate 
which  binds  it  to  the  underlying  intestines.  Whole  peritonaeum 
congested,  small  hemorrhagic  spots  scattered  over  it ;  fresh  exudate. 

Liver. — Size  normal,  markedly  congested. 

Spleen. — Enlarged,  congested  and  soft. 

Stomach.  — Normal. 

Kidneys. — Both  kidneys  enlarged,  congested,  capsule  adherent 
and  showing  gross  lesions  of  chronic  diffuse  nephritis.  Microscop- 
ically, both  kidneys  show  extensive  areas  of  chronic  diffuse  neph- 
ritis with  exudation  and  with  an  acute  exacerbation. 

Small  I?itestines. — Congested  and  covered  with  fresh  exudate. 
Lower  coils  adherent  to  operation-wound  and  to  each  other. 

Large  Intestines. — Congested  and  adherent  to  small  intestine  by 
fresh  exudate.  Descending  colon  adherent  to  left  side  by  bands  of 
■old  adhesions. 
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Pelvic  Cavity. — Moderate-sized  cavity  packed  with  gauze.  All 
the  contained  organs  as  well  as  the  walls  covered  with  a  rather 
thick  layer  of  fresh  exudate. 

Uterus. — Normal. 

Ovaries. — Right  ovary  missing.  In  its  place  is  a  moderately 
broad  stump  with  partially  healed  surface.  Left  ovary  atrophied 
and  embedded  in  a  mass  of  fresh  exudate. 

Cause  of  Death. — Chronic  diffuse  nephritis.   General  peritonitis. 

N.  B.  The  pathologist  expressed  the  opinion  that  the  peritonitis 
was  probably  due  to  the  ursemic  poisoning. 

As  our  mistakes,  when  honest,  are  often  of  more  value  to  others 
than  are  our  successes,  I  would  refer  in  this  synopsis,  first,  to  the 
secondary  laparotomy.  This  I  now  know  to  have  been  unneces- 
sary, though  in  itself  it  had  no  effect  upon  the  course  of  the  case. 
While  acknowledging  this  much,  I  still  believe  that  this  operation, 
in  view  of  the  sudden  and  alarming  symptoms  and  the  negative 
results  of  the  urinary  analysis,  was  clearly  indicated. 

Secondly,  I  would  gladly  hear  in  discussion  some  reference  to 
the  great  obscurity  of  the  symptoms  of  this  form  of  Bright's  disease 
— chronic  diffuse  nephritis — when  complicating  convalescence 
from  laparotomy. 

Thirdly,  I  would  call  your  attention  to  the  means  I  employed  to 
keep  patulous  the  drainage-opening: — a  procedure  which  in  its  ap- 
plication to  this  purpose  is  simple,  efficient,  and,  so  far  as  I  can 
discover,  has  never  before  been  attempted. 

Finally,  I  gratefully  offer  a  tribute  of  praise  to  the  house-staff 
and  to  the  two  nurses  Miss  McDermott  and  Miss  Rittmann,  but 
especially  to  the  house-surgeon  Dr.  Harper,  for  their  untiring, 
efficient  and  devoted  attention  to  this  most  exacting  case. 

Dr.  Sims  asked  how  much  and  what  was  the  character  of  the 
drainage  after  the  second  laparotomy. 

Dr.  Emmet  replied  that  it  was  serous  and  so  free  that  the  pieces 
of  gauze  covering  the  wound  had  to  be  removed  every  four 
hours. 

Dr.  Sims  thought  undoubtedly  the  congestion  of  the  kidney  was 
superinduced  by  the  administration  of  the  ether. 

Dr.  Buckmaster  thought  it  would  be  of  great  advantage  in  pre- 
venting kidney  complications  to  have  very  small  cans  of  ether. 
When  the  ether  is  given  in  one-pound  cans,  and  the  etherizer's 
ambition  is  to  use  as  much  ether  as  he  can,  it  is  easy  to  account 
for  the  after-trouble.  He  believed  the  amount  of  ether  ought  to  be 
noted,  so  as  to  stimulate  the  etherizer  to  use  as  little  as  possible. 


New  York  Obstetrical  Society. 


415 


Dr.  A.  F.  Currier  referred  to  the  enormous  increase  in  the  quan- 
tity of  urine  in  the  closing  days  of  life  and  thought  such  a  condition 
would  hardly  be  looked  for  in  a  case  of  chronic  nephritis.  He 
recalled  a  case  in  which  there  were  indications  of  sepsis  following 
abortion  where  the  urine  increased  to  from  fifty  to  sixty  ounces 
towards  the  close  of  life  and  the  blood  became  almost  black,  the 
corpuscles  being  much  disintegrated  and  very  small.  He  suggested 
that  in  such  cases  there  might  possibly  be  a  stimulation  of  the  kid- 
ney function,  due  to  the  increase  in  the  urea,  or  in  the  secretion  of 
some  other  waste  products  within  the  body. 

Dr.  Coe  said  that  he  was  interested  in  the  subject  of  death  from 
uraemia  after  laparotomy,  because  when  pathologist  at  the  Woman's 
Hospital  he  had  sometimes  found  advanced  kidney-disease  in 
patients  dying  from  septic  peritonitis,  whose  symptoms  had  been 
so  obscure  that  a  diagnosis  of  uraemia  had  seemed  to  be  plausible. 
In  the  Cancer  Hospital  he  had  noticed,  that  disease  of  the  kidneys 
was  often  associated  with  malignant  disease,  but  he  now  attributed 
deaths  to  sepsis,  which  he  had  formerly  ascribed  to  uraemia.  He 
thought  that  in  Dr.  Emmet's  case  there  was  an  obscure  septic  ele- 
ment which  did  not  give  rise  to  the  ordinary  marked  symptoms 
and  anatomical  changes. 

There  are  some  forms  of  sepsis  not  accompanied  by  such  visible 
signs  as  others.  He  did  not  think  that  the  amount  of  urine  passed 
and  the  quantity  of  urea  secreted  was  as  small  as  would  have  been 
expected  in  an  uraemic  case;  sometimes  in  septic  cases  there  was  a 
variation  in  the  amount  of  urine,  with  albumen  casts,  etc.,  where 
the  kidneys  were  not  the  subject  of  pre-existing  disease. 

In  fifty  autopsies  which  he  had  made  in  cases  of  death  after 
laparotomy,  kidney  disease  was  noted  in  a  considerable  number. 
Not  having  seen  the  case  reported  of  course  the  speaker  could  not 
deny  the  possibility  of  an  uraemic  element,  but  he  thought  the  possi- 
bility of  septic  peritonitis  should  also  be  considered.  He  believed 
that  secondary  laparotomy  was  uniformly  unsuccessful  in  these 
cases,  and  that  it  was  rather  the  exception  for  a  patient  to  recover 
after  such  an  operation.  In  the  cases  in  which  he  had  re-opened 
the  abdomen  and  irrigated,  after  breaking  up  adhesions,  and  in 
those  which  he  had  observed,  the  patients  had  died  within  a  few 
hours  apparently  of  shock.  He  did  not  mean  to  criticize  Dr.  Em- 
met for  re-opening  the  abdomen — he  would  have  done  the  same 
thing  under  the  circumstances. 

Dr.  J.  R.  Goffe  thought  with  Dr.  Coe,  that  the  case  was  prob- 
ably one  of  septic  trouble.    He  observed  that  in  many  autopsies 
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where  there  was  not  sufficient  evidence  to  prove  the  existence  of  a 
septic  trouble,  and  where  there  had  been  at  some  time  a  compli- 
cation of  the  kidney,  there  was  a  strong  tendency  tt>  ascribe  death 
to  some  other  cause  than  peritonitis  following  laparotomy,  which 
had  led  to  undue  prominence  being  given  to  the  kidney  trouble  as 
the  cause  of  death. 

In  regard  to  secondary  laparotomy,  the  speaker  had  recently 
had  a  successful  case,  which  led  him  to  believe  that  it  was  the 
proper  thing  to  do  where  there  is  septic  peritonitis  following  lapa- 
rotomy. 

In  the  case  referred  to  he  made  the  secondary  laparotomy 
forty-eight  hours  after  the  first,  evacuated  considerable  pus,  washed 
out  the  abdominal  cavity,  packed  the  pelvis  with  iodoform-gauze 
and  the  patient  made  a  good  recovery.  He  believed  the  patient 
would  have  died  in  twelve  hours  if  he  had  not  performed  the  second 
operation. 

Dr.  Polk  asked  Dr.  Emmet  his  object  in  stitching  the  peritonaeum 
to  the  skin. 

Dr.  Emmet  said  it  was  to  prevent  the  edges  of  the  wound 
from  coming  together.  It  made  a  permanent  artificial  fistula 
which  could  not  come  together,  and  prevented  the  intestinal  wound 
from  contracting  on  the  gauze  and  preventing  free  drainage. 

Dr.  Polk  said  the  only  objections  he  could  see  to  the  method  of 
drainage  was  that  the  peritoneal  surfaces  when  they  came  together 
were  more  apt  to  adhere  than  any  other  surfaces,  and  that  the 
quantity  of  gauze  used  was  not  sufficient.  He  thought  better  re- 
sults would  perhaps  have  been  obtained  if  the  method  of  Mickulicz 
had  been  resorted  to  in  draining  the  pelvis,  using  gauze  freely.  He 
believed  there  was  almost  no  limit  to  the  amount  of  gauze  which 
could  be  put  inside  a  patient's  abdomen,  provided  no  important 
structure  was  compressed.  He  believed  in  every  case  of  septic 
peritonitis,  no  matter  what  its  origin,  the  only  proper  method  of 
treatment  is  the  open-method.  The  bigger  the  hole,  barring  the 
escape  of  the  viscera,  the  better  the  result.  This  means  that  an 
abundance  of  gauze  must  be  used,  with  a  large  piece  coming  out, 
with  ample  space  above  and  below  and  on  each  side,  and  to  hold 
the  contents  of  the  abdomen  in  place,  pressure  from  above,  with 
pads,  binders,  rubber  bandages  and  plaster,  is  all  that  is  necessary. 

He  called  attention  to  the  ease  with  which  the  gauze  could  be 
prepared  for  this  purpose  by  soaking  it  in  a  2-250  solution  of  bichlor- 
ide of  mercury,  and  then  passing  it  into  a  tub  of  hot  water,  and  so 
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prepared  could  be  put  into  any  peritonaeum  without  the  least  chance 
of  doing  any  harm. 

He  thought  that  the  process  of  controlling  haemorrhage  could 
be  shortened  somewhat  by  dragging  up  the  uterus  and  passing 
the  ligatures  down  so  as  to  include  the  uterine  artery. 

Dr.  J.  Duncan  Emmet  in  answer  to  Dr.  Coe  and  Dr.  Goffe  said  they 
might  as  well  say  it  was  a  case  of  scarlet  fever  or  measles  as  to 
assume  it  was  sepsis.  There  were  absolutely  no  symptoms  of  sep- 
sis except  the  appearance  and  temperature.  The  abdomen  was 
drained  all  the  time,  the  dressings  were  absolutely  sweet  and  pure 
and  there  was  no  sign  or  trace  of  pus  macroscopically.  On  the 
autopsy  Dr.  Freeborn  of  the  Woman's  Hospital  stated  that  there 
had  been  no  sepsis.  Up  to  three  days  before  she  died  her  temperature, 
pulse  and  respiration  had  been  normal  for  seventy  hours  at  a  stretch, 
which  would  hardly  have  been  the  case  if  there  had  been  acute 
septic  peritonitis. 

He  differed  with  Dr.  Currier  in  regard  to  the  significance  of  the 
amount  of  urine  passed,  and  thought  that  in  the  last  stages  of  chronic 
diffuse  nephritis,  which  he  believed  this  case  to  be,  the  amount  of 
urine  was  increased,  while  the  albumen  was  decreased.  The  epi- 
thelial cells  being  washed  out,  and  there  being  very  little  secreting 
surface  in  the  kidney,  the  blood  runs  through  freely,  and  there  is 
very  little  albumen  and  few  casts. 

He  believed  that  Dr.  Polk  had  misunderstood  him.  He  did  use 
yards  of  gauze,  but  only  brought  out  two  ends  of  two  pieces 
which  he  had  wrapped  around  and  above  the  stump.  He 
preferred  to  bring  out  a  large  amount  of  gauze,  but  was  in  a  hurry 
at  the  time  and  thought  the  two  pieces  would  be  sufficient  drainage, 
which  they  proved  to  be.  The  manner  of  keeping  the  opening 
pervious,  he  explained,  was  exactly  on  the  principle  of  the  vesico- 
vaginal fistula,  where  the  membranes,  both  vaginal  and  vesical 
are  united  together  on  each  side  of  the  wound.  The  same  thing 
was  done  in  the  abdominal  wall  in  this  case.  The  objection  of 
Dr.  Polk  that  two  peritoneal  surfaces  brought  together  will  adhere 
Dr.  Emmet  answered  by  saying  that,  the  peritonaeum  being  very 
little  movable  on  the  sub-peritoneal  tissue,  and  the  skin  being  freely 
movable  on  the  sub-areolar  tissue,  when  the  two  edees  are  brought 
together  the  skin  is  drawn  down  into  the  wound,  the  consequence 
being  that  the  two  surfaces  of  skin  come  together  at  the  edge  of 
the  abdominal  opening'  and  not  peritonaeum,  which  latter  remains 
in  situ. 
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Dr.   J.  G.  Perry  read  a  paper  entitled,  A  Review  of  Seven  Cases 
of  Progressive  Asthenia,  the  result  of  Child-bearing. 

Dr.  A.  F.  Currier  thought  that  such  cases  as  the  author  pre- 
sented were  by  no  means  uncommon,  and  that  this  paper  taught 
that  there  was  a  certain  class  of  cases  of  women  who  are  insuffic- 
iently endowed  with  physical  force  which  could  not  be  replaced  nor 
their  condition  cured  by  any  resort  to  surgical  means,  but  who 
could  only  be  treated  by  such  means  as  Dr.  Perry  suggested — rest, 
favorable  hygienic  conditions,  diet,  exercise,  etc.  He  thought  the 
question  might  arise  whether  some  of  these  patients  were  not  fit 
subjects  for  Battey's  operation.  The  propriety  of  this  operation  in 
neurotic  cases  of  this  character  he  thought  was  still  in  dispute,  but 
he  should  say  that  these  cases  of  deficient  vitality  or  nerve  devel- 
opment could  not  be  benefited  by  precipitation  of  the  menopause, 
as  that' could  not  replace  something  which  was  entirely  lacking  in 
the  individual. 

Dr.  J.  H.  Gunning  was  glad  to  have  a  chance  to  bring  in  the 
ghost  of  the  society — electricity.  Combined  with  the  use  of  oxy- 
gen, as  mentioned  by  the  writer,  he  had  found  electricity  a  very 
important  factor  in  these  cases.  He  recommended  general  galvan- 
ism, applying  one  pole  to  the  head  and  the  other  to  the  pit  of  the 
stomach.  In  connection  with  this  he  would  use  static  electricity 
from  the  base  of  the  brain  to  the  end  of  the  spine.  He  had  treated 
four  or  five  cases  in  that  way  with  good  results.  He  considered 
the  condition  of  these  patients  one  of  lost  vitality  induced  by  preg- 
nancy, a  neurosis  which  the  nerve  stimulation  of  the  electricity 
was  designed  to  relieve. 

Dr.  J.  Duncan  Emmet  protested  against  Dr.  Currier's  idea  of  folding 
his  hands  and  not  attempting  to  cure  these  patients.  He  thought 
that  many  of  the  women  in  the  upper  classes  were  just  such  cases  as 
these.  He  believed  the  cases  referred  to  in  the  paper  presented 
typical  symptoms  of  laceration  of  the  cervix  with  sub-involution  of 
the  uterus  and  consequent  prolapse  of  the  heavy  organ,  dragging 
upon  the  over-filled  pelvic  blood  vessels  ;  a  condition  of  things 
which  is  cured  every  day  by  proper  treatment,  i.e.,  supporting  the 
blood  vessels  and  otherwise  bringing  about  involution  and  the  return 
of  the  pelvic  circulation  to  its  proper  condition.  He  thought  it  was 
an  extraordinary  thing  to  consider  that  a  condition  of  that  sort 
could  in  some  mysterious  way  defy  all  treatment,  as  Dr.  Currier 
suggested,  and  that  we  must  wait  for  God  or  the  devil  to  help  the 
case. 
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Dr.  Buckmaster  referred  to  the  satisfactory  results  to  be  derived 
frorrr  a  proper  system  of  physical  training,  and  said  that  he  had 
sent  his  patients  to  Dr.  Savage,  a  man  who  thoroughly  understands 
how  to  adjust  the  exercise  to  the  patient,  making  it  a  pleasure  for 
the  patient  instead  of  a  labor,  with  results  that  supplemented 
medical  and  surgical  treatment  to  a  marked  degree. 

Dr.  Polk  did  not  believe  that  pelvic  surgery  could  cure  very 
many  of  these  cases.  He  agreed  with  Dr.  Buckmaster  that  much 
was  to  be  gained  from  judicious  physical  training  such  as  he  men- 
tioned, or  such  as  could  be  obtained  at  the  Berkeley  Lyceum.  He 
believed  it  would  do  a  great  deal  toward  getting  these  patients  out 
of  a  condition  of  invalidism,  which  is  one  of  the  greatest  dangers 
to  which  they  arc  liable.  If  they  could  be  persuaded  that  they  had 
strength  enough  to  make  the  exertion  and  did  make  it,  the  results 
were  astonishing.  Oftentimes  hyperesthesia,  of  hysterical  char- 
acter, was  present  to  a  marked  degree,  and,  until  the  patient  could 
be  made  to  understand  that,  she  was  uncured.  In  short,  he  con- 
sidered it  a  species  of  scientific  mind-cure  that  had  to  be  brought 
to  bear  on  these  patients. 

Oxygen  he  considered  of  the  utmost  value  whether  aenemia  was 
present  or  not ;  that  it  had  been  used  generally  for  the  sole  purpose 
of  securing  the  absorption  of  a  greater  amount  of  iron  than  the 
system  will  take  up  under  ordinary  conditions,  but  that  even  where 
iron  was  not  so  much  indicated  its  use  was  equally  valuable. 

He  thought  that  general  faradism  and  the  use  of  the  Holtz 
machine  would  do  all  that  Dr.  Gunning  claimed  for  it.  Alone  it 
will  not  accomplish  so  much,  but  associated  with  physical  training, 
and  the  remedies  the  writer  suggested,  you  can  restore  the  patients' 
confidence  in  themselves,  and  getting  them  started  walking  or  rid- 
ing horseback,  you  can  do  more  for  them  thai:  by  any  mere  surgical 
procedure,  unless  there  is  unmistakable  evidence  of  a  grave  lesion 
which  necessitates  operation. 

Dr.  Currier  said  that  Dr.  Emmet  had  entirely  misunderstood 
him,  that  his  idea  was  one  of  active  treatment,  but  that  the  re- 
sources of  pelvic  surgery  in  such  cases  as  were  under  discussion 
were  insufficient  and  usually  unprofitable. 

In  Dr.  Perry's  third  case  enough  operations  were  done  to  satisfy 
the  most  radical  advocate  of  pelvic  surgery,  and  yet  she  remained 
uncured.  If  these  people  were  in  the  lower  walks  of  life,  they 
would  die  before  they  reached  maturity,  but  they  belong  to  the 
higher  classes,  enjoy  all  the  advantages  procurable  with  money, 
are  tided  over  the  hard  places  of  childhood  and  reach  maturity, 
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but  with  such  an  imperfect  capital  of  vital  force  that  when  the 
strain  of  impregnation  and  gestation  is  put  upon  them  and  the  ad- 
ditional requirements  of  vitality  which  are  called  for  at  that  period, 
the  result  can  hardly  be  otherwise  than  disastrous  to  the  mother. 
It  is  equally  certain  that  the  offspring  of  such  parentage  is  totally 
unfitted  for  the  struggles  and  trials  of  life. 

Dr.  Perry  in  closing  stated  that  he  had  exhausted  every  means 
in  the  treatment  of  his  cases  except  statical  electricity. 

His  patients  had  the  best  of  physical  culture,  and  he  was  con- 
vinced they  were  not  hysterical  nor  invalid  in  habit,  but  that  they 
were  strong  in  mind  and  character.  In  one  case  he  had  made  a 
hypnotic  test  to  ascertain  if  the  patient  was  hysterical.  A  week's 
trial  failed  in  making  her  a  satisfactory  subject. 

He  believed  that  the  different  speakers  had  entirely  mistaken 
the  character  of  the  cases,  and  he  regretted  that  in  his  desire  to  ab- 
breviate his  paper,  he  had  not  emphasized  them  sufficiently.  Such 
cases,  he  admitted,  were  often  considered  hysterical,  but  he  be- 
lieved there  was  in  them  a  predisposition  to  exhaustion  and 
invalidism  from  childhood.  Whether  they  transmitted  it  to  their 
children  he  could  not  say. 

In  regard  to  Dr.  J.  Duncan  Emmet's  opinion  he  would  say  that  he 
had  made  a  careful  examination,  and  he  thought  he  was  capable  to 
decide,  and  there  were  absolutely  no  lacerations. of  the  cervix,  except 
in  the  cases  stated  where  operation  was  done.  He  believed  that  a 
great  many  of  these  cases  were  so  apt  to  be  regarded  as  ones  of  in- 
valid habits  and  hysteria  that  they  are  lost  sight  of,  and  it  was  for 
this  reason  that  he  brought  them  forward  that  the  profession  might, 
by  having  their  attention  called  to  them,  recognize  them,  and  not 
class  them  as  hysterical  patients.  He  could  recommend  nothing 
further  in  the  way  of  treatment,  except  to  stop  pregnancy,  take  life 
easy,  and  make  it  as  happy  as  possible. 

Ovary  Containing  Calcified  Graafian  Follicle. 

Dr.  H.  C.  Coe  offered  the  following  correction  of  the  report  on  a 
specimen  presented  at  the  meeting  on  January  5th. 

He  showed  at  that  time  an  ovary  containing  a  peculiar  nodule 
which  had  been  pronounced  by  a  pathologist  to  be  true  bone. 
Since  then  the  specimen  had  been  examined  at  the  laboratory  of 
the  Johns  Hopkins  Hospital,  by  Dr.  J.  VY.  Williams,  whose  opinion 
was  confirmed  by  Professor  Welch.    He  reports  as  follows  : 

"Sections  through  the  ovary,  after  decalcification,  stain  very 
poorly,  while  the  calcified  mass  readily  stains  with  hematoxylin, 
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and  presents  a  more  or  less  homogeneous  granular  appearance,  in 
which  it  is  impossible  to  discover  any  trace  of  osseous  material. 
Exteriorly  this  is  surrounded  by  more  or  less  typical  ovarian 
stroma. 

"The  central  portion  is  seen  to  be  composed  of  dense  fibrous 
tissue  very  poor  in  cells.  Between  this  and  the  decalcified  portion 
one  sees  several  layers  of  small  epithelial  cells,  which  conform  to 
the  characteristics  of  the  granulosa  cells.  In  the  stroma  surround- 
ing the  decalcified  mass  are  numerous  round  stellate  crystals. 

In  all  probability  the  specimen  represents  a  calcification  of  the 
large  cells  which  surround  a  ripe  Graafian  follicle,  while  the  fibrous 
tissue  in  its  interior  probably  represents  organized  blood-clot. 

"Accordingly  we  may  designate  it  as  an  calcified  corpus  luteum; 
it  is  certainly  not  bone." 

NEW  YORK  ACADEMY  OF  MEDICINE. 
Section  ox  Obstetrics  and  Gynecology. 

December  16,  1S91. 
Egbert  H.  Grandin,  M.  D. ,  Chairman, 

Bone  in  the  Ovary. 

Dr.  H.  C.  Coe  presented  an  ovary  which  was  the  seat  of  chronic 
oophoritis,  and  contained  a  nodule  of  true  bone.  It  was  removed 
from  a  young  unmarried  woman,  who  for  several  years  had  suffered 
with  extreme  pain  in  the  affected  organ.  She  had  had  a  long  course 
of  palliative  treatment,  but  had  grown  steadily  worse,  until  her 
health  was  seriously  affected.  The  ultimate  result  of  the  operation 
had  been  entirely  satisfactory. 

Angiomatous  Tumor  of  the  Liver. 

Dr.  Hanks  related  a  case  of  exploratory  incision  for  some  ob- 
scure abdominal  trouble  of  several  months'  standing.  The  hypo- 
dermic needle  had  previously  been  inserted  and  drew  off  half  an 
ounce  of  thin  venous  blood.  Apparently  there  was  a  tumor  which 
had  started  from  the  region  of  the  lower  lobe  of  the  liver,  extend- 
ing in  the  direction  of  the  ilium.  He  made  an  exploratory  incision 
— with  Dr.^Coe's  assistance — and  came  upon  a  tumor  of  the  liver. 
It  was  of  considerable  size,  extending  as  much  as  three  inches 
beyond  the  median  line.    There  was  a  distinct  line  of  demarcation 


422  Transactions  of  Societies. 


between  the  healthy  and  diseased  portion  of  the  liver.  On  making 
puncture  into  the  tumor,  venous  blood  fairly  spurted  out.  The 
wound  was  then  closed.  The  patient  was  afterwards  treated  by 
galvanism  ;  one  sponge  electrode  being  pressed  firmly  up  under  the 
rib  against  the  tumor ;  the  current  passed  being  about  sixty  milli- 
amperes — or  as  strong  as  the  patient  could  conveniently  bear.  On 
one  occasion  the  tumor  was  punctured  with  a  long,  sharp  needle, 
and  a  current  passed.  The  patient,  however,  was  doing  very  well ; 
had  become  able  to  do  her  housework  ;  the  tumor  had  diminished 
two-thirds  in  size,  and  it  was  not  thought  best  or  necessary  to  re- 
peat the  treatment  by  electro-puncture. 

A  case  had  once  been  related  by  a  member  before  the  New  York 
Obstetrical  Society,  which  was  believed  to  be  angioma  of  the  liver, 
and  which  completely  recovered. 

Infra- Ligamentous  Rupture  of  Ectopic  Gestation,  and  its  Expectant 
Treatment. 
Dr.  Jarman  read  a  paper  with  this  title. 

Dr.  H.  C.  Coe  said  with  regard  to  the  source  of  the  haemorrhage 
that  he  had  often  wondered  at  the  singular  silence  on  this  subject 
shown  by  some  authors.  The  outpouring  of  blood  was  such  as  to 
frequently  jeopardize  the  life  of  the  patient,  and  it  hardly  seemed 
possible  that  it  could  come  alone  from  the  arteries  supplying  the 
tubes  since  these  were  of  such  small  size.  The  suggestion  of  the 
author  that  it  came  from  the  sinuses  might  throw  some  light  on  the 
subject.  As  to  the  possibility  of  secondary  rupture  taking'place, 
and  haemorrhage  occurring  into  the  peritoneal  cavity,  he  had  seen 
no  instance  of  the  kind  (case  of  sub-peritoneal  rupture  of  the  uterus, 
to  which  the  reader  had  alluded),  the  amount  of  blood  which  had 
escaped  was  so  great  that  it  distended  the  entire  broad  ligament 
and  filled  the  iliac  fossa,  dissecting  up  the  peritonaeum.  It 
amounted  to  at  least  three  pints  ;  this  was  poured  out  more  sud- 
denly and  forcibly  than  were  the  case  intra-ligamentous  rupture  of 
an  ectopic  sac,  yet  the  peritonaeum  did  not  yield  at  any  point. 
There  was  not  a  drop  of  blood  in  the  general  cavity.  Dr.  M.  Mc- 
Lean had  reported  a  similar  case.  He  would  be  glad  to  know 
whether  any  of  the  gentlemen  present  had  ever  actually  seen  a 
ragged  opening  in  the  posterior  fold  of  the  broad  ligament  marking 
the  site  of  the  secondary  rupture,  with  oozing  taking  place  into  the 
peritoneal  cavity.  He  believed  that  the  raw  bleeding  surface  ob- 
served in  these  cases  was  simply  the  result  of  separating  the  adherent 
mass  as  in  an  ordinary  case  of  pyosalpinx,  with  localized  peritonitis. 
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Dr.  H.  T.  Hanks  agreed  with  Dr.  Coe  that  there  was  really  no 
danger  of  a  rupture  into  the  broad  ligament  becoming  a  rupture 
into  the  free  cavity.  He  had  seen  a  number  of  cases  of  rupture  in 
the  early  months  of  ecoptic  pregnancy,  no  other  treatment  having 
been  resorted  to  than  the  expectant,  except  that  in  a  few  electricity 
was  used. 

With  regard  to  the  question  of  early  diagnosis,  he  thought  too 
little  attention  had  been  given  to  irregularity  of  menstruation  ;  that 
is,  a  variation  from  the  type  which  had  previously  existed,  whether 
it  had  been  normal  or  abnormal. 

The  fact  that  a  considerable  amount  of  haemorrhage  took  place 
in  these  cases  of  rupture  had  never  seemed  astonishing  to  him 
when  he  recalled  the  great  difference  of  appearance  of  a  uterus 
immediately  after  Caesarean  section  and  a  few  days  later.  Immedi- 
ately after  gestation  had  been  interrupted,  the  vessels  with  the 
remainder  of  the  tissues,  decreased  remarkably  in  size. 

Dr.  Cragin  related  a  case  of  supposed  threatened  rupture  of 
ectopic  pregnancy  into  the  broad  ligament  occurring  in  a  patient 
who  was  told,  should  pain  and  symptoms  of  collapse  appear,  to 
get  a  cab  and  immediately  come  to  the  hospital.  This  she  did 
in  the  course  of  the  night.  She  received  the  expectant  treatment, 
being  placed  in  a  horizontal  position.  They  satisfied  themselves 
upon  examination  of  the  correctness  of  the  diagnosis.  She  recovered 
and  was  fairly  convalescent  at  the  end  of  three  weeks.  Then  a 
rupture  of  pyosalpinx  on  the  opposite  side  took  place,  and  symp- 
toms of  general  peritonitis  developed.  They  opened  the  abdomen  ; 
removed  the  right  tube,  and  felt  of  the  left  broad  ligament  which 
had  previously  been  the  seat  of  ectopic  gestation.  It  was  found 
thickened,  and  in  a  condition  apparently  confirming  the  diagnosis 
that  had  been  made  some  weeks  before. 

Dr.  Locke  presented  one  of  the  volumes  of  The  Philosophical 
Transactions  containing  a  very  good  illustration  of  tubular  preg- 
nancy with  rupture  which  occurred  in  181 7. 

Dr.  Hanks  referred  to  the  case  of  a  patient  who  had  come  on 
from  Texas  and  was  treated  practically  by  the  expectant  plan  for 
tubal  gestation  with  rupture.  Some  months  later  he  operated  for 
hematosalpinx  in  the  corresponding  tube.  Thus  we  could  not 
always  be  sure  that  the  expectant  treatment  would  result  in  an 
absolute  cure,  although  the  patient  had  recovered  sufficiently  to 
return  to  her  home. 

The  Chairman  was  prepared  to  believe  from  what  had  been  said 
to-night  that  statements  to  the  effect  of  secondary  rupture  having 
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occurred  into  the  peritoneal  cavity  from  the  broad  ligament,  were 
erroneous.  He  thought  that  it  had  been  demonstrated  to-night 
that  blood  would  travel  in  the  direction  of  least  resistance,  would 
dissect  up  the  peritonaeum  instead  of  rupturing  into  the  cavity. 

Suppurative  Oophoritis. 
Dr.  H.  J.  Boldt  read  a  paper  with  this  title. 

Dr.  Edebohls  said  he  had  listened  with  a  great  deal  of  interest 
to  the  etiology  of  ovarian  diseases  as  given  in  the  paper,  for  the 
reason  that  it  would  be  very  desirable  in  his  opinion  to  have  the 
subject  reduced  to  such  simple  statements.  He  hoped  that  further 
investigations  might  confirm  the  view  expressed  that  all  the  tissues 
of  the  ovaries  became  successively  involved  in  the  inflammatory 
process,  and  that  the  entire  protoplasmic  material  in  breaking  down 
would  constitute  the  so-called  pus  cells  contained  in  the  abscess 
cavity. 

With  regard  to  the  causation,  he  mentioned  one  factor  to  which 
no  reference  had  been  made  in  the  paper,  and  related  two  cases 
where  the  gonococcus  was  found  in  the  abscess,  to  which  appar- 
ently it  had  been  transferred  through  the  lymph  channels. 

He  thought  it  was  possible  to  make  the  diagnosis  with  a  con- 
siderable degree  of  certainty.  Finding  a  small  tumor  on  one  side 
of  the  uterus,  the  appendages  of  the  other  side  being  free,  a  history 
pointing  to  pelvic  trouble,  making  use  of  the  exploratory  needle 
introduced  through  the  abdominal  walls  while  the  tumor  was  being 
supported  between  the  fingers,  one  in  the  vagina  and  the  other  in 
the  rectum.  He  had  thus  been  able  to  make  the  diagnosis  of 
ovarian  abscess  which  was  so  small  as  to  contain  just  two  drachms 
of  pus.  The  comparative  frequency  of  ovarian  abscess  in  differ- 
ent countries  was  of  some  interest.  It  would  appear  from  German 
writers  that  but  few  cases  occurred  in  that  country,  while  compara- 
tively speaking  the  reverse  was  true  of  the  United  States.  He, 
himself,  had  seen  as  many  as  three  cases  of  ovarian  abscess  with- 
out any  other  focus  of  suppuration  in  the  pelvis.  In  one  there  was 
suppuration  in  both  ovaries. 

In  operating  he  would  cut  down  upon  the  abscess  and  aspirate 
it,  render  the  sac  aseptic  by  the  use  of  peroxide  of  hydrogen  or 
other  substance  ;  then  enucleate. 

Dr.  H.  C.  Coe  said  that  he  was  glad  Dr.  Boldt  had  made  an 
attempt  to  establish  a  distinction  between  ovarian  abscess  and  so- 
called  tubal  ovarian  abscess.  As  a  matter  of  fact  there  was  an 
important  difference  between  the  two  classes  of  cases.    In  the 
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tubal  ovarian  case,  disease  of  the  ovary  was  probably  secondary 
to  disease  of  the  tube.  That  is  to  say,  the  inflammation  travelled 
inward,  but  where  the  abscess  was  limited  to  the  ovary  alone  prob- 
ably the  source  of  inflammation  was  through  the  lymphatics.  It 
was  to  this  class  of  cases  alone  that  he  confined  his  remarks.  He 
had  also,  like  Dr.  Edebohls,  seen  gonococci  which  had  reached  the 
ovaries  without  passing  through  tubes.  In  regard  to  the  aetiology, 
to  show  that  it  was  possible  for  the  cause  of  the  inflammation  to 
reach  the  ovaries  by  way  of  the  lymphatics,  he  might  say  that  he 
had  seen  several  cases  of  acute  peritonitis  following  operations 
upon  the  cervix.  In  one  or  two  such  cases  an  autopsy  disclosed 
acute  oophoritis  the  inflammation  having  evidently  arisen  through 
the  lymphatic  connections.  Again,  he  did  not  think  we  should 
exclude  a  possible  cause  in  secondary  infection  from  the  bowels. 
Ovarian  abscesses  were,  as  a  rule,  situated  high.  He  remarked  upon 
the  extremely  foetid  character  of  the  pus  contained  in  the  abscess, 
which  in  one  instance  at  least  had  led  him  to  suspect  rupture  of 
the  bowel.  Was  it  not  possible  that  the  sepsis  had  been  trans- 
mitted from  the  bowel  to  the  ovary  ?  According  to  his  experience, 
even  when  the  abscess  had  remained,  as  it  were,  latent  for  some 
time,  yet  when  acute  exacerbation  had  occurred  it  was  of  an  ex- 
tremely severe  type,  sometimes  actually  killing  the  patient  in  a 
very  short  time. 

He  might  mention  the  fact  that  pregnancy  complicating  ovarian 
abscess  presented  a  very  serious  condition. 

Differential  diagnosis  between  abscess  of  the  ovary  and  appen- 
dicitis was  often  extremely  difficult.  In  fact  he  could  give  no  posi- 
tive rule  for  distinguishing  between  appendicitis  and  ovarian 
abscesses  situated  high  up  and  adherent. 

He  could  not  approve  of  the  practice  recommended  by  Dr. 
Edebohls  of  puncturing  abscesses  through  the  abdominal  walls  for 
the  sake  of  establishing  the  diagnosis.  The  pus  was  so  extremely 
acrid  that  even  the  smallest  amount  escaping  into  the  peritoneal 
cavity  during  the  withdrawal  of  the  needle  would  be  likely  to  set 
up  fatal  peritonitis.  He  thought  that  it  would  be  safer  to  make 
exploratory  incision. 

Dr.  H.  C.  Coe  concluded  his  remarks  by  presenting  the  follow- 
ing notes  of  a  case  which  he  wished  to  place  on  record  in  connec- 
tion with  the  subject  under  discussion:  I  am  indebted  for  the  notes 
to  the  attending  physician,  Dr.  J.  R.  Alvarez. 

L.  H.,  aet.  fourteen,  began  to  menstruate  at  twelve,  flowing 
profusely  for  eight  days.   Family  history  good.    Well  until  January 
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7,  1 89 1,  with  the  exception  of  an  attack  of  bronchitis,  when  she 
had  a  chill  and  epistaxis.  Menstruated  normally  two  weeks 
before.  Evening  rise  of  temperature  (not  exceeding  1020  F. )  for  a 
week,  when  gurgling  was  noted  in  the  right  iliac  fossa,  without 
tenderness.  Irregular  metrorrhagia  for  four  weeks,  after  which 
there  was  no  return  of  the  flow  for  four  months.  For  six  weeks 
the  child  had  constipation  alternating  with  diarrhoea,  and  vomiting 
occasionally.  Patient  up  and  about.  Appetite  good.  During  all 
this  time  her  temperature  ranged  from  ioo°  in  the  morning  to  1020 
at  night,  though  there  was  often  a  continuous  elevation.  No  pain 
until  the  ninth  week  when  there  was  slight  tenderness  in  the  right 
inguinal  region,  which  disappeared  under  counter-irritation.  The 
patient  was  seen  in  consultation  by  a  specialist  in  pulmonary  dis- 
eases, who  thought  that  miliary  tuberculosis  might  be  present, 
although  the  lungs  presented  no  marked  lesions.  Later  she  was 
examined  by  another  specialist,  who  made  a  diagnosis  of  malaria. 
By  the  first  of  April  she  had  improved  so  much  that  her  physician 
saw  her  only  once  a  week.  She  still  had  a  slight  evening  rise  (990 
to  ioo°),  but  her  general  condition  was  good  and  she  had  no 
symptoms.  June  14th  she  had  an  attack  similar  to  the  first — chill, 
irregular  flow,  and  high  temperature.  She  complained  of  slight 
pain  in  the  left  inguinal  region,  and  there  was  tenderness  on  pres- 
sure. 

I  saw  the  child  in  consultation  June  23d,  and  was  at  once  im- 
pressed by  her  appearance,  which  suggested  sepsis.  She  was 
much  emaciated,  pulse  120,  temperature  102  °.  She  complained  of 
considerable  pain  in  the  left  groin,  where  a  tumor  the  size  of  a 
Messina  orange,  sensitive  on  deep  pressure,  could  readily  be  felt 
through  the  relaxed  abdominal  wall.  On  the  right  side  there  was 
nothing  to  be  felt  and  no  tenderness  on  pressure.  A  careful 
physical  examination  revealed  nothing  abnormal  in  the  thorax  or 
abdomen,  the  latter  being  retracted,  external  genitals  non-devel- 
oped, introitus  small,  hymen  intact.  No  vaginal  or  rectal  exami- 
nation was  made.  Careful  palpation  of  the  tumor  showed  that  it' 
was  fixed,  could  be  traced  inwards  toward  the  left  horn  of  the 
uterus  and  was  apparently  in  the  broad  ligament.  I  stated  my 
opinion  that  in  spite  of  the  negative  history,  the  symptoms  were 
undoubtedly  due  to  pus  in  the  pelvis,  and  that  I  could  reach  by 
exclusion  no  other  diagnosis  than  that  of  ovarian  abscess,  believ- 
ing that  pyosalpinx  or  pure  pelvic  abscess  were  not  only  improb- 
able in  such  a  young  subject,  but  would  not  cause  such  marked 
septic  symptoms.     1  gave  an  unfavorable  prognosis  and  pointed 
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out  the  necessity  of  operative  interference.  The  patient  grew 
rapidly  worse  during  the  next  two  days,  so  that  the  parents  con- 
sented to  have  the  operation.  Operation  June  26th  at  10  a.m. 
Patient  in  a  very  feeble  condition,  so  that  a  bad  prognosis  was 
given.  Double  pyosalpinx  and  ovarian  abscesses  with  firm  intra- 
pelvic  and  intestinal  adhesions.  Uterus  small  and  in  normal  posi- 
tion. Operation  completed  in  about  twenty  minutes.  Profuse 
haemorrhage  controlled  by  hot-water  irrigation  and  tampon  drain- 
age. The  little  patient  collapsed  during  the  operation  but  revived 
under  vigorous  hypodermatic  stimulation.  Two  hours  later  her 
pulse  was  S2  and  her  temperature  normal.  At  2  p.m.  her  heart 
began  to  flag  again  and  in  spite  of  the  most  strenuous  efforts  she 
sank  rapidly  and.  died  at  11  p.m.  Dr.  Jarman,  to  whom  I  am  in- 
debted for  the  after-treatment  examined  carefully  for  evidences  of 
internal  haemorrhages,  but  excluded  it.  No  autopsy.  I  confess 
that  I  am  unable  to  throw  any  light  upon  the  aetiology  of  the  con- 
dition. Specific  infection  was  positively  excluded  by  the  history 
of  the  case,  tuberculosis  by  a  microscopical  examination  of  the 
specimens.  It  is  difficult  to  see  how  the  tubal  disease  could  have 
been  secondary  to  endometritis,  of  which  there  had  been  no  symp- 
toms. It  is  unscientific  to  speak  of  idiopathic  disease  of  the  tubes 
and  ovaries.  My  opinion,  expressed  before  the  operation,  was 
that  the  patient  had  probably  had  two  distinct  attacks  of  suppura- 
tive oophoritis,  due  possibly  to  cold,  but  the  presence  of  pyosal- 
pinx destroyed  this  theory,  since  the  same  aetiological  factor  must 
have  caused  both  the  tubal  and  ovarian  inflammation.  In  view  of 
the  history  and  the  absence  of  an  autopsy  it  seems  difficult  to 
positively  exclude  tuberculosis. 

Dr.  Bi  ckmaster  suggested  as  a  possible  explanation  of  the  ex- 
treme virulence  of  the  contents  of  ovarian  abscess  as  contrasted 
with  abscess  of  the  tube  that  the  bacillus  coli  communis  could 
more  easily  penetrate  the  thin  wall  of  the  ovarian  abscess  than  the 
thick  wall  of  the  tube.  He  thought  this  germ  should  be  sought  for 
in  all  cases,  for  it  had  been  shown  by  Dr.  Welch  to  be  a  prolific 
source  of  very  serious  troubles. 

Dr.  A.  H.  Goelet  thought  that  suppurative  diseases  of  the 
ovaries  were  likely  to  be  near  the  vaginal  wall  rather  than  situated 
high,  and  the  abscess  being  in  the  majority  of  cases  already  sealed 
from  the  peritonaeum  by  adhesive  inflammation,  he  would  not  run 
the  risk  of  contaminating  the  peritonaeum  by  laparotomy,  but 
would  puncture  and  drain  per  vagina m. 
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The  Chairman,  Dr.  Boldt,  and  other  speakers,  were  of  the 
opinion  that  the  form  of  ovarian  abscess  under  consideration  was 
seldom  down  near  the  vagina,  but  was  very  small;  situated  high, 
and  not  amenable  to  treatment  by  vaginal  puncture. 

Dr.  Jarman  remarked  upon  the  extreme  odor  of  the  pus  in 
ovarian  abscesses,  and  Dr.  Hanks  thought  a  possible  explanation 
of  this  was  the  usually  long  time  the  abscess  had  been  in  existence. 
Up  to  the  present  he  had  not  been  able  to  positively  diagnosticate 
ovarian  abscess  and  exclude  all  other  conditions  before  operation. 

Dr.  Ralph  Waldo  said  that  if  there  were  only  evidence  of  acute 
inflammation,  no  fluctuation  being  present,  he  would  treat  the 
patient  expectantly ;  but  as  soon  as  fluctuation  appeared  he  would 
operate  immediately. 

Dr.  Boldt  said  it  would  be  found  on  reading  over  his  paper  that 
he  did  not  differ  essentially  from  Dr.  Edebohls  as  to  the  method  of 
operating,  and  he  might  also  add  that  the  relation  of  the  gonococ- 
cus  to  the  aetiology  in  some  cases  had  occurred  to  him,  but  he  had 
not  yet  had  time  to  finish  that  part  of  his  paper.  The  extremely 
pungent  odor  had  been  present  in  two  or  more  of  his  cases. 


MISCELLANEOUS. 

PERSONAL  ITEMS. 

[The  editors  will  gladly  publish  any  items  in  regard  to  Gynaecologists  or  Obstet- 
ricians which  may  be  of  general  interest.] 

Dr.  R.  A.  Murray  has  recently  been  elected  President  of  the 
Obstetric  Section  of  the  Academy  of  Medicine  for  1892-93,  and  Dr. 
J.  Clifton  Edgar  will  act  as  Secretary. 

Dr.  Emmet,  and  Dr.  Baker  of  Boston,  have  been  requested  by 
the  officers  of  the  Co?igres  Periodique  International  de  Gynecologic  et 
d'Obstetrique  to  act  as  honorary  Presidents  from  America. 


ABSTRACTS. 

Membranous  Dysmenorrhoca. 

Dr.  Lohlien  (Gyn.  lagesfragen,  Heft  II,  iSpi),  reviews 
the  subject  at  length  and  confesses  to  changes  of  opinion  on 
several  points.  The  name  is  a  misnomer  as  membranes  may  be 
passed  at  the  menstrual  period  without  pain,  hence  the  French 
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dysmenorrhee  membraneuse  sans  dysmenorrhie.  He  recognizes 
different  degrees  of  the  affection,  and  would  designate  the  severer 
forms  as  "exfoliative  endometritis."  It  has  not  as  yet  been  defi- 
nitely ascertained  why  this  affection  should  occur  in  the  most 
varied  diseases  of  the  uterus  and  its  adnexa.  In  the  milder  variety 
the  superficial  layers  of  the  membranes  are  cast  off  by  the  occur- 
rence of  small  haemorrhages  in  the  superficial  strata  of  the  uterine 
mucous  membranes.  But  a  different  process  obtains  in  the  pro- 
nounced variety.  There  a  true  interstitial  endometritis  occurs 
involving  the  glands.  The  author  has  seen  it  frequently  follow  a 
puerperium  complicated  by  inflammatory  conditions.  In  one- 
third  of  his  cases  (twenty-seven)  he  could  trace  no  setiological  factor. 
Different  from  the  experience  of  other  observers  six  of  his  patients 
bore  children  after  the  appearance  of  the  membranous  casts.  He 
had  seen  only  one  case  which  could  have  been  said  to  have  under- 
gone complete  cure,  and  this  result  could  not  have  been  attributed 
to  the  local  treatment  employed.  But  scraping  the  uterus,  and 
following  it  by  intra-uterine  injections,  have  been  attended  with  a 
cessation  of  the  affection  for  several  months. 

Intermittent  Contraction  of  the  Imparous  Uterus. 

Linblom.  (Archiv  fiir  Gynakologie,  fan.,  1892). — All  who 
are  in  the  habit  of  employing  uterine  massage  have  noticed  varia- 
tions in  the  shape  of  the  uterus  from  sitting  to  sitting,  and  even 
vacillations  in  shape  during  a  single  sitting.  L.,  who  has  done 
good  work  before  this  time  in  the  physiology  of  massage,  con- 
tributes a  somewhat  elaborate  study  of  this"  subject.  He  finds  that 
"turgor  uteri"  can  always  be  detected  if  the  examination  is  not 
too  much  hampered.  The  changes  occur  chiefly  in  the  body  of  the 
uterus,  but  also  in  the  upper  part  of  the  cervix,  while  little  or  no 
variation  is  found  in  the  vaginal  portion.  At  one  time  he  detects  a 
uterus  soft,  small  in  volume,  and  flat,  which  at  a  later  period  of  the 
same  session  becomes  firmer,  larger,  and  with  a  more  globular 
body.  The  changes  differ  in  different  women,  and  in  the  same 
woman  on  different  days.  The  small  soft  form  is  seldom  found, 
and  the  organ  is  more  likely  to  increase  than  to  diminish  in  size 
under  palpation.  Occasionally  the  body  was  found  in  such  a  re- 
laxed condition  that  the  fingers  could  be  felt  through  it,  then  the 
uterus  hardened  so  that  the  experiment  could  not  be  repeated.  If 
we  can  seize  the  uterus  very  warily,  and  find  this  relaxed  condition, 
and  make  friction  on  the  organ,  it  hardens,  increases  in  its  antero- 
posterior diameter,  the  hinder  surface  "humps  itself  (erhebt  sich 
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hocherich):  the  contraction  increases,  the  anterior  surface  becomes 
vaulted,  and  the  body  as  hard  as  a  raw  potato,  and  more  and  more 
globular.  The  transverse  diameter  probably  increases,  and  the 
length  of  the  uterus  diminishes.  The  cervix  never  grows  so  hard 
as  the  body.  Gradually  these  changes  subside,  the  whole  process 
lasting  from  twenty  seconds  to  twenty  minutes.  When  tenderness 
is  found  during  relaxation  it  is  likely  to  disappear  during  tension — 
to  reappear  later.  A  woman  has  no  other  knowledge  of  the  change. 
It  occurs  in  senile  organs,  and  also  in  those  in  which  development 
has  been  arrested,  though  less  easily  detected.  Massage  of  the 
cervix  produces  it  sooner  than  massage  of  the  body.  Massage  of 
the  ovaries  or  parametrium  are  ineffectual.  No  reports  on  the 
pregnant  uterus  found  in  complete  prolapsus.  Lindblom  believes  it 
to  be  an  erection,  a  hyperemia  of  cavernous  structures,  but  no 
sensual  feeling  accompanies  it,  and  it  develops  as  readily  in  the 
presence  of  great  pain  or  tenderness.  The  uterus  never  enlarges 
during  menstruation,  except  in  tender  cases  of  acute  ante  version, 
but  it  often  softens  and  usually  lessens  in  size.  It  enlarges  before 
menstruation,  and  the  vacillations  are  more  rapid  during  the  menses, 
while  the  ovaries  grow  smaller  and  less  tender  at  that  time. 

R.  L.  D. 

Case  of  Silk  Ligature  Passed  by  the  Urethra  One  Year  after  an 
Ovariatomy  in  which  there  was  a  Double  Pedicle. 

Dr.  E.  S.  Ricketts  read  the  report  of  the  case  before  the  Cincin- 
nati Medical  Society  : 

In  November,  1890,  he  did  an  ovariotomy,  finding  a  double 
pedicle.  A  ligature  was  applied  to  each  pedicle,  and  the  recovery 
of  the  patient  was  satisfactory.  Within  three  months  she  began  to 
complain  of  a  "  bearing  down,  ''  with  the  sensation  of  continued 
fulness  of  the  bladder.  The  urine  was  alkaline.  There  was  no 
pus  found  in  the  urine.  Hot  vaginal  injections  were  used,  and 
tampons  of  absorbent  cotton,  borated,  adjusted  with  partial  relief. 
I  failed  to  explore  the  bladder,  not  thinking  that  a  ligature  was  the 
cause  of  the  trouble. 

During  the  first  week  of  December,  1891,  this  ligature,  covered 
with  the  salts  of  the  urine,  was  expelled  by  the  aid  of  the  patient's 
fingers,  through  the  urethra.  Since  that  time  she  has  been  free 
from  pain. — Cincinnati  Lancet  Clinic,  Feb.  20,  1892. 
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NEW  INSTRUMENTS. 

A  NEW  NEEDLE  FOR  TRACHELORRHAPHY. 

After  a  fairly  large  experience  in  the  operation  for  torn  cervix,  I 
have  found  the  only  difficulty  likely  to  prolong  the  operation  and 
at  times  make  it  a  failure,  is  in  the  introduction  of  the  sutures.  Of 
course,  in  many  cases,  Emmet's,  Hagedorn's,  or  Nott's  needles 
answer  well,  but  from  time  to  time  more  or  less  trouble  is  experi- 
enced in  getting  these  needles  in  at  the  proper  angles,  without 
shifting  about  the  holder  in  a  way  unsatisfactory  to  the  operator. 
I  do  not  know  whether  others  have  had  the  same  experience  as  my- 
self in  this  matter  or  not.  I  presume  some  have  had.  To  over- 
come, then,  this  difficulty  in  introducing  the  needle  at  the  right 
angle  ;  to  prevent  the  annoyance  of  manipulating  the  needle-holder 
in  various  positions  till  you  hit  the  right  one  ;  and  to  insure  greater 
accuracy  in  adapting  the  clean-cut  edges  of  the  cervix  to  each  other, 
I  have  devised  a  needle  of  the  shape  shown  in  the  ac- 
companying cut.  While  the  tail  of  the  needle  is  straight, 
as  in  most  others,  it  will  be  seen  that  the  body  is  made 
up  of  two  curves,  with  the  point  turning  upward  or 
downward  as  may  be  required.  They  are  made  of  vari- 
ous sizes,  on  the  same  scale  as  'Hagedorn's — also  rights 
and  lefts.  They  may  be  used  with  any  needle-holder. 
In  my  hands  this  needle  has  carried  out  the  indications  required 
and  has  made  the  operation  far  less  troublesome  than  formerly.  As 
in  our  profession  almost  everything  may  be  traced  back  to  the  early 
centuries  or  the  Heathen  Chinee,  it  may  possibly  be  found  that 
some  worthy  of  the  past  or  present  has  already  devised  a  similar 
contrivance,  but  I  believe  this  to  be  a  new  one. 

I  may  say  that  they  are  made,  and  well  made  too,  by  Geo. 
Tieman  &  Co. ,  of  your  city. 

W.  B.  Slaytox,  M.D.,  M.R.C.S.,  I.R.C.  P.,  England. 
Late  Lecturer  on  Gynaecology,  Halifax  Medical  College,  Halifax,  Canada. 


CURRENT  LITERATURE. 
VULVITIS  AND  VULVOVAGINITIS  IN  YOUNG  GIRLS. 
Comby  {Rev.  Mensuelle  des  Maladies  de  T Enfance,  January,  1892,) 
has  seen  150  cases  of  vulvitis  and  vulvo-vaginitis  in  girls  varying  in 
age  from  a  few  months  to  thirteen  years.  By  far  the  most  frequent 
cause  is  contagion,  not  produced  so  frequently  as  is  usually  stated 
by  attempted  coitus,  but  by  the  child  sleeping  with  a  person  suffer- 
ing from  gonorrhoea,  or  by  using  the  same  articles  of  toilet.  The 
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writer  states  that  he  has  known  cases  to  occur  from  the  child  being- 
bathed  in  the  water  of  a  bath  previously  used  by  a  person  having 
gonorrhoea.  Mechanical  irritation,  such  as  that  caused  by  mastur- 
bation and  oxyluria,  is  rarely  the  cause,  while  one  of  the  eruptive 
fevers,  typhoid,  eczema  or  impetigo,  may  originate  the  trouble. 

Prophylactic  measures  consist  in  avoidance  of  contact  with  those 
suffering  from  gonorrhoea,  and,  in  institutions,  thorough  cleanliness 
in  regard  to  urinals,  towels,  etc.  There  is  both  an  acute  and 
chronic  variety,  the  former  yielding  readily  to  treatment,  while  the 
latter  requires  vigorous  measures.  The  treatment  consists  in  wash- 
ing the  part  two  or  three  times  daily  with  a  bichloride  solution  of 
the  strength  of  i  to  2,000,  or  of  acid  boracic  solution  1  to  25,  with 
the  after-application  of  powdered  salol.  Sulphur  baths  are  to  be 
used  three  or  four  times  weekly.  In  the  case  of  vaginitis,  antiseptic 
crayons  1-8-inch  in  diameter,  consisting  of  cocoa-butter,  15  grains, 
and  salol,  1  1-2  grains,  are  to  be  introduced  into  the  opening  in  the 
hymen  every  two  or  three  days. — An.  ofGyn.  and  Peed.  March  4, 1892. 

PROLAPSE  OF  PREGNANT  UTERUS:  "EXTRA-ABDOMINAL 
DELIVERY "  AT  TERM. 

F.  Stein  (Wein.  Med.  Blatter,  December  3,  1891),  was  called  in 
to  a  woman  already  several  hours  in  labor.  The  midwives  declared 
that  labor  was  impeded  by  a  great  tumor  growing  from  the  vulva. 
The  patient  was  a  weakly  dwarfish  woman,  about  twenty-two  years 
of  age.  She  had  already  borne  a  child.  Stein  discovered  a  round 
mass  as  big  as  a  child's  head,  which  had  descended  out  of  the  pelvis 
with  its  contents.  The  os  was  dilated,  and  the  child's  occiput  pre- 
sented. In  fact,  the  greater  part  of  the  uterus,  except  the  fundus, 
had  been  forced  out  of  the  pelvis  by  the  pains.  At  the  end  of  two 
hours  the  child  was  delivered,  slipping  out  of  the  uterus  as  though 
from  a  sac.  The  pains  had  been  strong  and  regular  throughout. 
All  Stein  could  do  was  to  support  the  uterus  during  the  pains,  lest  it 
should  protrude  further  or  tear  off  from  some  of  the  important 
structures  which  serve  as  its  ligaments.  The  child  was  well  devel- 
oped and  living;  it  was  born  at  term.  The  uterus  was  carefully 
replaced,  with  antiseptic  precautions,  after  delivery.  No  evidence  of 
malformed  pelvis  could  be  detected,  the  measurements  being  normal. 
After  recovery  the  patient  was  able  to  return  to  work,  a  suitable  pessary 
having  been  applied.  Stein  observes  that  it  was  most  instructive  to 
watch  the  progressive  dilatation,  gradual  thinning,  and  ultimate  efface- 
ment  of  the  os  as  the  pains  progressed. — British  Medical  Journal. 


ANNOUNCEMENTS. 

In  the  May  issue  of  the  Journal  there  will  appear  original  articles 
by  Drs.  Skene,  Polk.  Mann.  Dunning,  Bozeman,  Buckmaster, 
Dickinson  and  others. 

We  will  also  present  our  readers  in  the  Series  of  Eminent  Living 
Gynecologists  and  Obstetricians  ov  America,  with  a  sketch  of  the 
life  and  works  of  Dr.  Emmet,  together  with  an  excellent  portrait. 
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HERNIA  OF  THE  BLADDER.1 
By  Alex.  J.  C.  Skene,  M.D., 

Professor  of  Gynaecology,  Long  Island  College  Hospital. 

This  injury  was  first  recognized  by  Dr.  Paul  F.  Munde  and  de- 
scribed by  him  in  The  American  Jour7ial  0/  Obstetrics,  June,  1S90, 
page  614.  That  it  may  have  been  observed  by  others  is  possible, 
but  it  was  evidently  not  understood  until  thoroughly  investigated 
by  Munde.  Guided  by  the  light  which  he  has  thrown  upon  the 
subject  I  have  been  able  to  comprehend  a  number  of  cases  which 
were  previously  obscure,  and  which,  not  knowing  better,  I  had 
classified  as  cases  of  prolapsus  of  the  bladder. 

Pathology. — The  pathology  is  similar  to  that  of  all  hernial  pro- 
trusions. There  is  first  a  giving  way  of  the  anterior  muscular  wall 
of  the  vagina  in  the  median  line,  and  then  the  bladder,  covered  only 
with  the  vaginal  mucous  membrane,  protrudes  into  the  vagina. 

Causation. — There  are  three  causes  which  I  have  observed  in  the 
cases  which  have  come  under  my  observation.  The  first,  which 
occurs  less  commonly  now  than  formerly  is  removal  of  a  part  of 
the  vaginal  wall,  colporrhaphy.  After  a  time  the  hard  scar-tissue 
at  the  site  of  the  operation  stretches  and  the  bladder  protrudes  at 
the  point  at  which  muscular  tissue  is  deficient. 

The  second  cause  is,  apparently,  a  laceration  of  the  muscular 
tissue  in  the  median  line  during  labor.  When  the  hernia  is  caused 
in  this  way  the  urethra  and  lateral  walls  are  in  proper  position,  but 
at  the  point  of  hernia  the  muscular  tissue  and  fascia  are  absent. 
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The  remaining  cause  is  atrophy  ot  the  muscular  tissue.  This  I 
believe  to  occur,  because  it  has  been  found  in  women  past  the 
menopause,  who  have  not  had  children  and  who  bave  not  been 
subjected  to  any  injury  which  could  have  produced  muscular 
laceration. 

Symptomatology. — The  symptoms,  so  far  as  I  have  observed 
them,  are  the  same  as  in  prolapsus  of  the  bladder. 

Physical  Signs.  —  The  physical  signs  are,  when  understood, 
quite  diagnostic.  When  the  perinseum  is  retracted  the  hernia  ap- 
pears as  a  smooth  hemispherical  body,  around  the  base  of  which 
the  vaginal  walls  are  in  normal  position.  With  a  sound  in  the  blad- 
der the  thin  vaginal  wall,  which  is  reduced  to  mucous  membrane 
only,  is  apparent  to  the  touch.  If  any  doubt  exist  about  the  diag- 
nosis, the  results  of  treatment  will  determine  whether  the  condition 
is  one  of  hernia  or  of  prolapse.  If  it  be  a  prolapsus  which  has  been 
treated  by  the  use  of  a  tampon  or  pessary  with  rest  in  the  recum- 
bent position,  there  wrill  be  a  noticeable  contraction  of  the  vaginal 
wall  and  a  temporary  relief ;  but  no  such  change  occurs  as  a  result 
of  this  treatment  in  case  of  hernia. 

Treatment. — Having  failed  to  relieve  hernia  by  any  of  the  oper- 
ations recommended  for  prolapse  I  was  driven  to  try  an  operation 
which  gave  me  good  results,  and  that,  too,  before  I  understood  the 
true  pathology  of  the  affection. 

The  operation  consists  in  making  a  small  opening  in  the  vaginal 
wall  at  the  junction  of  the  urethra  and  bladder,  and  at  the  lower 
margin  of  the  hernia.  Through  this  opening  a  probe  is  passed  and 
pushed  up  to  the  upper  margin  of  the  hernia  between  the  vaginal 
wall  and  the  bladder.  A  delicate  forceps  is  then  introduced  into 
the  tunnel  made  by  the  probe,  and  its  blades  are  spread  forcibly 
apart.  The  vaginal  wall  and  bladder  are  thus  completely  separated 
to  the  extent  of  the  hernial  opening  in  the  muscular  layer  of  the 
vagina.  The  probe  or  forceps  is  held  in  place  and  upward  pressure 
is  made  with  it.  This  keeps  the  bladder  in  place  while  traction  is 
made  upon  the  vaginal  mucous  membrane  at  its  upper  part.  This 
brings  the  lateral  edges  of  the  muscular  layer  of  the  vagina  together 
and  develops  a  ridge  of  mucous  membrane.  Sutures  are  then  intro- 
duced to  hold  the  parts  in  position.  The  mechanism  of  this  pro- 
ceeding is  the  same  as  in  making  a  tuck.  The  ridge  or  tuck  of 
mucous  membrane  projects  into  the  vagina  like  the  segment  of  a 
circle,  but  soon  flattens  out  and  overhangs  the  line  of  sutures. 
Care  should  be  taken  not  to  make  the  sutures  tight  enough  to 
strangle  the  tissues,  but  only  sufficient  to  hold  them  together  until 
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they  unite.  I  have  operated  in  a  number  of  cases  and  the  immedi- 
ate results  are  all  that  could  be  desired.  I  have  had  an  oppor- 
tunity to  observe  but  four  cases  long  enough  to  determine  whether 
the  cure  is  permanent  or  not.  In  one  of  these,  done  five  years  ago, 
the  hernia  shows  no  disposition  to  return.  The  same  is  true  of  all 
the  cases  I  have  operated  upon.  The  first  operation  was  done  five 
years  ago  and  the  last  one  a  year  ago. 

Dr.  Munde,  in  his  paper  on  this  subject,  commends  the  oper- 
ation of  Stolz,  which  consists  in  the  removal  of  the  circular  portion 
of  the  mucous  membrane  which  covers  the  hernia,  and  the  bringing 
the  parts  together  at  one  central  point  with  a  purse-string  suture. 

I  have  tried  this  operation  in  three  cases  and  have  found  that, 
while  it  appeared  to  answer  the  purpose,  the  scar  gave  way  in  time 
and  the  hernia  returned.  In  fact  the  worst  case  of  hernia  of  the 
bladder  that  I  ever  saw  followed  this  operation,  which  was  done 
for  prolapsus. 

RECURRENT  PELVIC  INFLAMMATION. 
By  L  H.  Dunning,  M.D., 

Indianapolis,  Ind., 
Prof.  Diseases  of  Women  in  The  Medical  College  of  Indiana. 

Recurrent  pelvic  inflammation  is  a  mixed  disease  made  up  of 
inflammation  of  several  widely  different  structures,  viz.,  the  pelvic 
peritonaeum,  Fallopian  tubes,  ovaries,  and  pelvic  cellular  tissue.  Its 
beginning  is  usually  an  endometritis  leading  to  acute  inflammation 
of  one  or  more  of  the  organs  or  structures  mentioned.  Whichever 
one  of  these  organs  or  structures  is  inflamed  the  inflammation 
tends  to  extend  to  one  or  more  of  the  others.  If  this  acute  inflam- 
mation is  followed  by  a  chronic  inflammation,  then  are  the  tissues 
involved  predisposed  to  a  recurrence  of  the  acute  inflammation. 
Every  recurrence  predisposes  to  others.  It  needs  but  the  operation 
of  an  exciting  cause  to  precipitate  an  acute  attack  at  any  time.  This 
is  the  mode  of  the  origin  of  recurrent  pelvic  inflammation.  It  is,  I 
believe,  a  disease  of  frequent  occurrence,  since  I  have  met  in  my 
practice  with  sixty-two  well-marked  cases  during  the  last  two  years. 

In  this  malady  the  pelvic  peritonaeum  is  markedly  involved  in  the 
inflammation.  The  extent  and  character  of  the  involvement  will 
depend  largely  upon  the  severity  of  the  attack  and  upon  the  stage 
of  the  inflammation  at  which  it  is  examined.  If  examined  at  the 
beginning  of  an  acute  attack  all  the  characteristics  of  an  acute 
peritonitis  will  be  found,  viz.,  the  peritonaeum  will  be  swollen  tense 


436 


L.  H.  Dunning,  M.D. 


and  more  vascular  than  normal.  A  little  later  on  an  effusion  of 
lymph  appears  upon  its  free  surface,  and  if  complete  evolution  does 
not  take  place  still  further  on  in  the  progress  of  the -disease  it  will 
appear  that  the  lymph  has  been  organized  into  new  tissue  which 
will  bind  the  pelvic  organs  together.  These  adhesions  may  be 
few,  simply  fixing  the  ovaries  and  tubes  to  the  broad  ligament  or 
uterus,  or  uniting  the  posterior  surface  of  the  uterus  to  the  rectum. 
Sometimes  they  are  extensive.  In  several  instances  I  have  found  the 
pelvic  cavity  entirely  shut  off  from  the  abdominal  cavity  by  a  firm 
membrane  which  was  as  distinctly  formed  though  not  so  thick  or 
dense  as  the  diaphragm.  In  one  case  recently  operated  upon  all 
that  space  posterior  to  the  uterus  was  so  completely  blocked  that  at 
first  attempt  it  seemed  entirely  impossible  to  push  the  examining  finger 
below  the  fundus  of  the  uterus  ;  finally,  however,  after  prolonged 
effort,  both  tubes  and  ovaries  were  dug  out  from  behind  the  uterus. 

The  former  were  enormously  enlarged  and  the  latter  atrophied. 
When  they  were  removed  and  the  adhesion  broken  up  there  was 
easily  space  enough  to  pack  three  good-sized  sponges  behind  the 
uterus.  Sometimes  the  peritonitis  passes  beyond  the  pelvic  cavity, 
invades  the  abdominal  cavity  and  thus  leads  to  general  peri- 
tonitis. The  serous  coat  of  the  intestines  not  infrequently  becomes 
inflamed  and  descending  to  the  pelvis  become  adherent  to  the 
uterus  tubes  or  ovaries. 

Having  seen  it  more  frequently  in  my  practice,  I  am  inclined  to 
believe  this  most  frequently  occurs  upon  the  right  side  and  that  the 
caecum  and  vermiform  appendix  are  the  intestinal  structures  most 
often  adherent  to  the  Fallopian  tubes. 

Salpingitis  is  often  present.  In  eighteen  cases  of  recurrent  pel- 
vic inflammation  the  writer  has  operated  upon  within  a  few  months, 
there  was  present  catarrhal  or  purulent  salpingitis  in  one  or  both 
tubes  in  all  but  three  cases.  The  ovaries,  too,  are  as  a  rule,  more 
or  less  affected.  In  five  of  my  cases  they  were  in  process  of  sup- 
puration. In  nearly  all  of  them  they  were  more  or  less  inflamed 
and  undergoing  cystic  degeneration.  These  organs,  viz.,  the  tubes 
and  ovaries,  are  frequently  displaced  and  in  nearly  all  cases  more 
or  less  adherent.  Frequently  they  are  so  firmly  adherent  to  the 
posterior  surface  of  the  broad  ligaments  that  they  are  loosened  and 
removed  with  great  difficulty.  In  some  instances  the  pelvic  cellu- 
lar tissue  is  also  involved  in  the  inflammatory  process. 

This  is  not  uniformly  the  case,  but  in  a  small  percentage  of 
cases  there  will  be  found  thickening  of  the  broad  ligaments  and 
some  induration  of  the  cellular  tissue  in  front  of  the  uterus. 
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That  pelvic  cellulitis  sometimes  occurs  as  the  primary  affection 
has,  the  writer  thinks,  been  freely  demonstrated,  but  there  is  then 
at  the  beginning  presented  a  different  clinical  history  and  different 
physical  signs  than  when  the  inflammation  begins  in  the  Fallopian 
tubes  or  pelvic  peritonaeum. 

The  distinctive  feature  of  the  malady  is  recurrent  acute  attacks 
of  pelvic  inflammation.  The  acute  attack  presents  the  subjective 
symptoms  of  an  acute  inflammatory  disorder.  The  local  symptoms 
are  pain  in  the  hypogastric  region  and  sometimes  more  intense 
upon  one  side  than  the  other.  There  are  also  vesical  tenesmus,  a 
feeling  of  fulness  in.  the  rectum,  and  usually  a  burning  heat  in  the 
vagina.  There  is  frequently,  too,  persistent  vomiting  and  sometimes 
tympanites.  The  physical  signs  are  generally  quite  marked  and 
characteristics*  In  the  earlier  stages  of  the  disease  after  effusion  has 
taken  place  "the  uterus  is  fixed,  the  roof  of  the  pelvis  is  hard  and 
ligneous,  as  if  composed  of  a  deal-board  to  which  Prof.  Dagherty 
has  likened  it.  "1  Later  on  the  effused  matter  becomes  absorbed, 
organized  into  tissue,  or  suppuration  occurs  and  the  pus  becomes 
encysted. 

The  induration  of  the  roof  of  the  pelvis  in  front  disappears  first 
and  the  uterus  usually  becomes  somewhat  movable.  The  indur- 
ation at  the  sides  and  posterior  to  the  uterus  becomes  more  circum- 
scribed and  finally  when  the  acute  stage  has  passed  away  the  uterus 
will  be  more  or  less  movable  and  there  will  remain  a  mass  of  vary- 
ing size  posterior  to  and  upon  one  or  both  sides  of  the  uterus.  These 
masses  are,  as  a  rule,  made  up  of  the  tubes  and  ovaries  adherent  to 
the  posterior  surface  of  the  broad  ligaments  or  uterus.  The  tubes 
are  much  thickened  and  generally  distended  by  pus,  muco-pus  or  a 
serous  fluid.  If  the  uterus  is  movable  these  masses  are  also  slightly 
movable,  and  frequently  the  outlines  of  the  tubes  may  be  distinctly 
traced.  In  differentiating  this  form  of  inflammation  from  pelvic 
cellulitis  the  physical  signs  are  of  the  greatest  importance.  In  the 
latter  disease  the  induration  is  circumscribed  at  first  and  located 
usually  upon  one  side  and  between  the  broad  ligament.  Later  the 
whole  roof  becomes  indurated  and  especially  marked  in  front  of  the 
cervix  uteri.  The  acute  form  of  pelvic  cellulitis  runs  a  swift  course, 
frequently  ending  in  suppuration  at  the  end  of  from  ten  days  to 
two  weeks,  and  in  cases  in  which  resolution  take  place,  the 
uterus  remains  fixed  for  a  long  time  and  the  indurated  mass  is 
usually  entirely  immovable.    When  at  the  sides  of  the  uterus  it 
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feels  as  though  it  grows  from  the  pelvic  wall  and  later  a  growth  of 
bone  or  a  hard  neoplasm.  It  is  so  exceptional  to  find  chronic  pel- 
vic cellulitis  presenting  a  mass  of  indurated  tissue  behind  the  uterus 
and  extending  from  thence  to  the  sides  of  the  pelvis,  that  when  the 
diagnosis  is  narrowed  to  cellulitis  and  the  disease  under  discussion, 
we  may  be  almost  certain  it  is  the  latter. 

We  must  differentiate  an  acute  attack  of  the  disease  to  form 
hematocele.  This  can  usually  be  done  readily.  The  tumor  pro- 
duced by  hematocele  has  at  first  a  soft,  boggy  feel,  the  tumor  is 
larger,  forms  slowly,  and  there  is  generally  an  absence  of  inflam- 
matory action  at  first,  and  on  the  contrary  the  patient  experiences 
some  shock.  The  tumor  too  in  hematocele  is  well  defined  and 
tends  to  become  harder  after  a  few  days,  while  the  induration  at- 
tendant upon  pelvic  peritonitis  becomes  less  and  more  and  more 
circumscribed. 

I  have  given  the  physical  signs  of  both  acute  and  chronic  pelvic 
inflammation.  A  few  words  should  be  written  about  the  condition 
of  the  patient  between  the  acute  attacks.  She  is  usually  a  chronic 
invalid ;  suffers  almost  constant  pain  in  one  or  both  inguinal 
regions  ;  menstruation  is  painful  and  most  frequently  irregular  and 
scant ;  sometimes  the  recurrences  appear  at  the  menstrual  epoch. 
I  have  made  daily  observations  of  the  temperature  and  pulse  in 
several  cases  during  the  chronic  stages,  and  have  almost  uniformly 
found  the  pulse  rapid  and  in  pus  cases  an  abnormal  temperature 
persisting  for  a  long  time.  The  presence  of  an  abnormal  (however 
slight)  temperature  extending  over  several  weeks  I  regard  as  a 
sign  of  much  value  in  determining  the  presence  of  pus  in  the  tubes, 
ovaries,  or  inflammatory  mass. 

The  rate  of  mortality  of  recurrent  pelvic  inflammation  is  not 
great,  yet  it  tends  strongly  to  produce  chronic  invalidism.  Many 
patients,  however,  will  enjoy  comparatively  good  health  in  the  in- 
tervals between  the  acute  attacks,  when  they  give  careful  attention 
to  the  general  health  and  avoid  over-exertion,  especially  during 
menstruation,  and  if  they  abstain  from  marital  intercourse. 

The  frequency  of  the  recurrence  of  acute  attacks  varies  in  differ- 
ent cases.  One  of  my  patients  had  three  mild  recurrences  within 
three  months.  Another  one  had  acute  pelvic  inflammation  seven 
years  ago,  again  three  years  ago  and  again  one  year  ago. 

Another  patient  has  had  three  acute  attacks  during  the  last 
sixteen  months. 

Treatment.  —  It  is  obvious  that  prophylactic  treatment  is  the 
rational  one  in  a  disease  characterized  by  recurrent  attacks.  The 


Recurrent  Pelvic  Inflammation. 


439 


exciting  causes  should  be  avoided.  The  dangers  of  a  fresh  infection 
of  gonorrhoea  in  those  who  have  once  suffered  of  it  should  be  stated 
to  the  patient. 

I  am  persuaded  pregnancy  is  very  harmful  in  cases  in  which 
there  have  been  one  or  more  recurrences.  The  repeated  attacks 
have,  as  a  rule,  left  behind  diseased  tubes  and  ovaries  which  in  the 
event  of  pregnancy  are  very  liable  to  lead  to  serious  trouble — if  not 
before,  certainly  there  is  danger  after  confinement.  Frequently  too 
there  is  much  suffering  during  the  parturient  state. 

I  am  now  watching  with  much  solicitude  a  case  of  pregnancy 
in  which  the  patient  had  three  or  four  recurrences  of  pelvic  inflam- 
mation. She  is  suffering  greatly  of  pain  in  the  right  inguinal  region 
and  there  is  considerable  pain  and  lameness  in  the  right  thigh  and  leg. 

One  of  my  patients  having  the  malady  affecting  chiefly  one  side 
of  the  pelvis,  and  being  of  mild  character,  was  confined  seven 
months  ago  and  is  apparently  well  of  the  pelvic  inflammation. 

I  recently  operated  upon  a  patient  violently  ill  of  puerperal  septi- 
caemia, in  which  the  evidences  of  septicaemia  appeared  the  thirteenth 
day  after  delivery  and  in  which  there  was  found  a  moderate-sized 
inflammatory  mass  between  the  folds  of  the  right  broad  ligament. 
There  was  also  found  marked  evidences  of  former  attacks  of  pelvic 
peritonitis  and  an  old  sacculated  pyosalpinx,  one  sac  of  which  had 
ruptured  and  had  induced  the  cellulitis. 

The  inflammatory  mass,  together  with  the  tubes  and  ovaries, 
was  removed.  The  mass  taken  from  between  the  folds  of  the  broad 
ligament  was  found  to  contain  numerous  small  abscesses  and  con- 
siderable necrotic  tissue.  Here  was,  evidently,  the  source  of  the 
septicaemia.  The  patient  gave  a  rather  distinct  history  of  two  former 
attacks  of  pelvic  inflammation.  This  case  so  distinctly  illustrates 
the  dangers  of  pregnancy  and  delivery  that  I  have  brought  the 
specimen  with  me  and  exhibit  it  to  give  emphasis  to  the  point. 

This  is  a  most  perplexing  question,  for  while  pregnancy  and 
delivery  is  likely  to  lead  to  trouble,  it  cannot  be  denied  that  any 
means  adopted  to  avoid  conception  by  such  patients  who  indulge 
in  coition,  tends  to  induce  pelvic  hyperaemia  and  thus  predispose 
her  to  frequent  recurrences  of  attacks  of  acute  pelvic  inflammation. 
Experience  has  taught  me  the  necessity  of  instructing  the  husband 
in  his  right  sexual  relations  to  his  wife. 

The  patient  should  be  informed  of  the  danger  of  exciting  a  re- 
currence of  inflammation  by  over-exertion,  especially  during  men- 
struation and  too  of  the  dangers  of  wet  feet  and  of  chilling  the 
lower  extremities  at  the  same  epoch. 
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Abortions,  especially  induced  ones,  are  often  disastrous  in  this 
disease. 

Constipation  exerts  a  powerful  influence,  and  should,  if  present, 
be  overcome  by  proper  remedies. 

During  the  acute  attacks  rest  in  bed  should  be  enjoined  upon 
the  patient.  In  the  earlier  stages,  hot  applications,  especially 
poultices,  should  be  applied  over  the  hypogastrium  and  hot  vaginal 
douches  employed.  After  the  evacuation  of  the  bowels  by  a  saline, 
opium  and  diaphoretics  exert  a  beneficial  influence. 

Opium  is  especially  indicated  to  relieve  pain  and  vesical  irrita- 
tion. To  the  same  end  rectal  suppositories  of  morphine  and 
belladonna  are  serviceable.  In  this  stage  local  treatments  are 
contra-indicated  and  electricity  is  of  doubtful  utility.  High  temper- 
ature may  well  be  controlled  by  antipyretics  such  as  acetanilid  or 
antipyrine.  These  remedies  are  oftentimes  not  only  beneficial  in 
subduing  the  fever  but  also  in  tranquilizing  the  patient  and  inducing 
sleep. 

For  the  relief  of  the  persistent  vomiting  so  often  present,  I  have 
found  hypodermic  injections  of  morphine,  rectal  injections  of 
chloral  hydrate  and  the  administration  of  oxalate  of  cerium  per 
ovum  the  most  effective  remedies. 

After  a  few  days,  if  there  be  no  suppuration,  the  acute  symptoms 
will  have  subsided,  the  fever  decreased  and  absorption  of  the  exudate 
have  begun.  Now  blister  may  with  benefit  be  applied  to  the  hypo- 
gastrium, the  hot  vaginal  douches  continued.  Opium  in  sufficient 
quantities  to  relieve  pain.  Tonics  too  are  serviceable,  especially 
quinia.  The  bowels  should  be  regulated  and  a  nutritious  diet  sup- 
plied. When  suppuration  occurs  the  urgent  symptoms  will  remain 
longer,  and  if  the  pus  is  not  evacuated  early,  either  spontaneously 
or  by  incision,  more  or  less  marked  hectic  symptoms  will  appear. 
When  suppuration  does  occur  and  the  pus  cavity  can  be  easily 
reached  through  the  vagina,  it  is  best,  I  think,  to  open  it  through 
this  channel.  Tait,  Price,  Wylie  and  others  urge  the  superior  ad- 
vantages of  laparotomy  in  such  cases.  It  is  oftentimes  a  difficult 
question  to  determine  which  is  the  better  method  of  evacuation  of 
the  pus.  When  the  abscess  is  movable  or  when  it  is  large  enough, 
or  the  abdominal  walls  are  lax  enough,  so  that  the  walls  of  the 
pus  cavity  may  be  stitched  to  the  abdominal  incision  in  case  it  can- 
not be  removed  entire,  then  abdominal  section  is  preferable. 

When  these  conditions  of  the  abscess  are  absent,  and  the  pus 
can  be  reached  through  the  vagina,  it  is,  I  think,  better  to  evacuate 
it  through  that  channel. 
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To  hasten  the  absorption  of  the  exudate  after  it  has  once  begun, 
the  application  of  compound  tincture  of  iodine  *o  the  vault  of  the 
vagina  will  hasten  the  process,  and  so  too  will  hot  sitz-baths 
containing  sea-salt  and  hot  vaginal  injections  of  the  same  solution, 
all  after  the  method  of  Fritsch. 2 

I  believe  iodide  of  potassium  will  aid  in  effecting  the  same  end, 
and  so  will  mild  currents  of  electricity.  The  galvanic  current 
should  be  employed  and  the  negative  pole  attached  to  the  vaginal 
electrode  and  not  more  than  twenty-five  to  forty  milliamperes 
passed.  The  chief  curative  effects  of  electricity  must  be  obtained 
at  this  time  if  at  all,  for  should  the  exuded  lymph  become  organ- 
ized into  tissue-forming  adhesions,  we  cannot  reasonably  hope  by 
the  use  of  electricity  or  any  other  remedial  measure  to  produce 
absorption  of  them. 

In  the  intervals  between  the  acute  attacks,  electricity  is  of  value 
in  relieving  pain,  especially  painful  menstruation,  but  it  must  be 
remembered  that  the  presence  of  pus,  either  in  the  Fallopian  tubes, 
the  ovaries,  or  when  encysted  within  the  pelvis,  the  passage  of  the 
current  is  absolutely  contra-indicated.  In  such  cases  only  surgical 
measures  promise  cure  of  the  patient.  Such  cases  are  suitable  ones 
for  abdominal  section,  or  for  the  evacuation  of  the  pus  through  the 
vagina,  and  the  rules  already  stated,  I  think,  should  govern  us  in 
the  selection  of  the  procedure  to  be  employed.  There  can  be  no 
doubt  as  to  the  indications  for  surgical  procedure  when  the  presence 
of  pus  can  be  clearly  made  out,  but  there  appear  to  the  physician 
not  a  few  patients  in  which  there  is  a  clear  history  of  recurrent  at- 
tacks of  pelvic  inflammation,  in  which  masses  of  varying  sizes  will 
be  found  posterior  to  or  at  the  sides  of  the  uterus  and  in  which  no 
positive  diagnosis  of  suppuration  can  be  made.  Then  it  is  often 
difficult  to  determine  the  proper  course  to  pursue.  In  such  instances 
my  practice  has  been  during  the  last  two  years  to  pursue  the  fol- 
lowing plan  of  treatment.  The  patient  s  general  health  is  carefully 
looked  after. 

Tonics  and  iodide  of  potassium  are  given.  The  combined  treat- 
ment, viz.,  the  use  of  electricity  and  tampons  are  resorted  to  and 
persistently  employed  if  the  patient  seems  in  the  least  benefited  by 
them.  If  they  fail  to  benefit  her  or  tend  to  make  her  worse,  they 
are  discontinued. 

Then  the  question  of  abdominal  section  is  considered.  If  the 
patient  is  an  invalid  in  consequence  of  the  chronic  pelvic  inflam- 
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malion  and  there  is  no  other  serious  malady  contra-indicating  a 
grave  operation,  she  is  plainly  told  that  in  my  opinion  only  an 
operation  will  cure  her.  She  is  also  informed  of  the  dangers  of  the 
operation  and  of  the  small  percentage  of  failure  of  the  operation  to 
cure,  even  though  she  should  survive  it.  She  is  then  left  to  deter- 
mine whether  she  will  subject  herself  to  risks  or  bear  the  ills  she 
has  during  the  last  two  years. 

In  eighteen  of  my  cases  the  patients  submitted  to  abdominal 
section,  in  but  few  of  them,  however,  had  electricity  been  used, 
because  most  of  them  were  obviously  pus  cases  when  first  seen. 
The  results  have  been  so  far  satisfactory  in  all  cases  but  two,  only 
one  patient  dying  and  that  the  result  of  a  secondary  operation 
which  was  done  in  consequence  of  the  primary  operation  being  an 
incomplete  one.  The  other  patient  who  was  not  benefited  by  the 
primary  operation  had  a  secondary  operation  done  with  no  benefit, 
and  subsequently  another  one  done  for  the  cure  of  a  ventral  hernia 
following  the  second  operation. 

I  cannot  say  all  the  other  patients  were  cured,  but  twelve  of 
them  are  apparently  cured  and  the  remaining  four  are  more  or  less 
benefited.  In  all  of  these  cases  either  the  tubes  or  ovaries,  and 
sometimes  both  were  markedly  diseased. 

The  Fallopian  tubes  were  distended  by  pus,  muco-pus  or  serous 
fluid  in  all  but  three  cases,  there  was  pus  in  the  ovaries,  in  five 
cases  they  were  always  more  or  less  adherent.  They  were  re- 
moved, the  pelvic  adhesions  broken  up,  the  uterus  rendered  mov- 
able. In  four  or  five  cases  there  were  also  intestinal  adhesions. 
These  were  separated  and  the  pelvic  cavity  thoroughly  irrigated  in 
all  cases. 

Summary. — i.  Recurrent  pelvic  inflammation  is  a  mixed  disease 
involving  organs  and  tissues  of  widely  different  histological  structure. 

2.  It  usually  begins  in  an  endometritis,  but  in  the  end  the  Fal- 
lopian tubes,  ovaries,  pelvic  peritonaeum  and  sometimes  the  pelvic 
cellular  tissues  are  all,  more  or  less,  affected  by  the  morbid  process. 

3.  An  uncured  acute  inflammation  of  any  one  of  the  organs  or 
structures  named  above,  predisposes  the  patient  upon  the  operation 
of  an  exciting  cause  to  a  recurrent  acute  attack.  Each  acute  attack 
still  more  predisposes  to  subsequent  recurrencies. 

4.  Suppuration  in  any  of  the  structures  involved  may  occur.  It 
most  frequently  occurs  in  the  Fallopian  tubes. 

5.  Prophylactic  treatment  is  the  rational  one. 

6.  Pregnancy  and  delivery  is  fraught  with  danger  in  patients 
who  have  recurrent  pelvic  inflammation. 
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7.  Electricity  aids  in  the  promotion  of  the  absorption  of  the 
exuded  lymph  before  it  becomes  thoroughly  organized  into  tissue. 

8.  When  suppuration  occurs  operative  procedures  are  indicated. 
The  method  of  evacuating  the  pus  or  removing  the  pus  cavity  must 
be  determined  upon  investigating  each  individual  case. 


GENERAL  EMPHYSEMA  FOLLOWING  LAPAROTOMY. 
By  A.  P.  Dudley,  M.  D. 

My  object  in  reporting  this  case  is  simply  to  record  it  and  call 
the  attention  of  the  members  of  this  association  to  a  complication 
following  laparotomy  which  it  has  never  before  been  my  misfortune 
to  meet  with  and  which  I  do  not  remember  to  have  seen  reported. 

Although  the  laparotomy  appeared  to  have  no  direct  connection 
with  the  difficulty,  certain  it  is  that  if  the  patient  had  not  been 
given  an  anaesthetic,  an  accident  that  was  followed  by  death  would 
not  have  taken  place. 

On  December  9th  last,  I  was  asked  by  Dr.  Robert  H.  Hayes,  of 
this  city,  to  see  in  consultation,  and  if  possible  to  operate  upon, 
Mrs.  S.,  aged  29,  the  mother  of  seven  children,  the  last  only 
six  weeks  old.  She  was  confined  to  her  bed  and  the  follow- 
ing is  the  history  of  her  case  :  She  had  been  an  invalid  for  more 
than  two  years  and  had  been  treated  for  gall-stones  most  of 
that  time  by  several  physicians,  owing  to  the  fact  that  the  pain 
from  which  she  suffered  was  referred  to  the  region  of  the  gall-blad- 
der. She  was  finally  seen  by  Dr.  Janeway,  who  exploded  the  idea 
of  gall-stones  and  told  her  she  was  suffering  from  local  trouble  and 
advised  her  to  consult  a  physician  for  that  condition.  She  did  so, 
but  received  no  relief  from  her  pain,  which  was  of  a  spasmodic 
character,  lasting  for  hours  and  only,  relieved  by  large  hypodermic 
injections  of  morphine.  While  she  was  having  local  treatment,  she 
became  pregnant  and  afterwards  carried  and  was  delivered  of  a 
healthy  child  ;  but  during  the  entire  time  of  gestation,  she  suffered 
from  the  attacks  of  pain  and  was  obliged  to  return  to  the  morphia. 
This  was  continued  so  long  that  she  acquired  the  morphine  crav- 
ings. Dr.  Hayes  attended  her  in  her  confinement  and  had  to 
deliver  the  child  with  forceps  after  much  difficulty  and  an  hour's 
traction  ;  the  delivery,  so  far  as  is  known,  was  not  followed  by 
puerperal  fever  ;  she  made  a  fairly  good  recovery,  but  the  pains 
continued  and  the  necessity  for  morphia  was  present  constantly 
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after  the  delivery  of  the  child.  During  one  of  her  attacks,  Dr. 
Hayes  made  a  local  examination  and  discovered  what  seemed  to  be  a 
small  tumor  at  each  side  of  the  uterus  ;  he  told  her  that  she  had 
diseased  tubes  and  ovaries  and  sent  her  to  me  for  operation.  She 
had  been  such  a  great  sufferer  for  so  long  a  time  and  they  had  spent 
their  scanty  savings  upon  doctors  without  relief,  that  the  slightest 
hopes  offered  to  them  by  operation  were  eagerly  grasped  by  both 
the  patient  and  her  husband.  My  examination  confirmed  the  diag- 
nosis of  Dr.  Hayes  and  I  could  see  no  relief,  except  by  operation, 
as  the  trouble  about  the  uterus  was  undoubtedly  pyosalpinx, 
and  I  so  advised  the  patient.  They  accepted  the  situation  and  lost 
no  time  in  making  the  preparations  for  the  operation.  On  Decem- 
ber 14th,  assisted  by  Drs.  Offenbach  and  Hayes,  I  made  laparot- 
omy and  found  my  diagnosis  to  be  correct ;  the  patient  had  double 
pyosalpinx,  the  right  one  small  and  evidently  of  not  long  duration  ; 
the  left  one,  occupying  a  position  I  had  never  before  seen  in  all  the 
laparotomies  it  has  been  my  privilege  to  witness,  was  as  large  as  a 
sausage  and  stretched  directly  across  the  centre  of  the  pelvis,  the 
fimbriated  extremity  being  attached  to  the  prominence  of  the 
sacrum,  thus  dividing  the  pelvic  cavity  into  two  halves  ;  it  was  also 
attached  to  the  descending  colon  by  strong  adhesions,  and  when  the 
adhesions  were  broken,  it  was  found  that  the  intestine  had  ulcer- 
ated through  its  two  outer  coats  in  a  spot  as  large  as  a  nickle ;  not 
only  was  the  tube  full  of  pus,  but  the  horn  of  the  uterus  was  also 
dilated  and  filled  with  pus,  making  the  operation  a  difficult  one  and 
requiring  considerable  time  to  complete  it.  Both  tubes  and  ovaries 
were  removed  and  the  pelvis  was  packed  with  iodoform-gauze,  one 
end  of  which  was  brought  out  in  the  vagina  through  the  posterior 
cul-de-sac,  so  as  to  get  drainage  from  below. 

During  the  entire  time  of  the  operation,  the  patient  took  ether 
badly  ;  the  lungs  commenced  to  secrete  mucus  as  soon  as  the  an- 
aesthetic was  administered  and,  when  the  patient  was  put  to  bed, 
the  lungs  were  apparently  full  of  froth.  She  took  the  ether  so  badly 
that  a  hypodermic  injection  of  morphia  was  given.  She  rallied 
quickly  from  the  operation  and  was  in  good  condition,  except  that 
the  pulse  ran  high  ;  as  soon  as  she  came  out  from  the  ether,  she 
began  to  fight  and  she  kept  it  up  until  she  died  ;  she  resisted 
every  effort  to  make  her  comfortable  and  fought  when  she  was 
refused  any  wish  she  expressed.  There  was  no  rise  of  temperature 
from  the  operation  or  lung  trouble,  but  the  pulse  continued  rather 
rapid ;  at  no  time  did  she  have  intra-abdominal  tenderness  or 
tympanites,  and  she  passed  the  crisis  without  the  slightest  evidence 
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of  peritonitis.  I  removed  part  of  the  iodoform-gauze  on  the  second 
day  and  the  remainder  on  the  fourth  day  after  the  operation ;  the 
wound  healed  by  first  intention  throughout.  From  the  time  the 
patient  went  to  bed,  the  lungs  contained  so  much  mucus  and  the  heart 
ran  so  high,  130  beats  a  minute,  that  I  judged  the  lung  trouble  to 
be  hypostatic  pneumonia  and  gave  the  patient  hypodermic  injec- 
tions of  glonoin  and  atropia,  1-100  of  a  grain  each,  with  tincture  01 
digitalis  and  strophanthus,  10  minims  each,  once  in  two  hours.  The 
administration  of  these  drugs  soon  checked  the  secretion  in  the 
lungs  and  reduced  the  heart-action.  The  atropia  produced  dryness 
of  the  throat  and  the  patient  constantly  called  for  water  and  wanted 
to  drink  large  quantities  ;  when  it  was  refused  her,  she  fought  and, 
on  the  night  of  the  third  day,  jumped  out  of  bed,  ran  across  the 
room  and  drank- all  the  water  within  her  reach.  The  only  effect  of 
this  rash  act  was  to  cause  the  heart  to  intermit  for  a  time.  The 
ether  taken,  together  with  the  hypodermic  of  morphia,  produced 
nausea  that  was  troublesome  and  annoying,  and  this  was  not 
allayed  until  the  bowels  were  thoroughly  moved  by  enema  on  the 
third  day  ;  from  that  time  on,  she  had  a  natural  stool  each  day.  On 
the  night  of  the  fourth  day,  it  was  noticed  that  she  presented  a 
puffy  appearance  on  the  right  side  of  the  neck,  just  below  the  jaw, 
between  the  clavicle  and  the  scapula  ;  this  increased  for  a  time 
and  gave  to  the  touch  a  crackling  sensation  ;  quiet  rest  was 
enjoined  and  after  a  time  the  swelling  subsided,  no  more  was 
thought  of  it  and  I  turned  the  case  over  to  Dr.  Hayes  on  the  fifth 
day,  with  the  remark  that  if  all  went  well  her  recovery  was  certain; 
that  was  on  Friday  ;  on  the  Sunday  following,  the  patient  began 
to  vomit  violently.  This  could  not  be  accounted  for  by  the  nurse, 
who  had  given  the  patient  nothing  that  could  cause  vomiting  or 
nausea ;  she  suspected  something  wrong,  as  the  patient  did  not 
want  to  be  disturbed  in  her  bed  and  was  apparently  concealing 
something ;  a  search  of  the  bed  revealed  a  quart  bottle  of  water 
that  the  patient  had  succeeded  in  getting  her  little  boy  to  smuggle 
in  to  her  and  which  she  had  been  quietly  drinking  from  when  the 
nurse's  back  was  turned ;  the  water  was  luke-warm  from  the 
contact  of  the  bottle  with  her  body.  The  vomiting  it  caused  was 
violent,  and  the  nurse  noticed  that  very  shortly  after  the  attacks 
the  swelling  in  the  neck  again  made  its  appearance,  rapidly 
increasing  and  spreading  over  the  face.  I  was  sent  for  ;  the  cause 
of  the  previous  swelling  was  at  once  made  manifest ;  the  woman's 
neck  and  face  were  emphysematous,  it  being  plainly  evident  that 
the  right  lung  was  rapidly  leaking  air  from  the  apex,  and  not  only 
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filling  the  tace  and  the  neck  but  pressing  the  lungs  and  heart. 
Stimulants  were  at  once  administered  and  the  patient  enjoined  to 
breathe  as  lightly  as  possible  and  to  make  no  effort  ;  as  soon  as  she 
was  told  to  do  this,  she  would  fill  her  lungs,  set  her  chest  and  yell 
at  the  top  of  her  voice,  and  this  she  persisted  in  doing.  I  at  once 
sought  advice  and  got  the  opinion  of  both  Dr.  Andrew  Smith  and 
Dr.  Abbe  as  to  the  course  I  should  follow  ;  the  latter  advised 
incising  the  chest  and  confirmed  my  diagnosis  of  leakage  from  the 
lungs,  insisting  that  the  patient  must  have  had  pleurisy  ;  efforts  at 
vomiting,  combined  with  the  natural  ugliness  of  the  patient, 
having  resulted  in  breaking  away  of  the  old  adhesions  and  allow- 
ing leakage  from  the  lung.  I  made  strenuous  efforts  to  get  from  the 
mother  and  friends  a  history  of  the  patient  having  had  pleurisy  in  the 
past,  but  this  was  positively  denied.  I  returned  to  the  patient 
prepared  to  incise  the  chest  and  allow  the  escape  of  the  air,  but 
found  that  during  my  absence  the  lung  had  leaked  so  rapidly  that 
not  only  the  connective  tissue  of  the  head,  face  and  neck  of  the  patient 
was  filled  with  air,  but  it  had  crept  over  the  chest  and  down  the  sides 
and  back,  until  crepitation  was  present  over  the  hip-bone.  Both 
mediastina  were  distended  and  the  ribs  elevated  ;  the  heart  so 
compressed  that  no  pulse  could  be  felt  at  the  wrist,  and  I  saw  that 
the  time  for  incising  the  chest  had  passed  ;  she  lingered  until  the 
evening  of  the  tenth  day  and  died  from  compression  of  the  heart. 
Only  when  signing  the  death-certificate  was  I  able  to  have  my 
diagnosis  of  rupture  of  the  lung  confirmed  by  the  woman's  husband, 
who  declared  that  one  year  before  the  patient  had  suffered  from 
pleuro-pneumonia  and  that  the  doctor  who  attended  her  had  then 
informed  her  that  she  had  adhesion  at  the  top  of  the  right  lung  and 
should  be  careful  else  it  would  terminate  in  permanent  lung  trouble. 


DRAINAGE  WITH  GAUZE  PACKING  IN  RECURRENT  SAL- 
PINGITIS AND  PERITONITIS  AS  A  MEANS  OE  CURE 
AND  AS  PRELIMINARY  TO  CONSERVATIVE  OPERA- 
TIONS UPON  THE  APPENDAGES. 

By  W.  M.  Polk,  M.D., 

New  York. 

The  condition  to  which  I  propose  to  call  attention  to-night  is 
one  that  probably  is  as  familiar  to  this  audience  as  any  diseased 
condition  with  which  we  are  in  the  habit  of  dealing. 
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Formerly  known  as  chronic  cellulitis  and  peritonitis,  and  pre- 
senting itself  as  an  affection  which  resisted  the  methods  of  cure 
then  practiced,  it  left  upon  our  hands  a  class  of  cases  which 
threatened  to  become  a  standing  reproach  to  our  science. 

With  the  development  of  abdominal  surgery,  these  cases  pre- 
sented themselves  at  last,  as  conditions  requiring  laparotomy,  and 
the  improved  opportunities  for  study  which  laparotomy  presented 
gradually  revealed  them  to  us  as  instances,  not  so  much  of  cellu- 
litis and  peritonitis,  as  salpingitis,  ovaritis  and  peritonitis. 

Stimulated  by  the  impunity  with  which  the  abdomen  could  be 
opened,  many  cases  which  did  not  strictly  belong  to  the  old,  incur- 
able class,  were  swept  into  the  field  of  operation,  so  that,  at  this 
date,  one  might  almost  ask  what  more  can  be  done  for  them  than 
to  cut  them  out,  for  surely,  in  spite  of  sacrificial  cases  laparotomy 
gives  better  results  than  the  old  method,  and  continues  to  furnish 
results  which,  in  the  main,  satisfy  patient  and  doctor. 

I  will  not  consume  your  time  by  attempting  to  differentiate 
these  cases  more  clearly  than  the  name  indicates,  because  my  ob- 
ject is  more  to  call  your  attention  to  the  matter  of  treatment  than 
to  clinical  history  or  diagnosis.  With  your  permission  then,  I  will 
at  once  enter  upon  the  essentials  of  the  subject. 

We  all  recall  cases  of  chronic  salpingitis  and  peritonitis,  which, 
presenting  in  greater  or  less  degree  the  physical  evidences  of  the 
disorder,  are  mainly  represented  by  a  persistent  recurrence  of 
symptoms,  which  convert  the  patient  into  an  invalid.  There  is  a 
tendency  to  the  return  of  the  inflammatory  conditions  when  the 
patient  has,-  for  any  length  of  time,  been  free  from  medical  care. 
The  menstruation  becomes  more  painful,  associated  with  increased 
or  lessened  flow,  according  to  the  state  of  the  endometrium.  Ac- 
companying this  return,  there  is  evidence  of  enlargement  of  the 
inflamed  mass,  dependent  mainly  upon  increase  in  the  contents  of 
the  tubes,  or  possibly,  of  the  peritoneal  exudate,  together  with 
renewed  and  increased  involvement  of  the  ovary. 

At  the  present  time,  when  such  a  case  presents  itself,  where 
treatment  has  not  been  attempted  to  a  sufficient  degree,  the  con- 
scientious worker  resorts  to  that  routine  which,  unquestionably,  in 
nearly  every  instance,  produces  an  amelioration  of  the  conditions 
present  ;  namely,  rest  in  bed,  posture,  hot  douching,  vaginal  tam- 
ponade, accompanying  this  with  attention  to  the  general  health, 
with  a  view  to  placing  all  of  the  functions  upon  the  highest  possible 
plane. 
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Decided  improvement  in  the  patient's  condition,  renders  her  un- 
willing to  undergo  a  laparotomy  and  causes. most  surgeons  to  halt 
and  consider  before  urging  this  radical  step.  This  improvement, 
however,  must  be  accompanied  by  a  decided  'diminution  or,  still 
better,  disappearance  of  the  inflammatory  masses  which  represent 
the  appendages  and  surrounding  infiltration.  Where  such  dis- 
appearance has  not  occurred,  even  though  symptomatically  the 
patient  may  be  well,  the  mere  impossibility  of  doing  away  with 
the  exudate  prevents  the  surgeon  from  considering  his  patient 
sufficiently  cured  to  pass  from  under  his  observation,  and,  in 
general,  he  has  been  justified  in  such  instances,  in  recommending 
and  even  insisting  upon,  the  advisability  of  operation. 

Let  us  take  such  a  case  as  a  text  :  let  us  see  if  the  routine  of 
treatment,  as  carried  on  upon  the  lines  mentioned,  cannot  be  added 
to,  so  as  to  furnish  even  such  a  patient  a  fair  opportunity  for  such 
improvement  as  may  annul  the  necessity  for  operation.  If,  in 
other  words,  by  some  additional  procedure,  we  can  limit  the  num- 
ber of  so-called  incurable  instances  of  recurrent  salpingitis  and 
peritonitis,  in  view  of  all  that  surgical  removal  involves,  should 
we  not  even  strain  a  point  in  order  to  put  it  into  execution,  if  it  can 
be  shown  that  it  has  met  with  reasonable  success. 

I  would  suggest  then,  that  in  all  cases  of  the  type  in  question, 
in  which  you  have  an  enlarged  uterus,  before  abandoning  all  hope 
of  cure,  we  address  our  methods  of  depletion  to  the  uterus  iiself, 
that  we  invade  the  inside  of  the  uterus,  and  by  means  of  curetting 
and  drainage,  see  first  what  may  be  done  to  improve  the  case. 

You  are  familiar  with  the  views  upon  this  subject,  which  I  have 
expressed  in  the  past,  and,  therefore,  I  shall  not  detain  you  with 
any  description  as  to  how  this  can  be  done,  further  than  by  refer- 
ring to  my  recent  paper,  published  in  the  February  number  of  the 
New  York  Journal  of  Gynecology  and  Obstetrics.  My  own  experi- 
ence with  this  treatment,  as  a  matter  of  routine,  in  all  instances 
of  recurring  salpingitis  and  peritonitis,  is  so  gratifying  that  I  again 
earnestly  advocate  it  before  you.  Many  instances  during  the  past 
two  years  have  presented  themselves  in  my  ward,  giving  the  his- 
tory of  peri-uterine  inflammation,  extending  over  a  year  or  more, 
in  which,  after  faithful  treatment  of  these  conditions,  at  the  dispen- 
sary, sufficient  amount  of  annoyance  and  induration  yet  remained 
to  make  the  patient  conscious  of  her  incapacity.  These  cases  have 
all  been  curetted  and  packed  with  gauze,  and,  in  every  instance, 
the  halt  in  the  betterment  gave  way  to  sufficient  improvement  to 
make  the  patient  decline  further  interference. 
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Ten  of  these  cases  have  been  seen  and  examined  at  intervals, 
varying  from  four  to  eight  months  after  the  operation,  and  all  have 
been  found  in  excellent  condition. 

It  would  appear  then  that,  given  a  case  of  chronic  inflamma- 
tion of  the  tubes  and  ovaries,  which  persisted  in  spite  of  the  treat- 
ment which  up  to  the  present  has  been  considered  sufficient,  we 
should,  before  recommending  removal  of  the  appendages  resort  to 
the  direct  treatment  of  the  interior  of  the  uterus. 

I  will  not  attempt  here  any  explanation  of  the  improvement 
which  occurs  in  these  cases,  for  the  reason  that,  as  yet,  we  are 
scarcely  in  a  position  to  speak  knowingly.  Arguing  from  analogy, 
one  would  have  a  right  to  state  and  believe  that  all  those  cases  in 
which  the  tube  opening,  connecting  with  the  uterus,  remained 
patent,  would  respond  favorably  to  this  treatment,  and  yet,  analogy 
in  the  way  of  endosmotic  action  might  likewise  be  used  to  explain 
a  similar  improvement,  even  though  the  end  of  the  tube  in  ques- 
tion, was  closed.  At  the  same  time,  it  is  hardly  to  be  believed 
that  such  improvement  would  be  as  thorough,  or  hold  as  long,  as 
that  obtained  in  cases  in  which  the  intestine  end  of  the  tube  was  open. 
Still,  as  we,  at  the  present  time,  have  no  means  of  distinguishing, 
with  certainty,  all  cases  with  open  tubes  from  those  which  are 
closed,  I  would  suggest  that  the  bearing  of  this  phase  of  the  case 
upon  the  treatment  must,  for  the  present  be  ignored.  Treatment 
should  be  applied,  whether  we  know  the  tube  to  be  open  or  not. 
Unquestionably  there  are  cases  in  which  pressure  upon  the  extra- 
uterine mass  will  cause  a  flow  of  pus  and  purulent  fluid  from  the 
uterus,  the  inference  from  such  an  occurrence  being,  of  course,  self- 
evident,  but  it  does  not  follow  that  every  case  in  which  such  pres- 
sure fails  to  produce  such  discharge  from  the  uterus,  has,  of  neces- 
sity, a  closed  tube.  It  would  appear  to  depend  largely  upon  the 
amount  of  fluid  present. 

While  advocating  this  treatment,  it  is  a  matter  of  importance  to 
determine  if  there  be  any  period  during  which  it  is  likely  to  prove 
more  effectual  than  another.  My  observation  teaches  me  that  the 
period  immediately  preceding  menstruation  is  that  in  which  the 
best  results  may  be  obtained,  for  it  is  that  in  which  the  greatest 
amount  of  depletion  will  occur ;  is  that  in  which  the  greatest 
amount  of  reduction  of  the  extra-uterine  mass  will  be  obtained. 

Your  knowledge  of  the  increased  vascularity  of  the  uterus  at 
this  period,  and  consequently,  of  its  increased  susceptibility  to  de- 
pletion, will  explain  the  reason  for  this  increased  action.  But  there 
is  yet  another  reason  for  selecting  this  especial  period.    Should  ill 
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results  follow  the  treatment  they  will  come  in  conjunction  with  the 
succeeding  menstrual  flow  provided  a  free  escape  of  the  uterine 
secretions  is  not  provided  for.  The  surest  way  to  provide  for  this 
free  escape  is  maintenance  of  the  patency  of  the  cervical  canal. 
This  is  accomplished  by  the  gauze,  and  this  potency  remains  for 
one  or  two  days  after  the  withdrawal  of  the  gauze.  Apply  the 
treatment,  therefore,  in  the  week  immediately  preceding  the  men- 
struation, permitting  the  "packing"  to  remain  in  place  even  up  to 
the  date  of  flow  itself  if'  thought  best. 

I  am  fully  aware  that  in  advising  such  interference  with  the  in- 
side of  the  uterus  at  such  a  period  I  am  trenching  upon  well-estab- 
lished traditions.  I  also  am  aware  that  in  advocating  interference 
with  the  inside  of  the  uterus  in  cases  of  peri-uterine  inflammation, 
I  have  already  trenched  upon  firmly  rooted  opinions  ;  but,  in  the 
first  instance,  as  in  this,  my  advocacy  is  based  upon  experience  ob- 
tained in  the  wards  of  Bellevue  Hospital,  where  the  careful 
observation  exercised,  forbids  any  misunderstanding  of  the  results 
obtained. 

I,  therefore,  am  prepared  to-night  to  sustain  the  statement 
already  made,  by  the  further  statement  that  such  packing  of  the 
inside  of  the  uterus  can  remain  in  the  interior  of  the  organ  through- 
out the  menstrual  period,  without  risk  to  the  patient.  It  is  true, 
that  I  have  had  this  happen  but  three  times,  but  the  entire  freedom 
from  any  disturbance  presented  by  these  patients,  is  sufficient  to  me 
to  justify  the  plan  of  action  suggested. 

I  wish  here,  Mr.  President,  to  make  the  statement  that,  this 
method,  in  common  with  every  human  endeavor,  has  its  failures  as 
well  as  its  successes.  The  failures,  however,  have  never  left  my 
patient  in  worse  condition  than  before,  but  have  simply  fallen 
short  of  that  degree  of  relief  which  would  justify  one  in  stating 
to  the  patient  that  she  had  escaped  the  certainties  of  laparotomy- 

Granting  then,  that  we  have  our  failures,  what  do  they 
signify?  In  every  instance,  the  result  obtained  has  been  a  diminu- 
tion in  the  size  of  the  peri-uterine  mass.  Our  knowledge  of  these 
masses  in  general,  teaches  us  that  in  the  main,  they  are  composed 
of  the  tube.  The  diminution  then,  implies  an  attempt  on  the  part 
of  the  tube,  to  return  to  its  normal  state.  The  exact  condition  of 
such  appendages  can,  of  course,  only  be  determined  by  exploratory 
incisions,  but,  given  a  case  of  salpingitis,  peritonitis,  ovaritis,  in 
which  the  inflammatory  process  is  active  and  possibly  excessive, 
and  subject  that  case  to  the  preliminary  treatment  here  mapped 
out,  so  as  to  obtain  as  much  improvement  as  can  be  had,  is  it  not 
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fair  to  assume  that,  should  we  then  be  obliged  to  open  the  abdo- 
men, we  would  find  the  appendages  in  far  better  condition  for 
conservative  operation  than  had  we  operated  sooner. 

It  is  obvious  then,  that  whatever  may  be  our  ultimate  course, 
this  preliminary  treatment  is  a  necessity. 

I  am  tempted  here  to  make  a  digression,  so  as  to  indulge  a  short 
inquiry  concerning  the  natural  history  of  a  case  of  inflammation  of 
the  Fallopian  tube,  ovaries  and  peritonaeum. 

In  reviewing  the  history  of  a  case  of  salpingitis  and  peritonitis, 
we  find  that  here,  as  elsewhere  upon  serous  structures,  the  amount 
of  destruction  is  dependent,  first,  upon  the  virulence  of  the  poison, 
and,  second,  upon  the  susceptibility  of  the  patient,  as  revealed  by 
certain  constitutional  states. 

Assuming  that  it  is  a  case  of  septic  salpingitis,  in  which  the 
patient  has  escaped  general  peritonitis,  and  yet  in  which  the  amount 
of  inflammation  falls  short  of  the  production  of  pelvic  abscess, 
the  tendency  unquestionably  is  towards  recovery,  and  this  holds 
good  even  though  there  be  considerable  purulent  exudate  in  the 
tube  (it  is  doubtful  whether  there  is  such  a  thing  as  a  recovery 
where  pus  is  formed  in  the  ovary  or  in  the  peritoneal  cavity). 

It  is  always  to  be  borne  in  mind  that  within  the  tube  we  are 
dealing  with  the  inflammation  of  a  mucous  membrane,  and  that 
there  is  a  far  more  decided  tendency  to  the  absorption  of  purulent 
material  from  such  surfaces  than  where  it  develops  in  any  of  the 
cellular  planes.  This  accounts  for  the  fact  that,  although  we  have 
distention  in  every  case  of  acute  salpingitis,  with  closure  of  the 
pavilion  end-of  the  tube,  in  time  the  exudate  may  be  absorbed,  and 
thus  the  patient  rid  of  danger.  Unquestionably,  quite  a  number  of 
these  cases  discharge  themselves  through  the  natural  passages,  the 
patient  being  rid  of  the  pus  in  this  way. 

It  is  never  possible  in  any  given  case  to  say  how  far  recovery 
will  progress  in  salpingitis.  At  the  same  time,  here  as  elsewhere, 
the  amount  of  damage  sustained  is  in  proportion  to  the  amount  of 
inflammatory  reaction  experienced.  Symptoms  and  physical  signs 
are,  therefore,  our  guides  as  to  the  true  state  of  affairs,  and  cer- 
tainly, symptoms  and  signs  do,  as  we  very  well  know,  clearly 
indicate  cure  in  some,  and  improvement  in  nearly  all. 

Looking  directly  at  the  tube,  we  find  that  its  improvement 
means  the  disappearance  of  purulent  or  muco-purulent  contents, 
the  disappearance  of  peritoneal  exudation  and  exudation  within  its 
walls,  the  disappearance,  or  at  least,  elongation  of  bands  of  false 
membrane,  and  perhaps  the  reopening  of  the  outer  end  of  the  tube 


452 


Wm.  M.  Polk,  M.D. 


that  has  been  closed,  the  tendency  of  the  ovary  being  likewise  to 
return  to  its  normal  state. 

This  return  on  the  part  of  the  appendages  and  surroundings  is 
dependent  upon  the  amount  of  damage  sustained,  but  there  are  not 
a  few  in  which  all  the  functions  of  the  organs  may  be  restored, 
and  yet,  in  many  instances,  this  return  of  function  is  scarcely 
possible. 

Let  us  suppose  that  we  have  a  case  that  has  resisted  all  our 
efforts  of  treatment,  and  yet  in  which  we  have  been  able  to  score 
improvement.  When  we  enter  the  abdomen,  we  surely  will  find 
the  appendages  in  conditions  that  will  favor  operative  interference 
far  more  than  if  we  had  interfered  early.  These  are  cases  in 
which,  perhaps,  the  outer  end  of  the  tube  is  open  but  imprisoned 
by  adhesions.  Break  up  the  adhesions  and  free  the  appendages. 
It  may  be  that  some  few  have  cysts  developed  in  the  ovary,  these 
may  be  enucleated  or  we  may  even  resect  a  considerable  portion 
of  the  ovary,  leaving  enough  to  care  for  menstruation.  But,  sup- 
pose that  there  is  a  closed  tube  ;  it  may  be  that  we  can  open  the 
outer  extremity  and  by  stitching  the  mucous  and  serous  coats  to- 
gether, provide  for  the  maintenance  of  the  patency  of  the  tubes. 
Supposing  that  the  tube  contain  quantities  of  blood  or  pus,  surely 
an  amputation  of  the  tube,  leaving  the  ovary  or  part  of  it  in  posi- 
tion, is  permissible. 

To  sum  up  the  points  which  I  desire  to  bring  before  you  in  this 
paper,  I  would  say  that  I  first  wish  to  call  attention  to  the  advis- 
ability of  extending  our  treatment  of  peri-uterine  inflammation  by 
scraping  and  packing  the  inside  of  the  uterus, — by  selecting  for  this 
treatment,  the  period  immediately  antecedent  to  menstruation.  In 
case  this  does  not  give  a  sufficient  degree  of  cure,  making  it  neces- 
sary to  go  further,  that  we  operate  in  such  a  way  as  to  save  the 
patient  all  or  as  much  of  the  appendages  as  their  condition  will 
warrant,  bearing  in  [mind  always  that  the  essential  object  of  our 
procedure  is  the  maintenance,  as  far  as  possible,  of  the  function  of 
menstruation. 

The  question  of  pregnancy  is  a  secondary  one  in  this  proceed- 
ing, for  the  reason  that  it  is  hardly  to  be  supposed  that  any  great 
success  will  be  met  with  in  this  direction.  Still,  the  maintenance  of 
the  function  of  menstruation  is  of  sufficient  importance  in  its  bearing 
upon  the  health  of  most  women,  to  justify  us  in  these  conservative 
procedures.  (For  a  report  upon  "Fifty  Cases  of  Conservative 
Operations  upon  the  Appendages,"  see  New  York  Journal  of  Obstet- 
rics, September,  1891.) 
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ACCIDENTAL  URETERO-VAGINAL  FISTULA  FOLLOWING 
HYSTERECTOMY  —  CURE  BY  KOLPO  -  URETERO-CYS- 
TOTOMY,  GRADUAL  PREPARATORY  TREATMENT  AND 
BUTTON-SUTURE. 

By  Nathan  G.  Bozeman,  Ph.B.,  M.D., 

Late  Assistant  Surgeon  Woman's  Hospital,  Gynaecologist  to  St.  Francis  Hospital,  J.C.,  etc. 

Ix  my  paper  I  shall  endeavor  as  briefly  as  possible  to  treat  of  a 
procedure  for  the  cure  of  a  surgical  affection  in  women,  which 
when  it  exists  is  manifested  by  an  escape  of  urine  into  the  vagina, 
there  being  no  direct  communication  between  the  latter  and  the 
bladder,  commonly  called  uretero-vaginal  fistula.  Among  the 
causes  of  this  lesion  are  protracted  labor  and  instrumental  delivery  ; 
a  lack  of  precautionary  measures,  to  dispose  of  the  mouths  of  the 
ureters  in  operations  for  closure  of  large  vesico-vaginal  fistula?,  thus 

*  causing  the  flow  of  urine  to  be  directed  into  the  vagina.  A  pessary 
by  producing  ulceration  of  the  vaginal  mucous  membrane  and 
the  ureter  has  caused  it.  Pelvic  abscesses  opening  in  the  vagina 
in  the  vicinity  of  the  ureterspontaneously  or  by  incision  have  resulted 
in  uretero-vaginal  fistula.  In  amputating  the  cervix  uteri  the  ureter 
has  been  incised  causing  alistula.   Silk  ligatures  after  hysterectomy 

•  have  ulcerated  through  into  the  vagina  at  the  point  where  the 
ureter  enters  the  vesico-vaginal  septum,  resulting  in  injury  to  it 
and  permanent  uretero-vaginal  fistula.  And  as  a  congenital  mal- 
formation the  ureter  in  one  case  has  been  reported  to  have  opened 
into  the  vagina. 

Cases  of  this  form  of  fistula  are  comparatively  rare,  and  the 
literature  of  the  subject  is  recent.  The  treatment,  though,,  when 
carried  out  in  the  manner  which  I  have  been  taught  by  my  father, 
Dr.  Nathan  Bozeman,  is  very  satisfactory. 

I  have  two  cases  of  uretero-vaginal  fistula  to  report  both  of 
which  have  been  cured.  One  operated  on  by  my  father  in  1870 
was  the  result  of  instrumental  delivery  and  was  complicated  by 
cicatricial  contractions  in  the  vagina  which  had  to  be  overcome  by 
incisions  and  graduated  intra-vaginal  pressure  according  to  his 
method  before  the  fistula  presented  itself  to  view.  This  case  had 
been  seen  by  several  prominent  gynaecologists  who  had  not  appre- 
ciated the  exact  lesion  on  account  of  the  complication  which  I 
have  mentioned.  My  patient  suffering  from  uretero-vaginal  fistula 
was  placed  in  my  care  by  Dr.  F.  G.  Payn  at  the  Bayonne  City 
Hospital  over  one  year  ago.    The  escape  of  urine  into  the  vagina 
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in  this  case  began  one  month  after  the  operation  of  supra-vaginal 
hysterectomy. 

The  first  systematic  treatment  of  an  uretero- vaginal  fistula  was 
made  by  Prof.  Gustav  Simon,  July  26,  1856.  The  patient  presented 
herself  to  him,  November  8,  1854,  suffering  from  two  fistulous  open- 
ings in  the  vagina,  one  being  a  vesicovaginal  fistula  which  he 
closed.  On  examining  the  other  afterwards  he  was  surprised  to  find 
no  communication  through  it  between  the  bladder  and  vagina,  as 
demonstrated  by  probing.  He  passed  the  probe  on  one  occasion 
six  inches,  but  was  not  aware  at  the  time  that  it  had  entered  the  ure- 
ter. He  cauterized  the  small  fistulous  opening  with  nitrate  of  sil- 
ver and  was  unexpectedly  called  to  witness  the  following  results  : 
For  two  hours  the  patient  kept  dry,  during  which  time  she  had 
agonizing  pain  beginning  in  the  left  groin  extending  up  to  the 
lumbar  region  in  the  neighborhood  of  the  kidney  ;  she  also  vomited 
and  suffered  from  severe  headache.  Then  there  was  a  gush  of  urine 
from  the  vagina,  when  the  alarming  symptoms  gradually  subsided, 
the  urine  escaping  as  before.  It  then  dawned  upon  the  surgeon  that 
he  had  cauterized  the  end  of  the  ureter,  temporarily  obstructing 
the  flow  of  urine.  He  injected  colored  fluids  into  the  bladder  and 
noticed  that  they  did  not  escape  into  the  vagina  where  only  clear 
urine  from  the  kidney  collected,  he  then  made  the  diagnosis  of 
uretero-vaginal  fistula.  To  cure  it  he  cut  through  the  vesicovagi- 
nal septum  at  the  point  where  the  ureter  opened  and  after  denud- 
ing around  it  approximated  the  scarified  mucous  membrane  of  the 
vagina  with  interrupted  silk  sutures.  The  operation  was  a  failure 
because  the  bladder  opening  healed  first.  Before  attempting  closure 
again  he  tried  for  awhile  to  keep  patulous  the  incision  into  the  bladder 
with  a  seton  and  by  passing  sounds,  but  failed.  He  came  to  the 
conclusion  then  that  kolpokleisis  should  be  employed  for  such  fistula?. 

The  histories  of  twenty  women  who  have  suffered  from  uretero- 
vaginal  fistula  have  been  collected  after  a  diligent  search.  These 
together  with  the  two  I  am  about  to  report  make  a  total  of  22 
cases.  The  names  of  the  surgeons  to  whom  these  cases  are 
accredited  and  the  number  which  each  one  has  observed  are  as 
follows:  1  Simon  2,  2Alquie  1,  3  Panas  1,  4  Parvin  1,  6Campbell  1, 

1  Gustav  Simon — Deutsche  Klinik,  June  26,  1856,  page  310. 

"  "        Beitrage  zur  Geburtskunde  und  Gynakologie,  Wiirzburg, 

i860,  vol.  iv.,  page  I. 
sAlquie — La  Presse  Medicale  Beige,  Brussels,  1857,  No.  30. 

Panas — Gazette  des  Hdpitaux,  i860,  No.  69,  page  273. 
*  Theophilus  Parvin — Western  Journal  of  Medicine,  October  1867,  page  603. 
« 1  )r.  Henry  F.  Campbell — American  Journal  Medical  Sciences,  January,  18S0. 
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6  Landau  i,  'Zweifel  I,  8  Bandl  3,  9  Baker  1,  10  Emmet  3,  11  Hahn 
1,  12  Max  Schede  2,  13  Nicoladoni  1,  uKehrer  1,  Bozeman  1,  the 
author  1. 

URETERO-VAGINAL  FISTULA. 

10  resulted  from  protracted  labor  and  instrumental  delivery. 
5       "       "     unsuccessful  operations  for  closure  of  pre-existing 

vesicovaginal  fistulae. 
1        "       "     ulceration  caused  by  pessary. 
3       "       "     pelvic  abscesses. 

1        "        "     suppuration  and  working  out  of  ligatures  into  the 

vagina  after  hysterectomy. 
1        "        "     amputation  of  cervix  uteri. 
1  was  congenital. 

22 

The  result  of  treatment  has  been:  Cured  10,  not  cured  9,  kolpo- 
kleisis  2,  removal  of  kidney  on  affected  side  1. 

In  a  recent  number  of  the  Centralblatt  fur  Gynakologie  I  have 
read  a  review  of  Dr.  Althen's  paper  on  this  subject  ;  he  is  reported 
to  have  collected  thirty-five  cases  of  uretero-vaginal  fistulae  twenty 
of  which  have  been  operated  on,  ten  of  these  were  cured  and  ten 
were  not  cured. 

Dr.  Nathan  Bozeman15  was  the  first  to  draw  the  attention  of  the  pro- 
fession to  the  fact  that  when  injuries  to  the  vesical  ends  of  the  ureters 
complicated  vesico-vaginal  fistulae  special  precautions  should  be 
taken  to  avoid  bringing  their  lumen  into  the  line  of  coaptation  when 
operating,  or  in  any  way  blocking  up  their  calibre  by  the  sutures. 
He  accomplished  this,  in  his  first  case,  July  12,  1856,  by  slit- 
ting the  implicated  ureters  for  one-fourth  inch  inside  the  bladder, 
and  then  straddling  them  with  the  sutures  to  avoid  constriction. 
This  was  done  by  placing  one  suture  on  either  side  of  the  ureter  and 
in  a  direction  parallel  with  its  course,  for  which  purpose  his  button- 

6 Landau — Gynak.  Arch.,  1877,  vol.  ix.,  page  426. 

7  Zweifel — Thomas  on  "Diseases  of  Women,"  1880,  page  264. 

8  Ludwig  Bandl — Wiener  Medicinische  Wochenschrift,  1877. 
9W.  H.  Baker— New  York  Medical  Journal,  December,  1878. 

10  T.  A.  Emmet — Principles  and  Practice  of  Gynaecology,  1884,  page  848. 

11  E.  Hahn — Berliner  Klin.  Wochenschrift,  1879,  page  397. 

12  Max  Schede — Centralblatt  fur  Gynakologie,  1881,  vi.,  page  547-553. 

13 C.  Nicoladoni — Wiener  Med.  Wochensch.,  1882,  xxcii.,  14,  page  389-393. 
14  Kehrer — Centralblatt  fur  Gynakologie,  1889,  No.  32. 

15 North  American  Med. -Chir.  Review,  July  and  November,  1857.  Cases  viii. 
and  x. 
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suture  was  well  adapted  because  the  wires  stood  far  apart  and  but 
few  of  them  were  required.  Graduated  intra-vaginal  pressure  and 
dilatation  have  a  tendency  also  in  large  openings  to  roll  in  the 
borders  of  the  fistula  and  carry  the'  mouths  of  the  ureters  away 
from  the  possibility  of  injury.  As  an  illustration  of  this  important 
point,  Dr.  Bozeman  in  his  note-book  on  cases  seen  before  1857, 
states  that  in  1853  he  saw  a  patient  with  Dr.  Sims  in  Montgom- 
ery, Ala. ,  who  had  prolapsus  of  the  bladder  through  the  fistulous 
opening.  It  presented  externally  the  size  of  an  orange,  with  the 
vesical  terminations  of  the  ureters  visible  on  the  surface  of  the 
extruded  and  inflamed  organ.  Dr.  Sims  stated  at  the  time  that 
only  Vidal's  operation  offered  a  prospect  of  relief  to  the  woman  of 
her  incontinence  of  urine.  When  this  surgeon  left  Montgomery  for 
New  York  the  patient  fell  into  my  fathers  hands.  He  gave  her 
some  comfort  by  brushing  over  the  inflamed  bladder  with  a  solution 
of  nitrate  of  silver,  and  finally  attempted  Vidal's  operation,  but  failed 
in  this.  The  fistulous  opening  he  closed  afterwards  with  the  button- 
suture,  but  the  success  of  this  operation  was  in  a  measure  due  to  grad- 
ual preparatory  treatment  which  he  then  instituted,  and  it  consisted  in 
this  case  of  reposition  and  distention  of  the  bladder  in  the  supported 
knee-chest  position  and  the  daily  introduction  of  cylindrical  columns 
of  sponges  in  oil-silk  bags,  which  held  the  bladder  in  place,  absorb- 
ing a  portion  of  the  urine,  thus  keeping  the  patient  dry  for  a  while 
and  acting  as  obturators  held  some  of  the  secretion  in  the  bladder 
which  stimulated  its  muscular  coat  to  contract.  The  result  was  that 
at  the  time  of  the  operation  for  the  closure  of  the  fistula  the  ureters  had 
been  put  out  of  sight,  but  their  relative  positions  being  known  they 
were  avoided  by  placing  the  sutures  far  apart.  I  have  gone  into 
the  details  in  these  cases  to  show  what  observations  Dr.  Bozeman 
had  made  on  the  ureters  at  that  early  date,  and  to  indicate  his  mode 
of  operating  for  uretero-vesico-vaginal  fistula  because  I  believe  that 
every  case  of  uretero-vaginal  fistula  should  be  converted  into  this 
kind  of  fistula  in  order  to  be  cured. 

Mrs.  E.  C. ,  set.  thirty-nine;  menstruated  at  fifteen;  had  always 
been  regular  and  had  no  pain  up  to  eight  years  ago,  when  she  be- 
gan to  menstruate  profusely  every  three  weeks,  and  suffered  from 
pain  in  the  back  and  side;  she  has  had  no  children  nor  miscarriages. 
May  12,  1890,  uterus  and  appendages  removed  for  fibroids  at  the 
German  Hospital ;  she  made  a  good  recovery  from  the  operation, 
but  one  month  afterwards  noticed  that  some  of  her  urine  escaped 
involuntarily,  although  she  emptied  the  bladder  regularly  in  the 
natural  way.    To  be  relieved  of  this  trouble  she  entered  the  Bay- 
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onne  City  Hospital  August  3d,  when  I  was  called  to  attend  her. 
On  examining  her  I  found  the  vulva  and  vagina  red  and  inflamed 
from  escaping  urine.  The  cervix  uteri  was  absent,  and  high  up  in 
the  vagina  to  the  left  could  be  felt  some  incrustations  of  earthy 
phosphates,  which  proved  to  have  been  deposited  by  the  urine  on 
a  bunch  of  silk  ligatures  which  were  protruding  at  that  point  from 
the  vaginal  wall.  They  were  easily  removed,  leaving  a  small  fistu- 
lous opening  which  did  not  communicate  with  the  bladder.  A 
cicatrix  one-half  inch  long  extended  out  from  this  fistula.  Exami- 
nation of  the  abdomen  revealed  the  cicatrix  of  a  median  abdominal 
incision.  Bozeman's  utero-vesical  drainage-support  of  a  suitable 
size  was  then  introduced  and  worn  by  the  patient  to  protect  her 
from  the  incontinence  of  urine.  It  was  to  be  removed  twice  a  day 
for  douching  and  cleansing.  As  all  the  urine  escaping  into  the  vagina 
was  collected  in  this  way,  it  was  often  compared  for  a  given  time 
with  the  secretion  from  the  bladder,  and  in  every  instance  the  quan- 
tities were  equal.  This  left  no  doubt  as  to  the  diagnosis  of  utero- 
vaginal fistula. 

In  February,  assisted  by  Drs.  Field,  Dalas,  Luce,  Payn  and 
Murray  the  following  operation  was  performed:  The  patient  hav- 
ing been  secured  on  Bozeman's  operating  chair  and  without  an 
anaesthetic,  the  bladder  was  filled  with  warm  water.  The  anterior 
vaginal  wall  being  exposed  and  put  on  the  stretch  by  Bozeman's 
speculum  and  retractor,  Bozeman's  counter-pressure  hook  was 
passed  through  the  urethra  and  the  loop  made  to  press  against  the 
bladder-wall  just  in  front  of  the  ureteral  orifice.  Into  it  a  small 
barbed  spear'was  thrust  transfixing  the  vesico-vaginal  septum,  this 
could  not  be  withdrawn  and  around  it  incisions  were  made  through 
the  septum  ;  in  this  manner  a  good-sized  disk  was  removed.  The 
end  of  the  ureter  was  in  the  upper  border  of  the  artificial  uretero- 
vesico-vaginal  fistula.  All  bleeding  was  controlled  by  a  continuous 
catgut  suture.  The  patient  was  then  put  to  bed,  and  by  means  of 
my  continuous  irrigator  and  drain  (see  Fig.  1.)  the  urine  was  con- 
veyed from  the  vagina  as  fast  as  it  found  its  way  through  the 
fistula,  there  was  consequently  no  retention  of  it  and  no  deposit 
of  earthy  phosphates  around  the  opening ;  the  raw  edges  cicatrized 
in  ten  days.  After  this  she  was  allowed  to  get  up  and  use  the  same 
utero-vesical  drainage-support.  From  time  to  time  during  the 
next  few  months  the  ureter  was  slit  up  on  the  bladder-side  and 
dilated  with  sounds,  these  could  not  at  any  time  be  introduced 
further  than  iy2  inches  on  account  of  the  surrounding  plastic  exuda- 
tion, the  result  of  the  hysterectomy.    It  was  thought  advisable 
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under  these  circumstances  to  wait  a  considerable  time  and  employ 
in  conjunction  with  drainage  intra-vaginal  pressure  and  dilatation  be- 
fore closing  the  fistula,  for  fear  that  other  ligatures  might  come  away. 
This  supposition  was  strengthened  by  the  fact  that  pus  escaped  from 
the  ureteral  orifice.  It  is  interesting  to  state  here  that  the  patient  was 
so  well  protected  by  the  drainage-support  from  the  involuntary  escape 
of  urine  that  she  made  two  trips  to  the  West  Indies  in  the  capacity 
of  stewardess  and  danced  at  social  gatherings  several  times  while 
wearing  it. 

On  October  18,  1891,  the  operation  for  closure  of  the  artificial 
uretero-vesico-vaginal  fistula  was  performed  at  St.  Francis  Hospital. 


Fig.  1. 

I  was  ably  assisted  by  Dr.  Fry  of  Washington,  Drs.  Varick,  Lamp- 
son,  McGill,  Broderick  and  Smith  of  the  hospital  staff.  Ether  was 
administered  in  the  supported  knee-chest  position  on  Bozeman's 
chair.  The  denudation  was  difficult  and  tedious  because  it  had  to 
be  done  high  up  in  the  vagina  and  to  the  left  side,  the  scarification 
was  at  least  3-8  inch  in  breadth  and  extended  to  the  mucous  mem- 
brane of  the  bladder.  It  required  great  care  to  pass  the  sutures  be- 
cause the  edge  of  the  fistula  in  the  neighborhood  of  the  ureter  was 
rendered  immovable,  as  I  have  said  before,  on  account  of  plastic 
exudation  and  was,  as  well,  in  close  proximity  to  the  rectum.  The 
two  first  sutures  to  the  left  were  more  than  1-4  inch  apart  and  were 
introduced  parallel  to  the  course  of  the  ureter,  one  on  cither  side  so 
as  to  straddle  it.    Four  sutures  were  employed,  the  opening  being 
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1  1-4  inches  in  transverse  diameter.  No.  24  silver  wire  was  used,  the 
borders  were  brought  together  by  shouldering  the  wires  with  Boze- 
man's  suture  adjuster.  There  was  perfect  adaptation,  and  when  the 
button  was  adjusted  and  secured  with  four  shot,  all  the  raw  surface 
was  covered  by  it,  thus  protecting  the  wound  from  all  septic  in- 
fluences from  without.  A  soft  rubber  catheter  was  retained  in  the 
bladder.  The  patient  experienced  no  particular  distress  after  the 
operation  to  indicate  that  there  was  any  interference  with  the  flow 
of  urine  into  the  bladder.  The  sutures  were  removed  on  the  seventh 
day.  There  was  perfect  union  without  a  sign  of  suppuration.  The 
button  having  protected  the  edges  just  as  an  antiseptic  dressing 
would  do.  Very  little  opium  was  required  to  quiet  the  bowels,  and 
on  the  tenth  day  they  moved  voluntarily.  On  the  fourteenth  day 
the  patient  was  allowed  to  get  up.  J  saw  her  last  four  weeks  after 
the  operation.  There  was  then  a  little  pus  in  the  bladder,  and  she 
was  instructed  how  to  wash  it  out.  She  passed  the  urine  naturally 
four  or  five  times  during  the  day. 

THE  UTERINE  ELEVATOR  AS  AN  AID  TO  ABDOMINAL 

DIAGNOSIS.1 

By  H.  Marion  Sims,  M.D. 

I  have  otten  been  much  surprised  in  conversations  with  medical 
men,  and  especially  with  those  of  the  rising  or  younger  members 
of  the  profession,  to  find  how  few  of  them  had  seen,  or  even  knew 
what  a  uterine  elevator  was,  other  than  the  Simpson  sound. 

More  than  thirty  years  ago  my  father  was  struck  by  the  error  of 
the  principle  of  action  of  the  sound  as  an  elevator.  He  objected 
to  it  because  it  elevated  the  uterus  in  a  lateral  axis,  and  the  whole 
weight  of  the  organ  resting  on  the  point  of  the  sound.  Then  the 
fundus  is  only  elevated  as  high  as  the  promontory  of  the  sacrum, 
unless  the  handle  of  the  sound  is  depressed  upon  the  perinaeum  in 
order  to  raise  the  point  and  push  the  fundus  higher  up  in  the  pelvis. 
The  replacing  of  the  uterus  in  this  manner  often  causes  haemor- 
rhage, produces  severe  pain  at  times,  and  I  have  myself  known  of 
more  than  one  case  where  death  has  resulted  from  an  accidental 
perforation  of  the  fundus  uteri  by  the  point  of  the  sound.  This 
accident  is  not  necessarily  fatal  but  extremely  mortifying  to  have 
happen  in  any  one's  hands. 


^ead  before  the  New  York  Obstetrical  Society,  April  19,  1892. 
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The  Sims'  elevator  was  invented  on  a  truly  common-sense  and 
mechanical  principle.  It  does  away  with  any  chance  of  accident 
by  perforation  of  the  fundus ;  it  causes  very  little  or  no  pain  when 
used  properly  and  gently ;  very  seldom  causes  any  flowing  (except 
in  fibroid  cases).  It  elevates  the  uterus  in  its  own  direct  axis 
instead  of  a  rotary  axis,  and  the  whole  weight  and  resistance  is 
borne  by  the  shaft  and  disk  of  the  instrument  instead  of  on  the 
point  of  the  sound,  as  taught  by  Simpson.  It  has  the  further  ad- 
vantage over  the  sound  of  causing  no  possible  injury  to  the  uterus 
itself,  and  the  danger  of  producing  any  inflammation  in  or  about 
the  uterus  or  tubes  is  reduced  to  a  minimum.  I  have  used  this  in- 
strument constantly  for  twenty  years,  and  have  yet  to  see  the  first 
case,  in  my  hands,  where  any  subsequent  inflammation  has  oc- 
curred. Of  course,  it  goes  without  saying,  that  your  instrument 
must  be  perfectly  clean  and  aseptic,  otherwise  you  run  just  as 
much  risk  as  you  would  with  any  dirty  instrument  that  is  used  in 
gynaecological  manipulations.  In  replacing  a  retroverted  uterus 
with  the  elevator,  it  is  easy  to  tell  when  you  have  adhesions  to 
deal  with,  and  with  one  finger  in  the  vagina  or  rectum  you  can 
soon  map  out  the  extent  of  the  adhesions,  their  situation  in  relation 
to  uterus  and  rectum,  and  very  often  their  resistance  can  be  accu- 
rately determined.  It  seems  to  me  that  any  one  versed  in  gynae- 
cological work,  who  has  a  retroverted  uterus  to  replace,  could  not 
hesitate  a  moment  between  the  sound  and  elevator,  as  to  which  is 
the  better  instrument  and  better  method  to  employ  in  overcoming 
the  malposition.  The  one  is  risky,  painful  and  unnatural  in  its 
mechanical  action,  the  other  is  simple,  safe,  almost  painless  in  its 
use,  and  more  correct  in  its  mechanism,  by  elevating  the  uterus  in 
its  own  direct  axis  instead  of  a  lateral  or  rotary  axis.  I  have  made 
these  few  remarks  in  regard  to  the  action  of  the  instrument  more 
for  the  benefit  of  those  younger  members  of  the  profession  who 
have  not  become  familiar  with  the  elevator  and  its  use,  than  for 
any  benefit  which  the  older  fellows  of  this  Society  can  derive 
from  my  remarks,  for  I  have  no  doubt  they  are  all  perfectly 
familiar  with  what  I  have  said. 

During  the  past  ten  years  it  has  been  my  fortune  to  be  called 
upon  in  my  own  practice,  and  in  consultation  with  other  medical 
men,  to  make  a  diagnosis  and  give  an  opinion  in  some  three  hun- 
dred or  more  cases  of  abdominal  and  pelvic  diseases. 

In  the  majority  of  cases  the  diagnosis  of  the  more  simple 
diseases  is  an  easy  enough  matter  to  the  gynaecologist  who  is  per- 
fectly familiar  with  the  normal  touch  of  the  pelvic  organs  and  their 
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surroundings,  and  who  has  educated  his  finger  to  at  once  detect 
the  smallest  nodule  on  the  wall  of  the  uterus,  or  the  slightest  vari- 
ation in  the  size,  shape#  and  position  of  the  ovaries  and  tubes. 
These  cases  are  the  easy  ones  to  diagnose,  and  the  good  laparoto- 
mist  can  detect  with  his  experienced  touch  any  change  that  may 
take  place  from  week  to  week,  and  from  month  to  month. 

Every  now  and  then  we  will  have  a  case  presented  for  diagnosis 
in  which  we  will  meet  with  many  difficulties.  One  of  the  most 
frequent  difficulties  we  meet  with  at  times  is  the  patient  with  a  fat 
abdomen,  adipose  tissue  two  or  three  inches  thick,  and  a  long 
vagina  with  very  thick  vaginal  walls.  You  cannot  very  readily 
reach  the  uterus  in  the  ordinary  way  to  map  out  its  exact  condition, 
together  with  the  diseased  condition  of  the  tubes  or  ovaries  if  such 
exists.  But  if  you  will  resort  to  the  uterine  elevator,  you  have  in 
your  hands  a  most  valuable  aid  in  making  clear  just  what  condi- 
tion the  uterus  and  its  appendages  are  in.  In  such  a  case  the  stem 
of  the  elevator  is  inserted  gently  into  the  uterine  canal,  and  the 
disc  is  locked  with  the  stem,  almost  at  right  angles  to  the  shaft  of 
the  instrument.  The  uterus  is  thus  firmly  held  in  the  median  line 
by  the  elevator,  and  can  very  easily  be  drawn  forward  nearer  to 
the  abdominal  wall,  or  pushed  back  towards  the  sacrum,  or  de- 
pressed to  one  side  or  the  other.  It  is  not  necessary  for  me  to  say 
that  the  stem  of  the  instrument  should  never  be  long  enough  to 
touch  the  fundus  of  the  uterus,  for  then  it  could  do  more  harm  than 
the  sound.  You  can  readily  see  how  much  easier  it  would  be  to 
make  a  diagnosis  in  such  a  case  as  the  above,  when  you  have  the 
organs  brought  within  reach  by  the  aid  of  the  Sims'  elevator.  Per- 
haps as  useful  as  at  any  time  will  it  be  found  in  helping  us  to 
make  a  correct  diagnosis  in  fibroid  tumors  of  the  uterus.  Take  a 
case  such  as  one  I  had  not  long  since.  The  patient  was  about 
forty-two  years  old,  exsanguinated  from  loss  of  blood  due  to  the 
presence  of  a  tumor  within  the  pelvis.  Two  well-known  men  in  a 
neighboring  city,  and  one  in  this,  had  pronounced  the  case  one  of 
intra-mural  fibroid  of  the  uterus.  On  placing  the  hand  on  the  ab- 
domen a  large  solid  mass  could  easily  be  felt',  which  seemed  to  be 
firmly  wedged  down  in  the  pelvis,  and  vaginal  examination  would 
lead  one  to  suppose  that  the  solid  mass  and  the  uterus  were  one 
compact  body.  But  this  was  not  the  case,  and  the  only  way  I 
found  it  out  was  by  using  the  elevator.  With  the  elevator  in  the 
uterine  canal,  I  found  that  I  could  move  the  uterus  independently 
of  the  tumor,  and  by  holding  the  uterus  rigid,  I  found  that  I  could 
readily  roll  the  tumor  sideways  without  moving  the  uterus  in  the 
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slightest.  Therefore  I  was  enabled  to  diagnose  this  case  differently 
from  the  others  who  had  seen  her,  and  it  was  the  elevator  that 
helped  me  to  make  a  diagnosis  of  pedunculated  fibroid,  which,  an 
operation  subsequently  performed  by  me,  proved  to  be  correct. 

I  have  also  found  it  a  most  useful  aid  in  making  a  differential 
diagnosis  between  fibroids  of  the  uterus  and  a  fibroid  of  the  ovary. 
This  latter,  though  rather  of  rare  occurrence,  has  occurred  in  my 
practice  twice  in  one  year.  One  of  the  cases  was  a  large  fibroid 
filling  the  pelvis  and  pushing  the  uterus  high  up  towards  the  um- 
bilicus, making  it  very  difficult  to  reach  the  os,  which  seemed  to 
be  jammed  against  the  symphysis  pubis.  The  tumor  seemed  almost 
immovable,  and  this  patient  I  had  to  put  under  the  influence  of 
nitrous  oxide  gas  before  I  could  make  a  clear  diagnosis  of  the  case. 
The  tumor  was  large  enough  to  fill  the  pelvis,  and  was  tightly 
wedged  between  the  hollow  of  the  sacrum  and  the  pubic  bones. 
Under  the  influence  of  the  gas  I  was  enabled  to  push  the  uterus 
low  enough  down  in  order  to  introduce  the  elevator.  When  this 
was  accomplished  I  could  readily  depress  the  flattened  uterus  to 
one  side,  then,  by  bimanual  manipulation,  raise  the  tumor  in  the 
pelvis  sufficiently  to  find  that  there  was  no  attachment  between  the 
tumor  and  the  womb.  In  this  manner  the  diagnosis  was  correctly 
made  (fibroid  tumor  of  the  left  ovary),  the  patient  was  operated 
on  and  I  presented  the  specimen  to  the  Pathological  Society  and 
had  it  examined  by  the  Pathologist  of  that  Society. 

A  short  time  since  a  lady  was  sent  to  me  by  a  doctor  who  had 
diagnosed  her  case  as  one  of  salpingitis,  requiring  operation.  The 
tube  on  the  left  side  was  sensitive,  but  I  did  not  think  the  salpin- 
gitis alone  warranted  abdominal  section  in  her  case.  I  could  not 
find  any  other  abnormal  condition  present  until  I  introduced  the 
elevator.  The  uterus  was  retroverted.  There  were  no  adhesions, 
so  I  placed  it  in  its  normal  position.  In  doing  so  I  was  much  sur- 
prised and  pleased  to  feel  descend  from  among  the  intestines 
above,  where  it  had  been  out  of  reach  of  the  finger,  a  cyst  about 
the  size  of  an  orange,  with  an  unusually  long  and  narrow  pedicle. 

Previous  to  this  no  tumor  had  been  perceptible,  either  by  touch, 
or  combined  manipulation  through  the  vagina  or  rectum.  There 
is  one  class  of  cases  where  I  think  the  elevator  is  almost  indispen- 
sable and  where  the  use  of  a  sound  would  be  attended  with  more 
than  the  usual  risk  of  perforation  of  the  fundus.  I  allude  to  those 
cases  of  carcinoma  or  epithelioma  of  the  cervix  or  uterus  in  which 
the  total  extirpation  of  the  organ  per  vaginam  is  indicated.  It  is 
necessary  to  know  whether  the  uterus  is  movable  or  whether  it  is 
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held  down  by  adhesions  within  the  pelvis.  The  use  of  the  elevator 
will  soon  settle  that  question  and  then  we  can  decide  whether  it  is 
best  to  do  the  hysterectomy  per  vaginam,  or  by  abdominal  section. 

I  could  enumerate  any  number  of  cases  to  show  the  value  of 
the  elevator  as  an  aid  to  diagnosis,  but  I  will  not  tire  the  Society 
with  what  would  only  be  a  repetition  of  what  I  have  already  said. 
I  have  used  the  instrument  in  complicated  abdominal  cases  for 
years  past,  and  my  deductions  are  not  based  on  a  few  cases,  but 
on  many  dozens.  In  all  the  cases  I  have  examined,  I  have  made 
but  very  few  mistakes  in  diagnosis  and,  though  my  touch  is  deli- 
cate and  sensitive,  I  am  sure  that  without  the  elevator  I  could  not 
have  been  so  fortunate  in  foretelling  what  we  would  find  on  open- 
ing the  abdomen.  I  have  heard  it  said  that  there  are  laparotomists 
who  place  little  importance  on  a  diagnosis  previous  to  operation, 
but  I  must  say,  that  it  is  a  great  satisfaction,  when  a  case  is 
brought  to  me  for  an  opinion,  to  be  able  to  say  just  what  condition 
exists  within  the  pelvis  and  have  it  proved  correct  by  subsequent 
operation.  As  an  aid  to  diagnosis,  I  have  no  hesitancy  in  recom- 
mending it,  and  from  my  experience  I  say  there  is  no  danger  in  its 
use  if  it  is  done  carefully  and  intelligently. 
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EDITORIAL. 
CHARITY  BEGINS  AT  HOME. 

We  note  in  last  week's  issue  of  the  Medical  Record  that  our 
Senator  from  Brooklyn  is  to  bring  the  following  measure  before  the 
New  York  Legislature  : 

Section  i. — It  shall  not  be  lawful  for  any  corporation  organized 
under  the  laws  of  this  State,  and  having  the  care,  maintenance,  or 
custody  of  children  or  invalids,  to  make  use  of  the  services  of  any 
physician  who  is  not  a  citizen  of  the  United  States. 

Section  2. — This  act  shall  take  effect  immediately. 

There  are  several  points  about  this  proposed  act  which  are  of 
interest  to  our  readers.  Men  who  come  from  abroad  come  for 
some  knowledge  which  is  to  be  obtained  here  with  unusual  facility 
and  perhaps  cannot  be  obtained  elsewhere,  or  for  the  purpose  of 
making  friends  and  ultimately  practicing  in  the  United  States,  or  to 
take  charge  of  hospitals  which  their  countrymen  have  established 
on  our  soil. 

If  our  institutions  are  able  to  impart  special  knowledge  which 
is  not  attainable  in  other  parts  of  the  world  it  may  be  proper  and 
humane  to  permit  foreigners  to  obtain  this  knowledge  by  utilizing 
our  advantages.  If  the  hospital  is  sustained  by  the  funds  of  the 
State  Union  the  State  may  designate  under  what  conditions  such  a 
relation  shall  exist.  If  the  hospital  is  supported  from  private  sources 
the  State  has  no  more  right  to  designate  whom  it  shall  employ 
than  to  indicate  where  it  shall  buy  its  instruments  or  dressings. 

There  are  at  present  in  this  city  several  gentlemen  who  are 
serving  as  internes  in  our  special  hospitals  or  in  the  special  depart- 
ments of  our  hospitals,  who,  if  the  law  went  into  immediate  effect 
would  be  deprived  of  part  of  their  service  and  the  institutions 
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would  suffer  in  having  to  fill  their  places  with  inexperienced  men. 
This  would  be  an  injustice  to  both  the  hospitals  and  the  men.  It 
could  be  obviated  by  having  the  law  take  effect  a  year  from  this  time. 

The  men  who  settle  down  and  practice  among  us  without  per- 
forming the  duties  of  citizens,  we  confess  have  not  so  much  our 
sympathy  and  yet  in  the  case  of  these  gentlemen,  such  a  law 
would  be  very  inconsistent.  We  give  them  the  right  to  practice 
medicine  and  yet  restrict  it  to  a  certain  class  of  patients.  Gentle- 
men of  the  Governing  Boards  of  Hospitals  and  Dispensaries  take 
care  you  sue  the  citizenship  credentials  of  all  the  doctors  you  em- 
ploy otherwise  in  a  suit  for  malpractice,  there  may  be  trouble  ! 
The  law  holds  the  charity  hospitals  responsible  only  for  due  care 
in  selecting  proper  agents,  and  almost  all  the  hospitals  come  under 
this  humane  title. 

In  the  case  of  American  hospitals  and  institutions  advertising 
in  foreign  countries  for  resident  physicians,  this  plan  may  be 
rather  forced  upon  them.  There  is  in  a  neighboring  city  a  hospital 
for  Swedes.  The  patients  for  the  most  part  do  not  speak  English 
and  the  institution  finds  it  difficult  at  times  to  secure  a  well- 
educated  medical  man  familiar  with  their  language  and  customs. 

If  the  reason  for  seeking  men  abroad  be  that  our  standard  of 
medical  education  is  low — and  we  merely  speak  of  this  to  call 
to  the  distinguished  Senator's  attention  the  fact  that  this  standard 
is  not  considered  by  the  profession  an  ideal  one — we  have  only  to 
say  that  these  people  have  cast  their  lot  among  us.  and  while  our 
poorest  medical  men  are  perhaps  of  the  poorest,  our  best  are 
second  to  none.  Again,  if  this  action  to  secure  foreigners  be  from 
motives  of  economy  we  say  that  if  the  institutions  cannot  pay 
enough  to  secure  good  men  in  this  country  they  certainly  are  too 
poor  to  exist.  Such  a  method  is  to  be  considered  mean  rather  than 
economical. 

If  France  enacts  such  laws  that  it  is  difficult  for  our  medical 
men  to  practice  on  her  soil,  let  us  render  to  France  measure  for 
measure,  but  is  it  necessary  to  affront  other  countries? 

We  snould  educate  and  train  our  own  children  before  helping 
those  of  a  neighbor  and  we  hail  with  delight  any  evidence  of  ap- 
preciation by  the  Legislature  of  the  high  value  to  the  Common- 
wealth that  the  hospital  training  gives,  yet  we  doubt  if  such  a  law 
as  proposed  is  the  best  way  to  retain  these  advantages  for  our- 
selves. It  commences  at  the  wrong  end.  Make  it  as  difficult  as 
you  like  for  men  to  practice,  but  having  given  them  the  right  of 
physicians  do  not  curtail  the  functions  of  this  position. 
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EMINENT  LIVING  GYNAECOLOGISTS  AND  OBSTETRICIANS  OF  AMERICA. 

THOMAS  ADDIS  EMMET,  M.D.,  LL.D. 

Surgeon  to  the  Woman's  Hospital  in  the  State  of  New  York  ;  Ex-President  of  the  American  Gynaeco- 
logical Society  and  the  New  York  Obstetrical  Society  ;  Honorary  Fellow  or  Member  of  the 
Obstetrical  Societies  of  Boston,  Philadelphia,  Louisville,  Little  Rock,  Berlin,  Heidel- 
berg, Belgium  and  Edinburgh  ;  of  the  Medical  Society  of  Norway,  British 
Medical  Association,  Medical  Society  of  London,  etc. 

Dr.  Thomas  Addis  Emmet  was  born  in  the  year  1828,  at  the 
University  of  Virginia,  where  his  father,  John  Patten  Emmet  held 
the  position  of  professor  of  chemistry  and  materia  medica.  In  1805 
his  grandfather,  Thomas  Addis  Emmet,  was  forced  to  leave  the 
continent  where  he  had  been  imprisoned  for  his  part  in  Ireland's 
struggles  for  justice  ;  he  came  to  this  city  and  soon  attained  a  prom- 
inent position  at  the  New  York  bar.  While  he  achieved  great  suc- 
cess in  the  practice  of  law,  medicine  was  his  first  mistress  and  he 
thus  formed  one  link  in  the  chain  of  six  successive  generations  of 
medical  men. 

The  subject  of  our  theme  received  his  preliminary  education  at  a 
preparatory  school  at  the  University  of  Virginia  and  at  the  Academy 
of  the  Rev.  Francis  L.  Hawks,  at  Flushing,  from  which  institu- 
tion he  entered  the  University  of  Virginia.  In  1850,  immediately 
after  graduating  at  the  Jefferson  Medical  College,  he  was  ap- 
pointed physician  to  a  large  party  of  men  who  were  about 
to  sail  for  Chili  to  construct  a  railroad.  This  appointment 
had  been  in  the  gift  of  the  faculty  of  Jefferson  College.  He 
hastened  to  New  York  City  to  consult  with  the  agent  of  the 
company,  and  his  first  instruction  was  to  prepare  a  list  of 
the  drugs,  surgical  appliances,  etc.,  required  by  the  expedition  for 
a  period  of  years.  The  medical  training  in  those  days  was  far  from 
practical.  A  large  percentage  of  the  students  attained  their  degree 
without  having  written  a  prescription,  seen  an  obstetric  case,  and 
Dr.  Emmet  on  consideration  became  so  much  impressed  by  his 
lack  of  practical  experience  that,  much  to  his  disappointment,  he 
was  impelled  to  resign  the  position.  The  Ward's  Island  Emigrant 
Hospital  had  just  been  organized,  and  learning  that  they  needed  a 
resident  physician,  he  applied  successfully  for  the  position  and  re- 
mained there  three  years.  At  the  expiration  of  this  time  he  was 
appointed  visiting  physician.  He  was  only  twenty-five  years  of 
age,  and  twenty  years  younger  than  any  other  member  of  the  staff. 
In  1849-50  there  occurred  the  great  outbreak  of  typhus  fever,  and 
many  unfortunates  died  in  the  streets.  Large  numbers  were  sent 
to  the  Emigrant  Hospital,  and  the  young  interne  as  an  introduction. 


THOMAS  ADDIS  EMMET,  M.D..  LL.D. 

New  York  Journal  of  Gynecology 
and  Obstetrics. 

Eminent  Living  Gynaecologists  and  Obstetricians  of  America. 


Editorial.  467 


to  the  difficulties  of  his  life  work,  was  placed  in  charge  of  two  hun- 
dred and  fifty  beds,  one  hundred  of  which  were  rilled  with  fever 
patients. 

After  a  time  he  contracted  the  disease,  but  returned  six  weeks 
later  to  again  suffer  from  this  loathsome  complaint.  Very  naturally 
Dr.  Emmet's  interest  was  aroused  in  the  study  of  typhus  fever,  and 
he  prepared  a  thorough  report  of  2,000  cases  accompanied  by  com- 
plete statistical  tables.  It  was  perhaps  due  to  this  work  that  he 
was  induced  to  take  up  the  subject  of  the  diseases  of  women.  The 
Whig  party  had  come  into  power  and  made  a  clean  sweep  of  the 
medical  board,  so  Dr.  Emmet  severed  his  connection  with  the 
Island. 

In  the  spring  of  1856,  while  sitting  in  his  office  late  at  night, 
with  the  records  "of  the  typhus  fever  cases  spread  on  his  desk  be- 
fore him,  he  was  interrupted  by  a  visitor,  who  said  he  was  Dr. 
Sims.  His  ear  had  met  with  an  accident  and  as  the  night  was 
cold  and  he  saw  a  light  in  Dr.  Emmet's  house,  he  had  come  in  to 
warm  himself  before  returning  home.  Dr.  Sims  examined  with 
great  interest  the  paper  on  the  typhus  fever  cases  and  saw  at  once 
that  these  painstaking  analytical  methods  were  what  he  needed. 
He  had  neither  time  nor  inclination  to  do  work  of  this  kind  which 
was  becoming  every  day  more  necessary.  After  laboring  for  four 
years  in  Alabama  in  perfecting  his  method  of  closing  vesico-vaginal 
fistula  he  sought  New  York  City  on  account  of  his  health,  and  soon 
advanced  a  great  stride  toward  the  fulfilment  of  his  ambitions 
when  he  obtained  a  hearing  from  the  profession.  New  York  was 
not  an  open  field  for  all  comers  in  those  days,  a  few  medical  men 
ruled  the  profession  with  autocratic  power,  and  it  was  almost  im- 
possible for  a  newcomer  to  establish  himself  without  their  suffer- 
ance. 

In  perfecting  means  to  cure  vesico-vaginal  fistula  he  discovered 
the  speculum,  this  opened  up  a  much  greater  field  for  work  than 
even  he  had  thought  of,  and  while  he  had  many  of  the  qualities  to 
gain  success,  there  were  others  which  would  enable  him  to  insure 
it.  He  had  marvelous  dexterity,  unquenchable  enthusiasm  and  an 
inquiring  mind  which  was  not  hampered  by  the  obstacles  left  by 
custom  and  tradition,  but  he  lacked  the  patience  to  compare  and 
deduce  conclusions  from  a  large  amount  of  material.  After  the 
meeting  of  Dr.  Sims  and  Dr.  Emmet,  before  alluded  to,  the  latter 
accepted  the  position  of  assistant  to  the  Woman's  Hospital  which 
had  recently  been  organized.  This  appointment  could  not  be  made 
officially  as  the  constitution  distinctly  stated  that  "the  surgeon's 
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assistant  must  be  a  woman,  "  but  in  the  report  of  1857  Dr.  Emmet  is 
officially  recognized  in  this  position.  In  1862  Dr.  Sims  left  the  city 
and  went  abroad  to  live.  The  hospital  was  still  ii>  its  old  house, 
83  Madison  Avenue.  Dr.  Emmet  continued  as  surgeon-in-chief 
until  1872,  the  work  of  which  he  had  already  done  a  good  part. 
There  had  been  a  subscription  list  opened  for  a  new  building  before 
Dr.  Sims*  departure,  but  amid  the  stirring  events  of  this  time  it 
could  not  be  found.  A  new  list  was  started,  and  through  the 
efforts  of  Dr.  Emmet  and  others  the  corner-stone  was  laid  in  1866 
for  the  present  Witmore  Pavilion. 

In  1868  appeared  Dr.  Emmet's  work  on  vesico-vaginal  fistula. 
It  was  a  most  exhaustive  treatise  and  teems  with  ideas  of  which 
the  plastic  surgeon  of  to-day  can  turn  to  with  profit.  The  recently 
advocated  procedure  of  flap  splitting  is  here  perfectly  described  in 
the  first  case.  In  1865  he  modified  Sims'  operation  on  the  anterior 
wall  by  carrying  the  denudation  in  front  of  the  cervix,  thus  perfect- 
ing this  procedure  without  this  modification.  In  1856  he  intro- 
duced for  general  use  the  scissors  to  take  the  place  of  the  knife  and 
designed  the  general  forms  now  in  use. 

On  the  28th  of  September,  1874,  was  presented  to  the  profession 
his  operation  for  the  cure  of  laceration  of  the  cervix,  describing  the 
symptoms  arising  from  this  condition.  At  the  conclusion  of  the 
discussion  in  which  Dr.  Sims  had  spoken  warmly  in  favor 
of  the  procedure,  he  again  arose  and  moved  "a  formal  vote 
of  thanks  to  Dr.  Emmet  for  his  most  valuable  contribution 
to  surgery."  No  operation  of  moment  in  surgery  has  been 
done  more  frequently  than  restoration  of  the  cervix ;  no  operation 
will  yield  more  satisfactory  results,  but  like  all  other  procedures 
on  improper  cases  or  done  improperly  nothing  can  be  expected 
from  it.  The  writer  has  heard  Dr.  Emmet  say  that  it  is  so  com- 
monly misunderstood  and  misapplied  that  he  believes  it  has  done 
more  harm  than  good  in  the  aggregate. 

In  1 86 1  Dr.  Emmet  opened  the  bladder  to  secure  drainage  in  a 
case  of  chronic  cystitis  and  he  was  the  first  to  advocate  the  princi- 
ple as  applied  to  women.  By  the  then  novel  procedure  of  stitching  the 
mucous  membrane  of  the  bladder  and  vagina  together,  he  rendered 
the  execution  of  the  idea  practical  and  perfect.  By  catching  with 
a  stitch  the  bladder  mucous  membrane  and  then  the  vaginal  mucous 
membrane,  the  two  can  be  brought  in  contact  when  the  stitch  is 
tied.  It  is  the  best  way  to  drain  an  abscess.  It  is  used  in  an  arti- 
ficial urethro-vaginal  fistula.  It  can  be  usefully  applied  to  obviate 
the  use  of  a  drainage-tube  in  tracheotomy  and  its  numerous  uses 
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in  abdominal  surgery  have  yet  to  be  appreciated.  Dr.  J.  A.  Emmet 
has  made  use  of  this  method  lately1  in  an  artificial  periteno  fistula 
communicating  with  the  abdominal  cavity  for  purposes  of  drainage 
and  effacement,  although  he  has  not  followed  precisely  the 
technique  of  Dr.  Emmet. 

In  1862  he  began  to  perfect  the  operation  on  the  perinaeum. 
The  work  he  has  done  to  clear  up  the  physiology  of  the  pelvic 
supports  is  too  well  known  to  require  comment.  As  no  beneficial 
results  can  be  obtained  in  laceration  of  the  pelvic  floor  without  in- 
cluding the  recto- vaginal  wall,  and  as  Dr.  Emmet  was  the  first  to 
appreciate  and  put  this  in  practice,  it  is  but  fair  to  say  that  the  other 
operations  of  the  day  are  but  modifications  of  his  original  pro- 
cedure. This  operation  has  never  been  properly  described  or  pictured 
in  any  of  the  works  on  gynaecology,  and  the  writer  very  much 
doubts  if  one  could  perform  it  properly  solely  from  studying  Dr. 
Emmet's  own  description  of  the  operation. 

In  1882  Dr.  Emmet  presented  to  the  American  Gynaecological 
Society  his  button-hole  operation  on  the  female  urethra.  By  it  be- 
came possible  to  explore  the  condition  of  this  passage  and  to  over- 
come excessive  hypertrophy  and  prolapse  of  its  mucous  membrane. 
He  called  attention  to  the  injuries  the  urethra  sustained  in  labor, 
and  to  the  relief  following  the  button-hole  in  cases  of  irritable  blad- 
der from  inflammatory  action  outside  of  the  passage. 

Within  the  brief  limits  of  the  sketch  it  is  impossible  to  speak  of 
all  his  medical  work,  but  at  the  end  of  the  article  will  be  found  a 
list  of  the  titles  of  his  essays  and  books.  Dr.  Emmet's  teachings 
have  always  been  noted  for  their  conservative  tendency.  While 
recognizing  the  existence  of  septic  inflammation  of  the  endometrium 
and  tubes  he  has  objected  to  calling  every  discharge  from  the  cervix 
a  proof  of  inflammatory  action,  and  to  be  treated  by  operative 
methods.  His  protest  against  indiscriminate  removal  of  the  ovaries 
subjected  him  to  much  unfriendly  criticism,  but  the  adherents  of 
conservative  surgery  of  the  adnexa  are  daily  growing  more  numer- 
ous. For  many  years  at  the  head  of  the  only  special  hospital  for 
women  in  the  world,  his  opportunities  were  unparalleled,  and  he 
utilized  them  with  that  art-like  industry  which  is  characteristic  of 
the  man,  and  of  his  name.  His  knowledge  and  skill  in  making  the 
tissues  of  the  vagina  and  cervix  do  what  he  wills  with  them  is  pos- 
sessed by  no  one  to  a  like  degree,  yet  many  are  disappointed  when 
they  first  see  him  operate. 


1  New  York  Journal  of  Gynaecology  and  Obstetrics,  April,  1892. 
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If  one  is  not  familiar  with  his  operation  everything  appears 
chaotic,  but  he  cuts  away  with  his  scissors  in  an  industrious  and 
decided  manner,  and  it  is  only  when  the  sutures  are  tied  and  every- 
thing falls  into  position  as  though  shaped  by  machinery,  that  the 
matchless  skill  becomes  evident.  Sixty-four  years  of  age  he  has 
lost  none  of  his  interest  in  the  study  of  medicine,  and  has  con- 
tributed two  lengthy  articles  to  the  Journal  since  October.  While 
an  indefatigable  worker  in  medical  matters,  Dr.  Emmet  has  not 
allowed  its  interests  to  become  all-absorbing.  He  is  widely  known 
as  a  collector  of  autographs,  and  among  other  work  has  extended  the 
"  Biographies  of  the  Signers  of  the  Declaration  of  Independence," 
by  Sanderson,  Robert  Wain  and  others,  in  nine  volumes,  to  twenty 
thick  folios.  This  work,  Mr.  Tredwell  in  "A  Plea  for  Bibliomania" 
says,  "  For  completeness  of  detail  this  I  believe  to  be  the  most  re- 
markable historical  work  in  the  world.  "  His  library  contains  much 
of  historical  value. 

He  also  takes  great  interest  in  Irish  affairs,  and  is  president  of 
the  National  Confederation  of  America,  a  body  organized  to  help 
secure  hgme  rule  for  the  Emerald  Isle. 

His  principal  contributions  to  medical  literature  are  as  follows: 

"Calcareous  Deposition  on  the  Surface  of  the  Heart,  with  reference  as  to 
the  Manner  in  which  Blood  is  Propelled  from  that  Organ." — N.  Y.  Medical 
Times,  1855. 

"On  Oedema  Glottitis  Resulting  from  Typhus  Fever,"  etc. — American 
Journal  of  the  Medical  Sciences,  1856. 

"Silver  Ligatures  and  Sutures." — Am.   Jour,  of  the  Med.  Sci  .,\%^. 

"A  Radical  Operation  for  Procidentia  Uteri."— A7".  Y.  Med.  Jour.,  1865. 

"Treatment  of  Dysmenorrhcea  and  Sterility." — A7.  Y.  Med.  Jour,  June, 
1865. 

"Reduction  of  an  Inverted  Uterus  of  Seven  Months'  Standing." — Am.  Jour. 
Med.  Sci..  Jan.,  1866. 

"  Reduction  of  Inverted  Uteri  by  a  New  Method." — Bradstreet  Press,  1866. 

"Reduction  ot  an  Inverted  Uterus  of  Eight  Months'  Duration." — Am.  Jour. 
Med.  Sci.,  April,  1866. 

"  Accidental  and  Congenital  Atresia  of  the  Vagina,  with  a  Mode  of  Operat- 
ing for  Successfully  Establishing  the  Canal." — Rich.  Med.  Jour.,  Aug.,  1866. 

"  Inversion  of  the  Uterus  with  a  New  Method  of  Procedure  to  be  Adopted 
as  a  last  Resort."  —Am.  Jour,  of  Med.  Sci.,  1868. 

"  Vesico-Vaginal  Fistula  from  Parturition  and  other  Causes,  with  Cases  of 
Recto- Vaginal  Fistula."— Win.  Wood  &  Co.,  N.  Y.,  1868. 

"  Surgery  of  the  Cervix,  "  etc. — .-////.  Jour,  of  Obstet.,  Feb.,  1869. 

"Inversion  of  the  Uterus,"  etc.—  Am.  Jour,  of  Obstet.,  Aug.,  1869. 

"  A  Case  of  Ovariotomy— the  Pedicle  Secured  by  Silver  Wire  by  a  New 
Method."—^;//.  Jour,  of  Obstet..  Feb.,  1870. 

"  A  Rare  Form  of  Spina  Ih'fida,  etc..  Presenting  Features  in  Common,  with 
an  Ovarian  Cyst." — Am.  Jour,  of  Obstet.,  Feb.,  1871. 
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"  Prolapsus  Uteri,  its  Chief  Causes  and  Treatment." — N.  Y.  Med.  Rec,  1871. 

"Chronic  Cystitis  in  the  Female,  and  a  Mode  of  Treatment." — Am.  Pract., 
Louisville,  Feb.,  1872. 

"Laceration  of  the  Perinaeum,  Involving  Sphincter  Ani,  and  Operation  for 
Securing  Union  of  the  Muscle." — N.  Y.  Med.  Rec,  March,  1873. 

"  Philosophy  of  Uterine  Disease,"  etc.—  N.  Y.  Med.   Jour.,  July,  1874. 

"Laceration  of  the  Cervix  Uteri  as  a  Frequent  and  Unrecognized  Cause  of 
Disease."  —Am.  Jour,  of  Obstet., 'Sov..  1874. 

"  Treatment  and  Removal  of  Fibroids  of  the  Uterus  by  Traction."  Trans. 
Med.  Soc,  State  N.  Y.,  1875. 

^Etiology  of  Uterine  Flexures,"  etc. —  Trans.  Am.  Gyn.  Soc,  1876. 

"  Proper  Treatment  for  Lacerations  of  the  Cervix  Uteri." — Am.  Pract.,  Jan., 
1877. 

"  Removal  of  Fibrous  Tumors  from  the  Uterus  by  Traction,"  etc. — Am.  Jour, 
of  Obstet..  Jan.,  1877. 

"Congenital  Absence  and  Accidental  Atresia  of  the  Vagina."—  Trans.  Am. 
Gyn.  Soc,  1878. 

"In  Memoriam  of  Edmund  Randolph  Peaslee." — Am.  Jour,  of  Obstet., 
April.  1878. 

"The  Principles  and  Practice  of  Gynaecology." — Three  American  Editions, 
1879-80-84;  Three  English  Editions,  1879-80-84.  First  and  Second 
Editions  translated  into  German  by  Dr.  Rothe  Leipsig,  1881 — French  Edition. 

"A  New  Method  of  Exploration  with  the  Pathology  and  Treatment  of  Cer- 
tain Lesions  of  the  Female  Urethra."  —  Trans.  Am.  Gyn.  Soc,  1882. 

"  A  Study  of  the  .Etiology  of  Perineal  Laceration,  with  a  New  Method  for  its 
Proper  Repair." — Gyn.  Trans.,  1883. 

"A  Memoir  of  James  Marion  Sims,  M.D.,  LL.D." — N.  Y.Med.  Jour.,  Jan., 
5,  1884;  Rep.,  1884. 

"Prolapse  of  the  Vaginal  Walls  due  to  Laceration  of  the  Cervix  and  Injury 
to  the  Vaginal  Outlet.  A  Clinical  Lecture  at  Jefferson  Medical  College,  Jan.  12, 
1 886.'  —  Med.  News,  Jan.  23,  1886. 

"Pelvic  Inflammation  or  Cellulitis  versus  Peritonitis."  —  Gyn.  Trans.,  1886. 

"On  Certain  Mooted  Points  in  Gynaecology." — British  Med.  Jour.,  Nov. 
13,  1S86. 

"  A  Study  of  the  Causes  and  Treatment  of  Uterine  Displacements."  —  Gyn. 
Trans.,  1887. 

"  On  the  Use  of  the  Vaginal  Tampon  in  the  Treatment  of  Certain  Effects  fol- 
lowing Pelvic  Inflammation." — N.  Y.  Med.  Jour.,  Feb.  18,  1888. 

"Tracheotomy  Without  a  Cannula."— .V.  Y.  Med.  Jour.,  June  2,  1888. 

"  The  Cause  and  Treatment  of  Urethrocele." — Gyn.  Trans.,  1888. 

"Lacerations  of  the  Cervix  Uteri  and  the  Indications  for  its  Restoration." 
— Canadian  Pract..  Aug.  I,  1890. 

A.  H.  B. 


472 


Reviews. 


REVIEWS. 

These  articles  are  written  by  men  noted  for  their  ability;  prominent  stand- 
ing in  the  profession,  and  peculiar  excellence  in  this  work,  but  the  Journal 
does  not  hold  itself  responsible  for  any  views  expressed  unless  such  articles 
appear  unsigned.  Furthermore,  should  principles  be  advocated,  or  opinions 
expressed  in  any  Review  which  are  radically  opposed  to  those  maintained  by 
this  Journal,  it  reserves  the  right  to  note  this  editorially  at  the  end  of  such 
article. 

Treatise  on  Gynaecology  Medical  and  Surgical.  By  S.  Pozzi,  M.  D. , 
Professeur  Agrege  a  la  Faculte  de  Medicine,  Chirurgien  de 
THopital  Lourcine-Pascal,  Paris ;  Honorary  Fellow  of  the 
American  Gynaecological  Society.  Translated  from  the  French 
edition  under  the  supervision  of,  and  with  additions  by  Brooks 
H.  Wells,  M.  D.,  Lecturer  on  Gynaecology  at  the  New  York 
Polyclinic;  Fellow  of  the  New  York  Obstetrical  Society,  and  .of 
the  New  York  Academy  of  Medicine.  Volume  I.,  with  305 
wood  engravings  and  6  full-page  plates  in  color.  New  York  : 
William  Wood  &  Co.,  1891  ;  pp.  xxii-581. 

In  translating  this  admirable  work  Dr.  Wells  has  rendered  a  dis- 
tinct service  to  English  readers  who  have  drawn  their  inferences 
regarding  its  merits  only  from  approving  reviews.  It  seems  proper, 
even  at  the  risk  of  repetition,  to  call  attention  to  its  peculiar  excel- 
lencies, while  at  the  same  time  pointing  out  the  superior  merits  of 
the  American  edition.  His  advanced  position  and  decided  cosmo- 
politan spirit  at  once  stamped  Professor  Pozzi  as  a  writer  and 
teacher  of  unusual  ability,  the  best  proof  of  which  is  the  fact  that, 
unlike  other  foreign  writers,  his  book  requires  only  slight  modifica- 
tions to  make  it  a  practical  manual  for  American  readers.  Although 
referred  to  on  the  title-page  as  a  work  on  medical  and  surgical 
gynaecology,  its  surgical  side  is  kept  in  the  foreground  and  prop- 
erly so.  What  the  students  and  practitioners  need  at  the  present 
day  are  not  so  much  lengthy  disquisitions  on  pathology  and  pallia- 
tive treatment,  which  can  be  studied  elsewhere,  as  a  broad  and 
intelligent  view  of  the  whole  field  of  gynaecological  surgery,  in 
which  such  wondefful  advances  have  been  made  during  the  past 
decade.  Even  if  he  does  not  essay  to  operate  himself,  every  man 
who  is  possessed  with  the  laudable  desire  to  be  abreast  of  the  times 
ought  at  least  to  know  what  operations  are  being  done,  how  they 
are  done,  and  when  they  are  indicated.    It  is  not  necessary  for  him 
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to  own  every  new  monograph  which  appears,  but  he  ought  at  least 
to  desire  one  and  that  the  best.  Pozzi  is  not  perfect — what  book  is  ? 
It  is,  at  least,  from  a  surgical  standpoint,  the  best  that  has  yet 
appeared,  which  is  saying  a  great  deal  in  this  prolific  age.  The 
three  introductory  chapters  are  not  only  valuable  by  reason  of  the 
numerous  practical  hints  which  they  contain,  but  are  rendered 
attractive  by  their  clear  illustrations,  notably  chapter  III.,  on 
methods  of  sutures  and  haemostasis.  The  omission  of  several  of 
the  original  cuts  of  complicated  foreign  appliances,  and  the  sub- 
stitution of  others  with  which  we  are  more  familiar,  is  a  legitimate 
change.  The  familiar  plates  representing  the  gynaecological  operat- 
ing-room of  the  Johns  Hopkins'  Hospital  form  quite  a  showy  addi- 
tion to  the  introductory  chapter.  A  brief  synopsis  of  the  contents 
of  volume  I.  may  be  useful  to  those  who  are  not  familiar  with  the 
original.  It  includes  an  introductory  portion,  of  four  chapters, 
which  deal  with  antisepsis,  anaesthesia,  wound-closure  and  gynae- 
cological examinations,  and  sixteen  chapters  on  the  following  sub- 
jects :  Metritis  (three  chapters),  fibroma  of  the  uterus  (six),  carci- 
noma (three),  and  displacements  (four),  with  two  concluding 
sections  on  deformities  of  the  cervix  and  disorders  of  menstruation. 
The  pathology,  symptomatology  and  treatment  of  each  affection  is 
discussed  under  separate  heads,  prominence  being,  of  course,  given 
to  operative  details.  The  work  is  essentially  surgical  in  its  tend- 
ency— it  is  in  effect  a  manual  of  operative  gynaecology.  For  this 
reason  one  ought  not  to  criticise  too  rigidly  the  sections  on  pathol- 
ogy and  medicinal  treatment.  Though  the  work  would  have  been 
strengthened  -by  the  omission  of  many  details  of  this  character, 
the  absence  of  the  usual  prolixity  of  French  medical  writers  is  a 
noticeable  feature  and  one  that  commends  itself  to  American 
readers. 

We  note  under  chapter  IV.  the  presence  of  several  pages  on 
exploration  of  the  ureters,  a  subject  which  has  never  before  been 
thoroughly  treated  except  in  special  monographs.  Though  opinions 
differ  as  to  its  practical  importance,  it  is  one  with  which  every 
gynaecologist,  at  least,  should  be  familiar.  The  pathology  of 
metritis,  a  theme  on  which  French  authors  love  to  dwell  (usually 
to  the  confusion  of  the  reader)  is  carefully  elucidated,  with  the  aid 
of  numerous  illustrations,  several  of  the  colored  ones  beins^  admir- 
ably  executed.  The  American  reader  may  be  somewhat  puzzled 
to  find  the  subject  of  laceration  of  the  cervix,  to  which  he  has  been 
accustomed  to  see  more  importance  assigned,  treated  briefly  under 
this  head,  simply  as  an  aetiological  factor.  Reference  is  made  to  Dr. 


474 


Reviews. 


Emmet  as  having  "magnified  the  importance  of  this  little  acci- 
dent,'' the  author  being  apparently  sceptical  as  to  its  influence  in 
causing  reflex  neuroses.  Munde's  colored  plates  representing  the 
various  degrees  of  cervical  laceration  have  already  done  duty  on 
several  occasions,  but  are  none  the  less  a  useful  addition  to  the 
original.  More  space  is  allotted  to  cauterization  of  the  endome- 
trium and  to  intra-uterine  injections  of  iodine  than  in  our  own 
works  on  gynaecology,  the  author  preferring  the  latter  method. 
The  description  of  the  operation  of  curetting  is  good,  which  is  more 
than  can  be  said  for  that  of  trachelorrhaphy,  the  details  of  the  latter 
operation  being  so  meagre  that  the  editor  has  properly  added  a 
page  in  brackets.  He  might  profitably  have  extended  this  still 
more.  A  brief  reference  to  hot  vaginal  douches  (page  204)  would 
seem  to  indicate  that  the  author  has  not  used  these  as  thoroughly 
and  systematically  as  we  have  been  taught  to  do.  The  surgical 
treatment  of  fibroid  tumors  is  treated  exhaustively  (pages  247-332), 
though  we  observe  only  a  passing  reference  to  total  extirpation  of 
the  fibromatous  uterus,  which  is  now  a  well-established  procedure 
with  remarkably  good  statistics.  A  note  by  the  editor  would  have 
been  apropos  in  this  connection.  Chapter  XII.,  on  castration  for 
fibroma,  is  a  concise,  but  clear,  exposition  of  this  important  sub- 
ject ;  the  author's  conclusions  are  judicious  and  cautiously  ex- 
pressed, as  indeed  they  always  are.  Chapter  XV.,  on  the  treatment 
of  cancer  of  the  cervix,  is  the  most  instructive  of  all.  The  author's 
own  views  with  regard  to  the  radical  operation  are  thus  briefly 
stated:  "When  the  lesion  is  cancerous,  no  matter  how  small,  I 
perform  total  hysterectomy."  However  the  technique  of  high  am- 
putation by  Verneuil's  method  is  carefully  described,  although  he 
apparently  does  not  appreciate  the  more  radical  character  of  the 
operation  performed  by  Baker.  His  scepticism  with  regard  to  the 
latter's  statistics  is  rather  too  pronounced.  The  descriptions  of  the 
different  methods  of  performing  total  vaginal  extirpation  are  excel- 
lent, and  will  be  more  intelligible  to  the  general  reader  than  any 
that  have  yet  appeared,  especially  the  section  on  the  use  of  clamps. 
The  subject  of  displacements  is  treated  largely  from  a  surgical 
standpoint,  the  sections  on  anatomy  and  the  use  of  pessaries  being 
inferior  to  those  in  our  own  text-books.  Shortening  of  the  round 
ligaments,  Schiicking's  operation  (which  is  not  warmly  approved), 
and  the  various  methods  of  ventro-fixation  are  all  described  in  de- 
tail, with  excellent  accompanying  illustrations.  The  author  does 
not  approve  of  performing  ventro-fixation  and  colpo-perinaeorrhaphy 
at  the  same  seance. 
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Under  the  chapter  on  prolapse  prominence  is  given  to  Hegar's 
and  Martin's  methods  of  colpo-perinaeorrhaphy,  but  no  reference  is 
made  to  that  of  Emmet,  an  omission  which  might  have  been  sup- 
plied by  the  editor.  The  descriptions  of  anterior  elytrorrhaphy  are 
quite  meagre,  nor  have  the  best  operations  been  chosen.  Ventro- 
fixation and  shortening  of  the  round  ligaments  are  not  regarded  as 
successful  methods  of  treating  prolapsus  uteri ;  vaginal  extirpation 
is  properly  recommended  only  in  aggravated  cases  that  have  re- 
sisted other  methods  of  treatment. 

To  characterize  the  work  as  a  whole  we  would  say  that  its  chief 
excellence  lies  in  the  clear,  concise  descriptions  of  operations,  the 
lucid  illustrations  and  the  fact  that  the  best  and  most  modern 
sources  of  information  have  been  utilized  without  regard  to  nation- 
ality. As  we  have  briefly  indicated  there  is  still  much  that  might 
have  been  omitted  with  advantage  to  American  readers,  and  the 
editorial  comments,  though  excellent,  might  have  been  more  ex- 
tended in  some  places;  still  we  can  appreciate  the  translator's 
hesitation  at  venturing  to  make  even  a  minor  change  in  the  work 
of  such  a  master  as  Pozzi. 

The  translation  is  smooth  and  easy,  free  from  all  trace  of  haste, 
such  as  is  betrayed  by  the  failure  to  substitute  exact  English  equiva- 
lents for  technical  terms.  The  proof-reading  was  unusually  care- 
ful. As  a  specimen  of  book-making  the  volume  is  far  superior  to 
the  majority  of  the  publications  of  this  well-known  firm.  The 
typography,  paper,  and  above  all  the  cuts  will  compare  favorably 
with  those  of  any  recent  medical  work.  We  shall  await  with  no 
little  expectation  the  appearance  of  the  second  volume,  which  we 
understand  is  superior  to  the  first.  The  two  will  certainly  make  a 
notable  addition  to  the  library  of  every  gynaecologist. 

H.  C.  Coe. 

[We  must  differ  from  Dr.  Coe's  opinion  that  this  book,  "  at  least  from  a 
surgical  standpoint,  is  the  best  that  has  yet  appeared,"  and  that  it  "requires 
but  slight  modifications  to  make  if  a  practical  manual  for  American  readers." 
We  cannot  give  such  rank  to  a  book  which  "briefly  treats  of  laceration  of  the 
cervix  simply  as  an  astiological  factor  "  and  "a  little  accident,"  which  con- 
tains but  "a  brief  reference  to  hot  vaginal  injections,"  which  advocates 
"hysterectomy  for  cancer  of  the  cervix  no  matter  how  small  the  lesion  "  and 
does  not  appreciate  the  value  of  high  amputation  as  practiced  in  this  country, 
whose  sections  on  the  "  anatomy  of  displacements  and  the  use  of  pessaries 
are  inferior  to  those  in  our  own  text-books, "  and  in  which  "no  reference  is 
made  to  Dr.  Emmet's  operations  on  the  anterior  and  posterior  vaginal  walls 
for  prolapse,"  although  he  was  the  first  to  teach  the  mechanical  necessity 
of  including  the  posterior  wall  in  all  so-called  perineal  lacerations  with  pro- 
lapse, and  the  first  to  devise  the  operation  on  that  principle.    All  these  are 
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American  products  and  have  never  been  either  understood  or  appreciated  by- 
foreigners  except  in  isolated  instances  which  were  generally  men  who  had  come 
to  this  country  and  studied  them  here. 

While  therefore  Lwe  are  not  surprised  at  these  vices  ol  Pozzi's  book,  we 
scarcely  think  they  will  recommend  it  to  the  admiration  and  confidence  of 
American  readers. — The  Editors.] 

RECENT  PUBLICATIONS  UPON  GYNAECOLOGY  AND 

OBSTETRICS. 

Auvard  (le  Dr.  A.)    Traite  pratique  de  gynecologie.    Gr.  in-8  avec  525  fig.  et  12 pi.  Doin. 
Buzzard  (T.)  On  the  Simulation  of  Hysteria  by  Organic  Disease  of  the  Nervous  System.  8vo. 
Grinda  (le  Dr.  E.),  de  Nice.    Technique  de  l'accouchement  premature  artificiel.     Gr.  in-8.    J.  B. 
Baillivre. 

Placet  (Emile).  L'Obstetrique  aux  XVIIe  et  XVIIIe  siecles.  Viardel,  Portal  et  Mauquest  de  La 
Motte,  precede  d'une  etude  sur  l'obstetrique  depuis  la  Renaissance.  Gr.  in-8  avec  8  portraits. 
7.  B.  Bailliere. 

Pozzi,  (S.)  Lehrb.  d.  kiln.  u.  operativen  Gynakologie.    Deutsch  v.  E.  Ringier.    (In  3  Bdn.)    1.  Bd. 

Bas.,  Sallmann. 

Schultze,  (B.  S.)  Wandtafeln  z.  Schwangerschafts.  u.  Geburtskunde.  20  (chromolith.)  Taf  im  gross- 
tern  Landkarten-Imperial-Format.    2.  Aufl.  2  u.  3  Lfg.    (13  Wandtaf.,  nebst  Text  in  4.)  Jena,. 

Fischer. 

BOOKS  AND  PAMPHLETS  RECEIVED. 

Surgical  Diseases  of  the  Ovaries  and  Fallopian  Tubes.  By  J.  Bland  Sutton.  Lea  Bros.  &  Co.,. 
1892.    S3. 00. 

Transactions  of  the  American  Association  of  Obstetricians  and  Gynaecologists,  1891. 

A  System  of  Gynaecology.    By  Pozzi.    Revised  by  Curtis  M.  Bebee.   J.  B.  Flint  &  Co.,  1892. 

Southern  Surgical  and  Gynaecological  Association  Transactions,  vol.  4,  1890. 

Ovarian  and  Tubal  Abscess  Opening  into  the  Bowel.    Rep.  by  Archibald  McLaren,  M.D. 

Acute  Retroversion  of  the  Virgin  Uterus — Report  of  Cases.    Rep.  by  Wm.  A.  Edwards,  M.D. 

Laparotomy  Under  Cocaine.    Rep.  by  Emeroy  Lanphier. 

Ovariotomy,  etc.    Rep.  by  Robert  B.  Morris! 

Transactions  of  the  American  Gynaecological  Society,  vol.  16,  1891. 

The  Electro-Therapeutics  of  Gynaecology.    Part  I.    By  Augustin  H.  Goelet,  M.D. 


CORRESPONDENCE. 

To  the  Editors : 

On  page  425  of  the  April  number  of  the  Journal  your  reporter  has 
credited  me  with  an  unique  pathological  discovery,  i.e.,  that  "I  had 
seen  gonococci  which  had  reached  the  ovaries  without  passing 
through  the  tubes."  This  is  entirely  erroneous,  as  well  as  the 
expression  "tubal  ovarian  abscess,"  occurring  in  a  preceding 
sentence. 

Very  truly  yours, 

H.  C.  Coe. 
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INTERNATIONAL  PERIODICAL  CONGRESS  OF  GYNECOLOGISTS  AND 
OBSTETRICIANS. 

353  Lasalle  Ave.,  Chicago,  III.,  April  22,  1892. 

Editors  New  York  Journal  Gynecology  and  Obstetrics: 

The  following  named  distinguished  gentlemen  have  been  dele- 
gated to  represent  the  British  Gynaecological  Society  at  the  Inter- 
national Congress  of  Gynaecology  and  Obstetrics,  next  September  : 
Robert  Barnes,  Granville  Bantock,  A.  S.  Simpson,  and  Lawson 
Tait. 

Great  preparations  are  being  made  to  entertain  visiting  physi- 
cians. His  Majesty,  King  Leopold  will  assist  at  the  opening  of 
the  Congress.  There  will  be  a  grand  reception  by  the  Belgian 
Gynaecological  Society;  gala  performance  at  the  Grand  Opera;  also 
a  banquet  by  the  British  Gynaecological  Society;  garden  party  in  the 
gardens  of  the  Royal  family,  etc.  . 

For  all  information  relating  to  the  Congress,  address, 

Dr.  F.  Henrotin. 


TRANSACTIONS  OF  THE  NEW  YORK  OBSTET- 
RICAL SOCIETY. 

Stated  Meeting,  April  5,  1892. 

The  President,  Dr.  Clement  Cleveland,  in  the  Chair. 

Dr.  E.  B.  Cragin  presented  the  following  specimens,  with 
histories  of  the  cases  : 

Suppurating  Fibro-myoma  of  the  Uterus;  Hysterectomy ;  Recovery. 

Mrs.  W.,  colored,  aet.  thirty-four.  Admitted  to  the  Roosevelt 
Hospital  May  22,  1891,  with  the  history  that  a  week  before  admis- 
sion, while  menstruating,  she  had  been  seized  with  rigors,  prostra- 
tion and  general  pains.  Her  menstrual  periods  had  been  normal 
until  the  spring  of  1891;  appeared  first  at  fourteen;  recurred  every 
four  weeks.  Since  early  spring  they  had  been  increased  in  fre- 
quency and  amount. 

On  examination  her  uterus  was  found  enlarged;  cavity  measured 
5V2  inches;  uterus  evidently  the  seat  of  a  fibro-myoma. 

From  the  time  of  admission  till  June  26,  1891,  the  date  of  oper- 
ation, patient  had  a  temperature  ranging  from  1010  to  1040,  and  a 
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pulse  from  80  to  140;  usually  low  in  the  morning  and  high  in  the 
evening.  She  passed  at  one  time  from  the  Uterus  what  appeared  to 
be  an  organized  blood-clot. 

As  the  patient's  condition  seemed  gradually  to  be  getting  worse 
and  suspecting  a  pus  focus  in  the  pelvis,  and  that  probably  a  pyo- 
salpinx,  I  opened  the  abdomen.  Instead  of  a  pyosalpinx.  a  sup- 
purating fibro-myoma  of  the  uterus  was  found  adherent  to  the 
anterior  abdominal  wall.  The  adhesions  were  separated  and  in  so 
doing  the  abscess-sac  ruptured.  An  attempt  was  then  made  to 
draw  up  the  uterus  and  surround  the  cervix  with  a  rubber  ligature. 
The  uterus  could  not  be  raised  sufficiently  for  this,  so  a  complete 
abdominal  hysterectomy  was  performed,  the  broad  ligaments  being 
tied  in  section.    The  patient  made  a  good  recovery. 

Large   Fibro-cystic   Tumor  of  the   Uterus  Removed  by  Abdominal 
Hysterectomy  ;  Recovery. 

Mrs.  B.,  aet.  thirty-nine,  married;  United  States;  housewife; 
family  history  negative,  save  that  mother  is  said  to  have  died  of 
" inflammation  of  the  bowels."  Her  menstrual  history  has  been 
normal;  periods  recurring  every  four  weeks;  duration  three  days; 
amount  normal.    Patient  never  has  been  pregnant. 

Admitted  to  the  Roosevelt  Hospital  March  7,  1892,  complaining 
of  a  heavy  weight  in  the  lower  part  of  abdomen;  pain  on  left  side, 
and  a  dragging  feeling  in  the  back.  Patient  was  a  large  woman, 
with  a  very  thick,  fat,  abdominal  wall.  An  irregular  tumor  was 
made  out,  reaching  to  within  three  inches  of  the  ensiform  cartilage, 
hard  in  parts  and  cystic  in  parts. 

Operation  March  19th;  abdomen  opened  and  a  large  fibro-cyst 
of  the  uterus  presented  itself  with  a  large  portion  of  omentum  ad- 
herent to  it  and  containing  many  very  large  veins,  causing  it  to 
look  like  the  fcetal  surface  of  the  placenta.  The  omentum  was  tied 
off  in  section  above  the  dilated  vessels,  the  tumor  rolled  out  of  the 
abdomen;  broad  ligaments  tied  in  section  and  the  tumors  and 
uterus  removed  entire.  A  long  strip  of  iodoform-gauze  was  packed 
into  the  cellular  tissue  on  each  side  and  the  end  introduced  into  the 
vagina  from  above. 

The  peritonaeum  was  then  closed  over  the  stumps  gauze  and 
vagina,  with  a  continuous  suture  of  catgut ;  abdomen  closed; 
patient  put  to  bed  in  good  condition  and  made  an  uninterrupted 
recovery. 

Dr.  Cragin  presented  these  specimens  for  the  following  reasons: 
1,  because  they  show  the  changes  in  the  tumor,  in  one  suppuration,. 
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and  in  the  other  cystic  and  calcareous  degeneration  ;  2,  the  fact 
that  in  the  second  case  the  menstrual  periods  occurred  regularly 
every  four  weeks,  lasting  three  days,  and  the  menstrual  history 
was  perfectly  normal  ;  3,  to  emphasize  the  point  that  where  the 
case  is  a  clean  one  the  peritonaeum  should  be  closed  over  the 
stumps,  closing  off  the  peritoneal  cavity  entirely,  simply  allowing 
the  gauze  to  project  from  the  vagina;  but  if  the  case  is  a  suppu- 
rating or  cancerous  one.  that  the  better  plan  is  to  drain. 

Dr.  H.  J.  Boldt  thought  the  non-appearance  of  menstrual  disor- 
ders could  be  accounted  for  by  the  fact  that  the  main  part  of  the 
tumor  was  sub-peritoneal.  He  agreed  entirely  with  Dr.  Cragin  as 
to  the  method  of  operating  introduced  by  Martin,  and  believed  it  to 
be  the  ideal  method,  but  he  would  suggest  this  addition:  that  before 
the  operation  is.  commenced  the  bladder  should  be  partially  dis- 
tended with  fluid  so  as  to  depict  its  outlines  and  its  attachment  to 
the  tumor,  and  in  that  way  avoid  the  danger  of  wounding  the  blad- 
der when  separating  it  from  the  tumor,  which  is  very  apt  to  be  the 
case  if  it  is  empty. 

If  the  peritonaeum  was  closed,  as  mentioned  by  Dr.  Cragin,  he 
thought  there  was  no  necessity  for  the  iodoform-gauze  drainage. 
In  the  first  total  extirpation  of  the  uterus  which  he  made  for 
myomata,  over  a  year  ago,  he  employed  the  combined  method, 
first  taking  off  the  tumor,  and  then  removing  the  balance  of  the 
cervix  per  vaginam.  He  did  not  believe  any  positive  rule  could  be 
laid  down,  but  that  the  method  must  be  adapted  to  fit  the  case.  He 
was  certain,  however,  that  wherever  it  was  possible  to  remove  the 
uterus  in  toto  from  the  abdomen,  the  method  described,  with  the 
additions  which  he  suggested,  was  the  only  one  to  be  used. 

Parovarian  Cyst,  Removed  with  the  Left  Broad  Ligament  Tube  and 
Ovary.  Dr.  Joseph  Brettauer  presented  the  specimen  and  read 
the  history  of  the  case. 

This  specimen  was  taken  from  a  woman  aet.  twenty-four,  who 
has  been  married  six  years;  has  two  children;  had  one  miscarriage 
about  four  months  ago  ;  menstrual  periods  regular.  The  patient 
complained  of  constant  pain  on  the  left  side,  the  pain  being  aug- 
mented during  her  work. 

On  examination  a  cystic  tumor,  the  size  of  a  child's  head,  was 
found  situated  in  front  of  the  enlarged  uterus  and  pressing  this 
organ  down  toward  the  pelvis.  The  cyst  was  freely  movable  and 
without  causing  the  patient  much  pain.  As  it  was  supposed  to  be 
a  simple  ovarian  cyst  with  a  long  pedicle,  laparotomy  was  to  be 
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performed  on  March  8th.  The  night  previous  the  patient  was  sud- 
denly taken  sick,  complained  of  intense  pain  over  the  whole  abdo- 
men, with  a  temperature  of  102. 50;  pulse,  106.  On  the  following 
morning  the  abdomen  was  somewhat  distended  and  very  sensitive 
to  the  touch;  temperature,  1020  ;  pulse,  96.  Rupture  of  the  cyst 
was  excluded  as  the  tumor  was  easily  felt  through  the  vagina  more 
toward  the  left  side,  and  having  apparently  the  same  consistency. 
A  torsion  of  the  pedicle  was  believed  to  be  the  cause  of  those 
symptoms,  and  as  these  were  not  at  all  alarming,  it  was  decided 
not  to  do  abdominal  section  at  once,  but  to  wait.  Ice-bag  on  the 
abdomen  and  opium  did  all  that  could  be  expected,  as  the  next  day 
the  temperature  was  nearly  normal,  the  pains  much  less,  the  abdo- 
men not  distended.  The  patient  continued  to  improve  and  lapa- 
rotomy was  performed  on  March  12th. 

The  cyst  was  found  to  be  an  intra-ligamentous  one,  the  upper 
layer  of  the  ligament  inflamed  and  covered  with  a  moist  exudation. 
After  puncturing,  the  cyst  came  out  together  with  its  peritoneal 
cover,  and  the  long  pedicle  was  tied  in  the  same  way  as  it  is  done 
with  a  simple  ovarian  cyst.  It  was  now  seen  that  the  cyst  origi- 
nated from  the  right  broad  ligament,  and  its  pedicle  not  twisted  but 
somewhat  bent,  so  as  to  allow  the  tumor  to  ascend  to  the  left  side. 

The  specimen  shows  us  how  easy  it  would  have  been  to  shell 
out  the  cyst  after  splitting  the  ligament  and  save  both  ovary  and  tube. 

Dr.  G.  M.  Edebohls,  referring  to  the  feasibility  of  removing 
such  a  cyst  and  leaving  the  tube  and  ovary,  recalled  the  specimens 
of  parovarian  cystoma  which  he  presented  to  the  Society  some 
two  years  ago,  one  of  which  he  removed,  leaving  both  tubes  and 
ovaries  behind,  which  he  believed  was  decidedly  conservative 
surgery  as  applied  to  the  ovaries.  Dr.  Thomas  had  recently  re- 
ported, in  the  Medical  Record,  a  similar  case,  where  he  removed 
the  tumor,  leaving  the  tube  and  ovary  of  the  same  side. 

Carcinoma  of  the  Uterus,  Involving  the  Mucous  Layer  of  the  Vagina; 
Vaginal  Hysterectomy  and  Removal  of  the  Portion  of  the  Vaginal 
Wall  Involved.  Dr.  J.  E.  Janvrin  presented  the  specimen  and 
gave  the  history  of  the  case. 

Dr.  J.  E.  Janvrin  presented  specimen  of  uterus,  ovaries  and 
tubes,  together  with  upper  fourth  of  vaginal  wall,  removed  by 
vaginal  hysterectomy  on  March  7,  1892.  from  a  lady  aet.  fifty-three, 
with  the  following  history  : 

Widow,  the  mother  of  two  children;  two  years  ago  was  exam- 
ined by  her  family  physician,  she  having  had  for  about  two  years 
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preceding  occasional  slight  discharges  of  blood  per  vaginam.  These 
discharges  had  followed  the  climacteric. 

I  am  told  that  this  examination  showed  a  small  amount  of 
epitheliomatous  degeneration  upon  the  cervix  uteri,  and  also  a 
small  spot  upon  the  upper  posterior  wall  of  the  vagina.  The  patient 
was  told  that  the  condition  was  one  of  ulceration  of  the  neck  of  the 
womb.  The  family,  however,  were  informed  as  to  the  gravity  of 
the  condition,  but  were  also  told  that  nothing  whatever  could  be 
done  in  the  way  of  surgical  treatment.  One  of  our  prominent 
gynaecologists  saw  the  case  in  consultation  and  concurred  in  the 
diagnosis  and  also  in  the  advice,  "  that  nothing  should  be  done," 
this  decision  being  based  upon  the  fact  that  the  disease  had  already 
made  its  appearance  upon  the  mucous  membrane  of  the  vagina. 
On  February  23,  .1892  (six  weeks  ago),  I  for  the  first  time  saw  and 
examined  the  patient  at  my  office.  During  the  preceding  three 
months  she  had  begun  to  suffer  from  pain  and  had  also  quite  a  little, 
nearly  continuous,  bloody  and  catarrhal  discharge,  the  discharge 
being  somewhat  offensive  in  odor  and  very  characteristic  of  epithe- 
lial cancer.   Her  general  condition  had  also  begun  to  be  improved. 

A  careful  examination  disclosed  epithelioma  of  the  cervix,  the 
disease  also  extending  up  into  the  cervix  and  possibly  into  the 
body  of  the  uterus,  also  two  stellate  lines  about  half  an  inch  long 
and  an  eighth  of  an  inch  wide  extending  downward  on  to  the  pos- 
terior vaginal  wall,  also  a  spot  about  the  size  of  a  pea  on  the 
anterior  vaginal  wall  and  not  over  half  an  inch  from  the  cervico- 
vaginal  juncture.  These  points  were  red,  slightly  elevated  and 
bled  upon  the  -slightest  friction  with  absorbent-cotton.  There  was 
no  thickening  or  deposit  under  them,  i.  e. ,  there  was  no  evidence,  as 
far  as  physical  examination  could  demonstrate,  of  any  deposit 
whatever  in  the  glandular  or  cellular  structures.  The  disease,  as 
far  as  the  vagina  was  concerned,  seemed  to  be  confined  simply  to 
the  mucous  surface. 

The  uterus  was  quite  movable,  the  only  point  at  which  it  was 
at  all  impaired  as  to  its  mobility  being  at  its  right  side,  the  broad 
ligament  of  that  side  being  somewhat  shortened,  probably  from  an 
old  attack  of  pelvic  peritonitis.  At  the  request  of  the  family  I 
simply  informed  the  patient  that  an  operation  for  the  removal  of 
the  "ulcerated"  tissue  was  demanded.  To  the  family  I  advised 
immediate  removal  of  the  uterus,  with  its  tubes  and  ovaries,  and 
enough  of  the  vaginal  wall  to  take  away  all  the  diseased  tissue  and 
at  least  three-fourths  of  an  inch  of  healthy  tissue  below. 
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From  a  very  favorable  experience  in  one  other  case,  very  simi- 
lar, operated  upon  some  two  years  since,  I  felt  convinced  that  I 
could  easily  remove  all  of  the  diseased  tissues  and  give  the  patient 
an  excellent  chance  to  live  several  years,  possibly  a  good  many. 
Her  attending  physician  had  made  the  statement  to  her  family  that 
the  disease  was  necessarily  fatal,  and  would  probably  terminate  in 
about  one  year.  At  my  request  the  patient  was  examined  by  Dr. 
Polk,  and  his  opinion  coincided  with  my  own. 

March  7th  I  removed,  at  my  private  hospital,  by  vaginal  hys- 
terectomy, the  specimens  here  presented.  The  uterus,  as  will  be 
seen,  is  slightly  larger  than  normal,  and  attached  to  the  cervix  is 
the  upper  portion  of  the  vagina  cut  through  its  circumference  fully 
an  inch  and-a-half  below  the  cervico-vaginal  juncture.  This  portion 
of  the  vagina  shows  the  points,  anteriorly  and  posteriorly,  at  which 
the  epithelium  was  involved. 

The  operation  was  done  in  the  usual  manner,  the  first  incision 
of  course  being  made  an  inch  and-a-half  down  on  the  vaginal  walL 
On  account  of  the  shortened  right  broad  ligament  the  dissection 
was  a  little  more  difficult  than  usual,  and  after  removing  the  uterus 
and  left  tube  and  ovary,  I  found  that  I  could  not  remove  the  right 
tube  without  exerting  too  much  traction.  I  succeeded  in  removing 
that  ovary,  however,  and  found  it  in  a  state  of  cystic  degeneration. 
All  the  vessels,  including  several  from  the  cut  vaginal  surface,  were 
ligated,  the  stumps  were  drawn  down  into  the  vagina,  with  the 
ligatures  protruding  from  the  vagina,  and  the  usual  iodoform  tam- 
pon applied  high  up  to  support  the  intestines  and  prevent  any 
agglutination  of  intestines  to  the  stumps,  or  any  possibility  of  sep- 
tic infection.  At  the  end  of  ten  days  the  tampon  was  removed  and 
a  fresh  one  inserted;  this  was  repeated  on  the  sixteenth  day. 

The  ligatures  came  away  from  the  left  stump  on  the  twenty- 
second  day,  and  on  the  right  they  still  remain.  The  patient 
is  up  and  around  the  room,  the  operation  having  been  performed 
just  four  weeks  since.  I  present  this,  my  thirteenth  case  of  vaginal 
hysterectomy  for  cancer  of  the  uterus,  and  the  second  case  in  which 
the  vaginal  mucous  membrane  had  begun  to  be  involved,  and  I 
would  invite  discussion,  more  especially  as  to  the  propriety  of  per- 
forming this  operation  in  just  such  cases  as  these  in  which 
the  mucous  surface  of  the  vagina  has  been  attacked,  but  in  which, 
as  far  as  physical  examination  can  demonstrate,  there  is  no  real  in- 
filtration of  the  subjacent  cellular  or  glandular  structures.  I  am  pretty 
well  convinced  that  all  such  cases  should  be  afforded  the  same 
opportunity  in  the  line  of  surgical  procedure  which  we  give  to  cases- 
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involving  the  cervix,  or  the  cervix  and  the  body  of  the  uterus,  in 
other  words,  that  the  presence  of  an  extension  of  the  disease  to 
the  mucous  membrane  of  the  vagina  at  its  upper  fourth  should  not 
debar  us  from  vaginal  hysterectomy. 

From  the  pathologist's  report,  which  I  present  with  this,  I  learn 
that  the  disease  is  one  of  "desquamating  epithelioma"  entirely 
confined  to  the  mucous  surface  of  the  cervix  and  the  part  of  the 
vagina  removed,  a  very  slow  form  of  malignant  disease,  but  one 
which  sooner  or  later  is  of  course  sure  to  penetrate  the  deeper 
structures. 

This  being  the  case  it  simply  adds  increased  evidence  in  favor 
of  the  propriety  of  the  operation,  and  what  is  of  the  greatest  im- 
portance to  the  patient,  it  also  promises  an  almost  certain  exemp- 
tion from  a  recurrence  of  the  disease.  In  making  the  microscopic 
examination,  that  portion  of  the  anterior  wall  of  the  vagina  which 
was  removed  at  the  operation  has  been  sacrificed,  hence  the  speci- 
men shows  only  a  portion  of  the  posterior  vaginal  wall.  In  the 
right  horn  of  the  uterus  will  be  seen  a  small  interstitial  fibroma. 
This  is  my  fifth  case  of  a  uterus  removed  by  vaginal  hysterectomy 
for  malignant  disease,  in  which  a  small  fibroma  has  also  been 
found  in  the  body  of  the  uterus,  rather  an  exceptional  experience 
as  to  numbers  of  the  presence  of  cancer  and  fibroma  in  the  same 
cases. 

Dr.  Wm.  H.  Porter's  report  on  uterus  received  from  Dr.  Janvrin. 

The  specimen  received  for  examination  consisted  of  an  unopened 
uterus  and  the  superior  extremity  of  the  vagina  which  encircled  the  os. 

The  uterus  was  hard  and  about  one-third  larger  than  the  normal 
multiparous  uterus. 

There  was  no  marked  external  evidence  of  disease  of  the  uterus 
or  its  immediate  appendages. 

The  os  externum  was  slightly  eroded,  but  not  deeply  ulcerated 
at  any  point.    It  was  enlarged  and  elongated  laterally. 

The  attached  portion  of  the  vaginal  wall  showed  several  small 
microscopic  erosions  upon  the  mucous  membrane. 

Microscopic  examination  of  these  points,  however,  showed  that 
they  were  small  surface  desquamations  of  the  epithelial  cells  and 
did  not  reach  the  sub-epithelial  layer. 

The  sub-mucous  tissue  of  the  vaginal  wall  was  the  seat  of  a 
moderate  cellular  proliferation  of  the  connective  tissue  type,  but  no 
evidence  of  carcinomatous  infiltration  could  be  found  at  any  point. 
The  condition  was  rather  such  as  commonly  follows  prolonged 
congestions. 
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Upon  opening  the  cervical  canal  and  the  cavity  of  the  uterus, 
the  lumen  was  found  to  be  considerably  enlarged.  There  was, 
however,  no  ulceration  or  evidence  of  a  distinct  neoplasm.  The 
mucous  membrane  lining  the  cervical  canal  and  cavity  of  the 
uterus  was  slightly  hypertrophied  and  thrown  into  longitudinal 
folds.  There  was  not  the  pronounced  adenoid  hypertrophy  so 
commonly  found  in  the  uterus,  and  which  many  times  resembles 
the  cylindrical-celled  epithelial  carcinomata. 

There  was  no  degeneration  of  the  epithelial  lining  of  the  uterine 
cavity  with  a  breaking  down  of  the  basement  membrane,  and  no 
infiltration  of  the  lymph  spaces  with  epithelial  cells. 

In  fact  no  distinct  evidence  of  a  carcinomatous  growth  or  infil- 
tration could  be  found  in  the  shape  of  alveolar  collections  of 
epithelial  cells. 

The  most  marked  pathological  condition  was  a  small  dense 
fibroma  one-half  inch  in  diameter,  situated  in  the  substance  of  the 
body  of  the  uterus  between  the  fundus  and  the  entrance  of  the 
right  Fallopian  tube. 

With  this  there  was  a  general  cellular  infiltration  of  the  con- 
nective tissue  type  and  some  thickening  of  the  blood-vessels  in 
the  walls  of  the  uterus. 

While  every  portion  of  the  mucous  membrane  was  not  subjected 
to  microscopic  examination  cuts  were  made  from  various  parts  of 
the  vagina  and  uterus. 

The  microscopic  appearance  was  that  of  a  superficial  ulceration 
of  the  cervix.  No  marked  evidences  as  commonly  found  in  epi- 
thelial carcinoma  were  found,  and  the  deeper  structures  were  not 
implicated  with  an  epithelial  infiltration. 

The  prolonged  history  of  the  case,  together  with  the  superficial 
ulceration  of  the  cervix,  renders  the  diagnosis  of  a  superficial 
and  desquamating  epithelioma  as  undoubtedly  the  true  condition. 
The  most  marked  and  apparent  lesions  independent  of  the  history  are 
the  fibroid  and  hypertrophic  thickening  of  the  uterine  and  vaginal  wall. 

Dr.  H.  C.  Coe  had  seen  several  cases  in  which  the  vagina  was  in- 
volved, and  he  thought  the  outlook  less  fatal  than  where  the  vagina 
was  perfectly  free  and  the  disease  limited  to  the  cervix  and  the 
uterus  fixed  by  indurations  in  the  broad  ligament.  The  mere  fact 
that  the  disease  had  extended  to  the  superficial  layer  of  the  vagina 
he  did  not  consider  a  contra-indication  for  the  removal  of  the  uterus. 
He  believed  an  examination  of  the  patient  under  an  anaesthetic  be- 
fore operating  was  imperative.  He  had  learned  that  lesson  from 
Dr.  Krug.     Under  an  anaesthetic  he  had  demonstrated  that  what 
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appeared  to  be  adhesions  outside  the  uterus  were  simply  bands  in 
the  vagina. 

Dr.  Boldt  believed  it  should  not  be  a  contra-indication  to  the 
removal  of  the  uterus  if  two-thirds  or  more  of  the  vagina  was  in- 
volved, provided  the  disease  did  not  invade  the  deeper  tissues. 

Dr.  Floriax  Krug  agreed  with  Dr.  Janvrin  that  contra-indica- 
tion was  only  to  be  found  when  there  was  reasonable  certainty  that 
one  could  not  operate  in  healthy  tissue  and  remove  every  diseased 
part.  He  recalled  two  of  his  cases  where  he  removed  a  very  large 
portion  of  the  vagina  which  was  involved,  one  of  which  was  nearly 
three  years  ago,  and  the  patient  is  perfectly  well  to-day.  He  re- 
ferred to  a  case  of  Dr.  Strong's  where  the  latter  did  abdominal  hys- 
terectomy for  malignant  disease  and  the  vagina  being  involved,  the 
operator  was  enabled  by  the  use  of  Trendelenburg's  posture  to  dis- 
sect down  the  malignant  disease  of  the  vagina  and  take  out  a  large 
portion  of  the  vagina  from  the  abdomen. 

Dr.  Janvrin  requested  the  views  of  Dr.  Wm.  H.  Porter  (who  was 
present  by  invitation)  on  this  subject. 

Dr.  Porter  said  he  had  examined  a  number  of  this  class  of 
growths  and  studied  their  pathology,  and  that  this  one,  in  common 
with  the  rest,  presented  absolutely  no  evidence  of  any  cancerous 
infiltration  underneath  the  deeper  layers  of  the  epithelium,  and  he 
was  accustomed  to  look  upon  them  as  superficial  desquamating  epi- 
thelioma. He  believed  there  was  a  great  tendency  in  women 
toward  the  menopause,  when  from  any  cause  pathological  growths 
develop,  to  have  instituted  a  sort  of  resistant  force  on  the  part  of 
nature  to  prevent  the  deeper  involvement  of  the  tissues,  as  in  this 
case  where  there  was  a  very  decided  thickening  and  enlargement 
and  dilatation  of  all  the  blood-vessels  in  the  walls  of  the  uterus  and 
sub-vaginal  tissue,  being  in  reality  new  formed  tissue  which  is  thrown 
out  in  the  effort  of  nature  to  prevent  the  breaking  through  of  the 
mucous  membrane  and  involvement  of  the  deeper  tissues,  and  not, 
as  is  often  supposed,  cancerous  infiltration. 

Dr.  Janvrin  was  glad  to  be  sustained  on  the  point  that  where 
there  is  invasion  of  the  vaginal  mucous  membrane  it  is  not  a  contra- 
indication to  the  removal  of  the  uterus,  together  with  that  portion 
of  the  vagina. 

Chronic  Pelvic  Cellulitis  with  Incipient  Peritonitis;  Tubes  and  Ovaries 
Removed  by  Laparotomy.     Dr.  A.  F.  Currier  presented  the 
specimen  and  read  the  history  of  the  case. 
Uterine  adnexa  removed  from  a  single  woman,  nullipara,  Get. 
thirty-eight.   Under  observation  since  September,  1888,  when  a  very 
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large  portio  vaginalis  cervicis  of  suspicious  appearance  was  re- 
moved. The  disease  proved  to  be  non-malignant.  For  many 
years  the  patient  suffered  with  dysmenorrhcea  and  pelvic  pain. 
Very  little  relief  was  obtained  from  the  operation.  Palliative  meas- 
ures have  been  adopted  continuously  since  the  operation  with  poor 
success.  The  past  winter  the  galvanic  current  has  been  used  two 
or  three  times  weekly  (20-30  m.  a.,  each  seance  lasting  six  minutes, 
negative  pole  in  vagina).  The  pain  was  always  relieved,  but  it 
always  came  back.  At  length  abdominal  section  was  recommended 
and  was  practiced  March  30,  1892.  There  were  adhesions  of  the 
omentum  to  the  parietal  peritonaeum  and  rather  firm  adhesions  in 
the  pelvis.  The  left  ovary  and  tube  were  united  through  their  entire 
extent  to  the  sigmoid  flexure,  and  were  carefully  peeled  off.  The 
right  appendages  were  firmly  united  to  the  thickened  and  indurated 
broad  ligament,  and  are  believed  to  be  illustrative  of  cellulitis 
of  the  broad  ligament.  No  pus  was  found  anywhere.  On  the 
posterior  aspect  of  the  uterus  was  a  myoma  as  large  as  a  duck's 
egg,  with  a  thick  pedicle.  The  ovaries  are  enlarged,  bear  evidences 
of  chronic  congestive  or  inflammatory  processes,  the  right  mesosal- 
pinx is  much  thickened  and  contains  a  cyst  as  large  as  a  bean.  The 
tubes  are  indurated  and  have  apparently  been  subjected  to  a  con- 
gestive or  inflammatory  process  for  a  long  time.  The  fimbriated 
extremities  of  the  tube  are  exuberant  and  there  is  no  evidence  that 
there  has  been  any4  direct  extension  of  an  inflammatory  process  from 
the  uterus  and  tubes  to  the  ovaries  and  peritonaeum.  There  is  no 
evidence  of  any  septic  or  infective  process  nor  would  the  history  of 
the  case  warrant  any  such  suspicion. 

Dr.  A.  P.  Dudley  asked  whether  the  broad  ligaments  were 
spread  out  by  the  cellulitic  deposit  and  whether  they  were  suppu- 
rating at  all  beneath  the  peritonaeum.  If  that  was  the  case  he 
should  say  the  diagnosis  was  clear,  but  if  not,  it  might  be  criticised. 
He  thought  if  the  tube  had  been  the  seat  of  acute  inflammation 
the  fimbriated  extremity  would  have  presented  a  different  appear- 
ance. The  ovaries  appeared  to  be  similar  to  those  where  cystic 
degeneration  is  the  only  visible  pathological  condition  at  the  time 
of  laparotomy,  and  under  such  circumstances  he  would  not  remove 
the  tubes  and  ovaries. 

Dr.  Currier  stated  that  the  right  broad  ligament  was  very  much 
indurated  and  thickened,  that  the  left  broad  ligament  was  not 
thickened  to  the  same  extent,  that  the  induration  was  no  doubt  the 
result  of  chronic  congestion  occasioned  by  the  presence  of  the 
myoma,  and  that  the  disease  did  not  extend,  to  suppuration  at  any 
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time.  There  was  no  evidence  about  the  pelvis  that  there  had  been 
suppuration;  it  was  simply  a  chronic  congestion  or  inflammation 
accompanying  this  new  formation  of  tissue. 

Dr.  Dudley  thought  these  facts  confirmed  the  diagnosis  made 
before  laparotomy.  He  believed,  hovever,  if  the  adhesions  about 
the  uterus  had  been  relieved  and  the  ovaries  and  tubes  lifted  up  the 
chronic  cellulitis  would  have  disappeared  and  they  could  have  been 
saved.  He  had  many  times  made  the  operation  and  saved  just 
such  tubes  and  ovaries. 

Dr.  G.  T.  Harrison  asked  if  the  diagnosis  was  made  on  the 
gross  appearance,  or  after  microscopic  examination. 

Dr.  Currier  said  the  gross  appearance  showed  the  formation  of 
new  tissue.  There  was  no  microscopic  examination.  He  remarked 
that  prominent  members  of  the  Society  had  held  that  this  condition 
could  not  exist  without  the  presence  of  infection  or  gestation.  This 
patient  had  never  been  pregnant,  but  he  regarded  the  myoma  as  the 
cause  of  the  recurrent  congestion  and  the  deposit  of  new  tissue. 

Malignant  Adenoma  of  the  Uterus.    Third  case,  presented  by  Dr. 
H.  C.  Coe,  with  history  of  the  case. 

Adenoma  Uteri;  Vaginal  Hysterectomy. 

Dr.  H.  C.  Coe  showed  a  specimen  of  adenoma  uteri,  with  the 
following  history:  Mrs.  N.,  a  widow,  aet.  forty-three,  entered  my 
service  in  the  New  York  Cancer  Hospital  July  22,  1891.  She  had 
been  married  twenty  years,  had  had  four  children  and  her  men- 
strual flow  was  normal  until  a  year  previous,  when  she  began  to  have 
menorrhagia,  which  was  attributed  to  the  climacteric.  She  had  never 
!had  any  atypical  haemorrhages  or  any  discharge  except  ordinary 
leucorrhcea.  Backache  and  headache,  but  no  severe  localized  pain. 
The  uterus  was  three-and-a-half  inches  in  depth  and  freely  movable. 
Os  externum  normal,  endometrium  soft  and  bled  slightly  on  the  pas- 
sage of  a  sound.     No  visceral  troubles. 

July  30,  after  previous  dilatation  with  tents,  the  sharp  curette 
was  usea  thoroughly,  a  quantity  of  ordinary  granulations  being  re- 
moved. Slight  haemorrhage.  The  uterine  cavity  was  irrigated 
with  bichloride,  1  to  8000,  and  an  application  of  iodized  phenol  was 
made.  No  elevation  of  temperature  and  patient  discharged  ten  days 
later.  She  menstruated  normally  twice,  then  had  a  return  of  the 
haemorrhages  at  intervals  of  two  or  three  weeks,  though  not  so 
severe  as  to  prevent  her  from  attending  to  her  household  duties. 
No  pain  or  discharge  and  general  health  good. 
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After  repeated  solicitations  she  re-entered  the  hospital  and  was 
curetted  again  on  March  19,  1892.  The  uterus  was  of  the  same 
size  as  at  the  previous  operation,  and  no  complications  were  noted. 
The  sharp  curette  was  used  as  before,  and  at  first  brought  away 
only  simple  granulations,  but  when  the  instrument  was  applied  to 
the  posterior  wail  near  the  fundus,  several  gelatinous  masses  were 
detached  which  presented  such  an  entirely  different  microscopical 
appearance  from  the  others  that  I  stated  to  the  spectators  that  I  had 
grave  suspicions  regarding  their  character  and  inclined  to  the  diag- 
nosis of  malignant  adenoma,  from  my  experience  in  other  similar 
cases.  A  report  from  the  pathologist,  Dr.  Thayer,  confirmed  this 
diagnosis.  After  curetting,  the  uterine  cavity  was  packed  with 
iodoform-gauze,  which  was  changed  four  times,  at  intervals  of  forty- 
eight  hours,  after  irrigating  with  bichloride,  1  to  8000.  No  reaction, 
temperature  normal  and  patient  free  from  pain. 

I  at  once  advised  a  radical  operation,  which  was  performed  April 
2,  with  great  ease,  ligatures  being  used.  Tubes  and  ovaries  normal, 
but  were  removed.  Time  of  operation  thirty  minutes,  and  patient 
has  had  a  normal  convalescence.  The  specimen  is  an  unusually 
interesting  one,  as  the  growth  is  confined  to  an  area  of  less  than  a 
square  inch  on  the  posterior  fundal  wall.  It  shows  not  only  how 
difficult  the  diagnosis  is  in  these  cases,  but  it  goes  far  to  substantiate 
a  view  which  I  have  previously  expressed  that,  although  essentially 
malignant  in  character,  these  cases  of  so-called  "malignant  adeno- 
ma "  seem  to  represent  a  class  sui  generis,  a  pre-cancerous  stage  of 
adeno-carcinoma,  which  persists  for  a  long  period  before  its  destruc- 
tive tendency  becomes  marked.  A  radical  operation  at  this  stage 
offers  the  most  gratifying  prospects  of  a  permanent  cure.  Circum- 
scribed adenoma  is  rare;  two  other  similar  specimens  have  been 
presented  to  this  Society,  one  by  Dr.  Bache  Emmet  and  one  by  my- 
self. I  presented  another  specimen  of  diffuse  adenoma.  Both  of 
the  patients,  whose  operations  were  performed  twenty-seven  and 
sixteen  months  ago,  are  well.  It  is  interesting  to  note  that  endo- 
metritis fungosa  coexisted  with  malignant  adenoma,  yet  there  is  no 
reason  to  think  that  there  is  ever  any  causal  relation  between  the 
two.  Much  confusion  has  been  introduced  into  the  pathology  of 
these  neoplasms  by  confounding  them  with  simple  glandular 
hypertrophy  of  the  endometrium.  The  latter  is,  of  course,  treated 
by  curetting  alone;  the  former  demands  a  radical  operation  as  soon 
as  the  diagnosis  has  been  made.  Those  who  fail  to  recognize  the 
essential  difference  in  anatomy  between  the  two  will  continue  to 
adopt  a  waiting  policy  in  the  case  of  adenoma  until  it  is  too  late  to 
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effect  a  cure  by  total  extirpation.  In  conclusion  I  commend  curet- 
ting and  intra-uterine  tamponnade  in  every  case  of  malignant  dis- 
ease of  the  corporeal  endometrium  preparatory  to  vaginal  hys- 
terectomy. It  diminishes  the  risk  of  sepsis  during  the  operation 
from  foul  discharges,  the  haemorrhage  is  much  lessened  at  the  time, 
and  the  uterus  is  notably  diminished  in  size  by  this  preliminary 
treatment. 

Dr.  Edebohls  referring  to  Dr.  Coe's  statement  that  the  affection 
was  comparatively  rare  and  that  only  two  cases  of  circumscribed 
malignant  adenoma  had  been  presented  to  the  Society,  for  the  sake 
of  completeness  mentioned  a  case  which  he  presented  a  few  months 
ago,  where  a  circumscribed  malignant  adenoma  of  the  fundus  arose 
from  a  base  of  one  square  inch  in  diameter. 

Dr.  Janvrin  asked  Dr.  Coe  if  it  was  possible  to  draw  the  line 
between  benign  and  malignant  adenoma.  He  believed  that  any 
adenoma  which  was  beginning  to  degenerate  was  malignant,  but 
that  anything  preceding  that,  that  is  a  simple  hypertrophy  of  the 
tissues,  might  be  benignant,  yet  when  it  becomes  adenoma  is 
malignant. 

Dr.  Coe  did  not  think  there  was  any  such  thing  as  a  benign 
adenoma.  Schroeder  merely  called  it  that  to  indicate  infiltration  of 
the  tissues. 

Strangulated  Parovarian  Cystoma;  Torsion  and  Stretching  of  Pedicle 
up  to  Rupture  of  Ovarian  Ligament  and  Fallopian  Tube,  with 
almost  Complete  Separation  of  the  Tumor;  Ventral  Hernia; 
Ovariotomy,  and  Operation  for  Radical  Cure  of  Hernia;  Re- 
covery. Dr.  G.  M.  Edebohls  presented  the  specimen  and  read 
the  history  of  the  case. 

T.  H..  aet.  thirty-three,  single,  was  admitted  to  St.  Francis  Hos- 
pital with  somewhat  urgent  symptoms,  which  had  led  her  attendant 
to  a  probable  diagnosis  of  appendicitis.  With  the  exception  of  a 
not  otherwise  annoying  hardness  of  the  lower  abdomen  she  had 
been  perfectly  well  until  three  days  before  admission,  when  she  was 
taken  quite  suddenly  with  vomiting  and  pains  in  the  right  iliac  and 
supra-pubic  regions.  A  brisk  purge  failed  to  give  relief  and  the 
vomiting,  pain  and  general  depression  persisted  until  admission. 

On  examination,  a  fairly  well-rounded,  very  slightly  movable, 
tender,  fluctuating  tumor,  estimated  at  twenty  to  twenty-five  centi- 
meters in  diameter  can  be  felt  in  the  right  iliac  region.  A  band-like 
prolongation  leads  from  the  tumor  across  the  median  line  to  the 
left  ovarian  region.    The  uterus  is  behind  and  below  the  tumor,  low 


Transactions  of  Societies. 


down  in  pelvis,  of  normal  size,  and  retroverted  in  the  third  degree. 
Behind  the  fundus  a  normal-sized  ovary  and  tube  can  be  plainly  pal- 
pated; the  latter  can  be  traced  to  the  right  cornu  uteri. 

Diagnosis. — Ovarian  cystoma  originating  from  the  left  side,  with 
either  extensive  peritoneal  inflammation  around  the  tumor  or  begin- 
ning purulent  degeneration  of  the  contents  of  the  cyst.  In  addition 
a  ventral  hernia,  due  to  a  diastasis  of  the  recti  muscles,  was  found 
extending  from  the  umbilicus  downward.  The  length  of  the  hernial 
aperture  measured  eight  centimetres;  width  at  the  centre  five  centi- 
metres. 

Abdominal  section  on  the  sixth  day  of  illness,  two  days  after 
admission.    After  the  patient  was  under  the  influence  of  ether  the 
tumor  could  be  freely  moved  from  the  right  over  to  the  left  side  of 
abdomen.    Spasmodic  contraction  of  the  recti  muscles  had  until 
then  locked  it  firmly  in  the  right  groin.    The  abdomen  was  opened 
by  a  ten-centimeter  incision,  when  the  purplish-black,  tense  mono- 
cyst  immediately  presented.    It  was  tapped  and  a  liter  of  bloody 
fluid  of  a  port-wine  color  evacuated.    No  peritoneal  adhesions  ex- 
cept low  down  to  sigmoid  flexure  where  a  layer  of  fresh  fibrinous 
exudate  indicated  incipient  peritonitis.    About  100  grammes  of  dark 
grumous  blood  and  coagula  were  found  in  the  peritoneal  cavity  and 
removed.     The  thick  cyst  wall  and  the  pedicle  were  everywhere 
purplish-black  in  color  and  contained  numerous  flat  extravasations 
of  blood  of  various  sizes.    The  pedicle  was  traced  to  the  left  par- 
ovarium, the  enlarged  and  intensely  congested,  black,  left  ovary 
lying  intact  below  it.    The  left  tube  elongated  to  twenty-five  centi- 
metres and  sharing  in  the  general  mortification  was  stretched  over  the 
convexity  of  the  cyst,  which  was  thus  situated  between  tube  and 
ovary.    The  pedicle  was  twisted  upon  itself  twice  completely  round, 
the  direction  of  the  twist  being  from  left  to  right  of  the  woman, 
viewing  the  cyst  anteriorly.    The  left  tube  and  left  ovarian  liga- 
ment which  entered  into  the  formation  of  the  pedicle  were  both  torn 
completely  across  near  their  origin  from  the  uterine  cornu.  These 
tears  were  the  source  of  the  haemorrhage  into  the  peritoneal  cavity. 
The  portion  of  the  pedicle  still  remaining  attached  to  the  left  broad 
ligament   was  of  membranous  thinness  and  measured  two-and-a- 
half  centimeters  in  width.     It  was  tied  off  with  catgut— although 
this  was  rather  a  superfluous  precaution,  all  circulation  in  it  having 
ceased— and  the  cyst  removed.     The  peritoneal  cavity  was  dried 
and  the  sigmoid  flexure  and  contiguous  parts  which  bore  evidences 
of  incipient  peritonitis  were  cleansed  with  sterilized  gauze  wrung  out 
of  i-iooo  sublimate  solution.    The  uterus  with  the  right  tube  and 
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ovary  were  found  behind  the  tumor,  and  the  appendages  presenting 
a  normal  appearance,  were  allowed  to  remain. 

The  abdominal  incision  was  now  extended  upwards  as  far  as 
the  umbilicus  so  as  to  embrace  the  territory  of  the  ventral  hernia. 
The  recti  muscles  were  found  separated  to  the  extent  of  two-and-a- 
half  centimeters;  the  fascia  between  them  stretched,  but  intact.  The 
fascia  was  divided  and  split  outward  on  either  side  until  the  recti 
muscles  were  reached.  The  fascia  posterior  to  the  muscles  was 
embraced  with  the  peritonaeum  and  united  by  interrupted  kangaroo 
sutures.  The  muscles  were  split  outward  on  either  side  longitud- 
inally, along  the  entire  length  of  the  hernia,  to  the  depth  of  two-and- 
a-half  centimeters,  and  the  broad  raw  surfaces  thus  obtained  were 
united  with  interrupted  kangaroo  sutures.  The  outer  layer  of  fascia, 
now  relieved  of  all  tension,  was  joined  with  running  catgut  suture. 
The  method  of  suturing  above  described  was  performed  along  the 
region  of  the  hernia.  Below  that,  the  peritonaeum,  muscle  and 
fascia  were  embraced  together  in  interrupted  tendon  'sutures  from 
the  tail  of  the  kangaroo.  The  joining  of  superficial  fat  and  skin 
along  the  whole  length  of  the  wound  by  a  running  suture  of  catgut 
completed  the  operation  which  occupied  exactly  one  hour  and  three 
minutes  from  first  incision  to  complete  closure  of  wound. 

The  evening  temperature  for  three  days  following  the  operation 
was  ioo1/.0,  the  highest  point  reached  at  any  time,  the  pulse  never 
going  above  84.  This  was  interpreted  as  a  manifestation  of 
sapraemia.  With  this  exception  the  patient  made  an  uneventful 
recovery. 

There  were  several  points  of  interest  in  the  case.  The  first  was 
that  the  threatening  symptoms  with  which  the  patient  entered  hos- 
pital yielded  in  great  measure  after  the  exhibition  of  a  purgative. 
The  abdominal  pain  diminished,  the  temperature  went  down  to 
normal  and  the  patient  felt  better,  yet  the  grave  intra-abdominal 
condition  was  steadily  progressing.  The  accelerated,  irritable  pulse 
was//ze  indication  which  prompted  to  speedy  operation,  which,  as  it 
proved,  was  none  too  soon  performed.  In  a  very  short  space  of 
time,  measured  probably  by  hours,  the  remainder  of  the  pedicle 
would  have  yielded,  dropping  the  mortified  cyst  into  the  peritoneal 
cavity  and  the  already  started  peritonitis  would  have  passed  beyond 
control. 

A  second  point  of  interest  was  presented  by  the  manner  of  pro- 
duction of  tear  of  the  tube  and  ovarian  ligament.  The  torsion 
of  the  pedicle  in  itself  was  insufficient  to  accomplish  this.  The  firm 
locking  of  the  cyst  on  the  side  opposite  to  its  origin,  by  the  unyield- 
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ing  contraction  of  the  very  strong  recti  muscles,  placed  the  pedicle 
under  enormous  tension, .which,  added  to  the  interference  with  its 
circulation  due  to  the  torsion,  caused  the  ovarian  ligament  and  tube 
to  yield  and  led  to  strangulation  and  incipient  gangrene  of  the 
cyst. 

PRESENTATION  OF  INSTRUMENTS. 

Dr.  Florian  Krug  Exhibited  the  Portable  Frame,  as  Devised  by  Him 
for  the  Use  of  Trendelenburg  s  Posture,  with  the  following 
description  : 


Krug's  Portable  Frame. — Fig.  r. 

It  is  made  of  galvanized  iron  and  has  a  removable  cover  of  sail 
canvas  on  which  straps  are  provided  to  hold  the  patient's  knees 
and  ankles.  It  weighs  about  twenty  pounds  only,  can  be  folded 
together  and  is  easily  carried  or  taken  along  in  a  street-car  or 
doctor's  wagon.  In  this  way  it  is  particularly  adapted  for  emer- 
gency cases,  or  wherever  laparotomy  has  to  be  performed  in  the 
patient's  house.  It  can  be  attached  to  a  kitchen  or  ordinary  table, 
as  well  as  to  any  kind  of  surgical  table.    It  thus  meets  with  all 
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requirements  for  hospital  practice  as  well  as  for  outside  operations. 
Briefly  told,  its  advantages  are  : 

1.  It  is  easily  cleansed  and  sterilized. 

2.  While  strong  enough  for  the  heaviest  patient,  it  is  very  light 
and  easily  portable. 


Krug's  Portable  Frame. — Fig.  2. 


3.  While  answering  every  requirement  it  is  incomparably 
cheaper  than  other  appliances  devised  for  that  purpose.  The 
frame  is  manufactured  by  the  Ford  Surgical  Company,  315  Fifth 
Avenue,  New  York. 

Dr.  Wylie  suggested  that  if  the  frame  was  made  of  steel  instead 

of  iron,  the  weight  could  be  reduced  one-half,  it  would  be  equally 

strong  and  not  much  more  expensive, 
si 

Dr.  Krug  also  Exhibited  His  Vaginal  Injector  for  the  Local  Applica- 
tion of  Ichthyol,  etc. 

He  said  that  ichthyol  had  become  to  be  considered  a  most  valu- 
able drug  in  the  treatment  of  non-surgical  diseases  within  the 


Vaginal  In-jector. 


female  pelvis.  He  had  used  it  in  a  very  large  number  of  cases 
ever  since  Dr.  Freund's  communication  on  the  subject  had  been 
published.  Its  qualities  to  reduce  inflammatory  products  of  non- 
suppurative character,  and  to  relieve  pain,  were  unsurpassed.  Since 
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using  ichthyol-glycerine,  he  has  almost  entirely  given  up  boro- 
glyceride  and  other  similar  preparations,  which  he  formerly  applied 
for  the  same  purposes.  However,  in  order  to  get  the  best  results, 
he  found  it  desirable  that  the  parts  should  be  kept  under  the  con- 
stant action  of  the  drug. 

The  majority  of  patients  could  not  call  on  the  physician  more 
than  twice  or  three  times  a  week  for  local  applications.  It  was  for 
that  reason  that  he  devised  this  injector,  the  use  of  which  any 
patient,  even  if  of  moderate  intelligence,  can  easily  learn. 

It  consists  of  a  slightly  curved  glass-tube,  which  bulges  out  into 
a  reservoir  holding  about  a  tablespoonful  of  the  drug.  An  elastic 
rubber  bulb  is  attached  to  the  end.  While  the  patient  is  lying  flat 
on  her  back  (preferably  at  bedtime)  she  compresses  the  bulb,  draws 
up  enough  ichthyol-glycerine  to  fill  the  reservoir,  inserts  the  instru- 
ment into  the  vagina  and  injects  the  fluid  by  a  quick  squeeze  of  the 
bulb.  She  then  places  a  lamb's-wool  tampon  into  the  vagina,  thus 
retaining  the  fluid.  The  bulb  is  then  taken  off  and  the  tube  cleansed 
in  warm  water. 

Dr.  Krug  considered  this  course  of  treatment  a  very  valuable 
substitute  for  the  routine  manner  of  packing,  wherever  the  patient 
could  not  have  the  benefit  of  hospital  treatment  or  the  physician's 
constant  care. 

PRESENTATION  OF  CASES. 

Successful  Case  of  Intra-venous  hifusion  of  Salt  Solution  for  Haem- 
orrhage following  Laparotomy.  Dr.  H.  C.  Coe  reported  the 
following  case  : 

I  am  indebted  to  the  courtesy  of  Dr.  Hanks,  who  permits  me  to 
report  the  case  of  a  patient  now  in  his  service  at  the  Woman's 
Hospital. 

Miss  V.,  set  twenty-six,  entered  the  hospital  February  8,  1892, 
with  an  abdominal  enlargement  of  eighteen  months'  standing, 
which  was  recognized  to  be  a  simple  ovarian  cyst  without 
adhesions.  She  was  in  good  condition,  without  symptoms,  but 
her  operation  was  delayed  for  a  month  on  account  of  a  severe 
attack  of  bronchitis. 

Operation  by  Dr.  Hanks,  assisted  by  Dr.  Coe,  on  March  10th, 
completed  in  twenty  minutes,  a  parovarian  cyst  being  removed 
from  the  right  side.  The  pedicle,  which  was  long  and  broad,  was 
transfixed  and  tied  in  the  usual  manner,  the  stump  being  touched  with 
the  thermo-cautery.  The  wound  was  closed  with  separate  sutures 
of  the  peritonaeum,  fascia  and  skin.  A  final  inspection  of  the  stump 
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showed  that  it  was  apparently  perfectly  secure.  After  attending  to 
some  minor  operations,  it  occurred  to  me  to  take  a  last  look  at  the 
patient  before  leaving.  I  found  her  blanched  and  pulseless.  Her 
voice  was  strong  and  she  said  she  felt  first-rate.  Summoning  the 
house-surgeon,  I  at  once  removed  the  dressings  and  examined  the 
wound ;  the  abdomen  was  flat  with  a  tympanitic  percussion  note 
and  was  insensitive  on  pressure.  The  nurse  could  give  me  no  in- 
formation as  to  the  cause  of  the  trouble,  as  she  had  noticed  nothing 
except  that  the  patient  had  coughed  several  times.  I  was  at  first 
unable  to  account  for  the  patient's  condition,  as  it  did  not  seem 
possible  that  haemorrhage  could  follow  such  a  simple  operation. 
She  had  been  subject  to  attacks  of  syncope. 

Hypodermic  injections  of  whiskey,  camphorated  oil  and  digitalis 
failed  to  revive  the  heart,  and  I  decided  to  re-open  the  cavity  with- 
out waiting  for  Dr.  Hanks,  who  had  been  sent  for.  The  secondary 
operation  was  performed  with  hasty  preparations,  the  patient  being 
in  bed  and  no  anaesthetic  being  given,  as  I  felt  that  to  lift  her  upon 
the  table  might  prove  fatal.  The  abdomen  was  filled  with  blood 
and  active  haemorrhage  was  proceeding  from  the  stump,  from 
which  the  ligature  had  slipped.  The  stump  was  easily  pulled  up, 
caught  with  forceps  and  re-tied,  and  the  cavity  was  irrigated  with 
a  hot  saline  solution,  some  of  which  was  purposely  left  behind  after 
sponging.  The  wound  was  closed  without  drainages.  The  patient 
was  in  such  collapse  that  she  did  not  suffer  pain  from  the  manipu- 
lations. Hypodermatic  injections  of  camphorated  oil  were  given 
and  without  loss  of  time  500  C.C.  of  saline  solution  were  injected 
into  the  median  cephalic  vein,  with  perceptible  improvement  in  the 
heart-action,  although  the  pulse  could  hardly  be  felt.  Lower  ex- 
tremities bandaged  and  foot  of  bed  elevated  about  eighteen  inches. 

The  patient  remained  in  a  critical  condition  for  two  or  three 
days  (with  a  pulse  varying  from  130  to  140),  receiving  frequent 
enemata  of  hot  beef-tea  and  saline  solution  with  whiskey.  Her 
temperature  shot  up  to  1040  on  the  first  night,  but  soon  declined, 
and  after  a  few  oscillations  dropped  below  ioo°.  A  curious  hectic 
flush  war  noted  on  the  second  day,  probably  due  to  local  vaso- 
motor disturbance.  Fortunately  she  had  no  cough  or  vomiting, 
and  there  were  no  evidences  of  sepsis  whatever — a  remarkable  fact 
in  view  of  the  hasty  nature  of  the  operation. 

She  was  removed  from  the  laparotomy  cottage  to  the  house  on 
the  sixth  day  and  has  had  an  uneventful  convalescence,  the  wound 
healing  without  suppuration. 
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The  highest  praise  is  due  to  house-staff,  Drs.  Harper  and  Mc- 
Gannon,  to  whose  able  assistance  at  the  operation  and  unremitting 
attention  to  the  after-treatment  of  the  patient  her  recovery  was 
largely  due. 

I  would  call  attention  briefly  to  several  points  of  practical 
interest  : 

1.  The  importance  of  re-opening  the  wound  at  once,  even 
though  we  only  suspect  haemorrhage. 

2.  The  value  of  saline  infusion,  seconded  by  intra-peritoneal 
infusion  and  hot  rectal  enemata. 

3  Few  powerful  cardiac  stimulants  were  used  in  this  case.  It 
is  probable  that  many  patients  are  over-stimulated  in  our  anxiety 
to  arouse  the  flagging  heart. 

4.  The  after-treatment  of  these  cases  demands  the  most  con- 
stant and  skillful  attention.  We  must  be  careful  not  to  force  the 
heart  too  much  until  the  circulating  fluid,  the  loss  of  which  is 
temporarily  supplied  by  the  saline  solution,  has  been  renewed. 

Dr.  Boldt  had  used  Dawbarn's  method  of  injecting  a  salt  solution 
directly  into  the  artery  in  a  similar  case  with  equally  good  results. 

Dr.  W.  Gill  Wylie  had  advocated  some  years  ago  the  use  of  hot 
water  in  the  abdomen  for  shock,  and  also  the  use  of  hot  saline  in- 
jections into  the  rectum.  When  patients  were  in  collapse  he  had 
found  in  applying  these  rectal  injections — eight  ounces  every  twenty 
minutes — that  as  much  as  two  quarts  would  be  taken  up.  If  any 
excessive  haemorrhage  takes  place  during  the  operation  he  would 
immediately  inject  into  the  rectum  a  warm  saline  solution,  and  in 
such  cases  the  rectum  will  absorb  almost  any  amount  and  accom- 
plish good  results.  He  had  injected  hot  water  into  the  abdominal 
cavity  as  high  up  as  the  diaphragm,  but  relied  mainly  on  the  rectal 
enemata,  which  he  believed  was  a  much  better  practice  than  to 
wait  until  after  the  operation  is  over  and  then  inject  into  the  vein. 
The  rectal  injection  also  has  the  advantage  of  being  a  very  simple 
procedure. 

Dr.  H.  Marion  Sims  had  saved  life  some  three  years  ago  by 
saline  transfusion,  but  not  after  laparotomy.  The  patient  had  a 
miscarriage  and  bled  profusely  for  a  number  of  hours.  When  seen 
she  was  pulseless,  but  the  use  of  saline  transfusion,  injecting  about 
twelve  ounces  into  the  median  basilic  vein,  gave  good  results,  the 
patient  recovering  without  further  trouble. 


New  York  Obstetrical  Society. 


497 


The  Treatment  of  Recurring  Salpingitis  and  Peritonitis  by  Curetting 
and  Drainage.  Dr.  W.  M.  Polk  read  a  paper  with  the  above 
title. 

DISCUSSION. 

Dr.  H.  C.  Coe  said  that  any  statements  originating  from  Dr. 
Polk  on  this  subject  should  be  accepted  in  a  certain  sense  as 
coming  ex  cathedra,  still  he  ventured  to  call  attention  to  a  few 
theoretical  objections  which  perhaps  the  reader  would  answer  in 
closing  the  discussion. 

He  had  not  the  slightest  doubt  about  the  value  of  this  method 
of  treatment  in  cases  of  chronic  endometritis,  for,  as  Dr.  Pryor  had 
pointed  out,  removal  of  diseased  adnexa  alone  without  curettement 
often  failed  to  cure  the  patient ;  the  question  was  how  much  the 
relief  experienced  after  the  palliative  operation  was  due  to  the  im- 
provement in  the  condition  of  the  uterus,  and  how  much  to  that  of 
the  salpingitis.  In  regard  to  the  emptying  of  pus  from  the  tubes 
into  the  uterus,  Sutton  in  his  recent  work  on  the  "Surgical  Diseases 
of  the  Tubes  and  Ovaries,"  makes  a  statement  with  which  he  had 
long  been  in  accord,  that  there  is  no  trustworthy  evidence  that  a  pyo- 
salpinx  or  hydrosalpinx  discharges  into  the  uterus.  He  had  never  seen 
such  a  discharge  which  he  could  not  explain  to  his  own  satisfaction 
as  due  to  an  accompanying  endometritis.  He  had  even  seen  the 
abdomen  opened  when  the  diagnosis  of  pyosalpinx  had  been 
largely  based  on  this  evidence  and  the  tubes  were  found  to  be 
normal. 

The  speaker  looked  at  the  matter  from  an  anatomical  standpoint, 
and  while  he  had  no  doubt  whatever  as  to  the  effect  of  curretting 
and  drainage  on  endometritis,  it  was  difficult  for  him  to  see  exactly 
what  effect  it  could  have  upon  cases  of  recurring  salpingitis  and 
peritonitis,  in  which  it  was  impossible  to  tell  clinically  whether  the 
tubes  were  patent  or  not.  Whether  the  uterine  end  of  the  tube  be- 
comes dilated  on  account  of  this  treatment,  or  whether  the  result- 
ing contraction  of  uterus  causes  contraction  of  the  tube  with  expul- 
sion of  its  contents  is  a  matter  of  pure  conjecture.  Where  patients 
have  been  under  careful  observation  in  a  hospital,  as  in  the  cases 
reported,  there  ought  to  be  no  difficulty  in  determining  that  the 
diseased  adnexa  diminishes  in  size  and  the  exudations  disappear. 

Dr.  Coe  questioned  whether  patients  in  private  practice  could  be 
generally  treated  by  this  method  •  he  had  always  regarded  the  con- 
dition described  as  a  contra-indication  to  operations  upon  the 
uterus. 
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Dr.  J.  G.  Perry  was  led  to  try  this  method  of  treatment  after 
hearing  Dr.  Polk's  paper  before  the  Academy.  He  recalled  a  case 
which  had  been  going  on  for  several  months  where  there  was  in- 
duration in  the  left  side  involving  the  tube.  He  was  not  aware 
whether  the  tube  was  open  or  not.  He  had  curetted  five  times  and 
after  each  curetting  packed  with  gauze  which  was  allowed  to 
remain  in  for  two  days  and  then  withdrawn  and  another  packing 
applied.  The  improvement  has  been  so  rapid  that  he  believed  in  a 
few  days  the  patient  would  be  entirely  relieved. 

Dr.  P.  F.  Chambers  thought  the  paper  was  an  intimation  to  the 
profession  that  it  was  about  time  to  call  a  halt  in  indiscriminate 
removal  of  the  ovaries  and  tubes,  that  in  many  cases  the  append- 
ages had  been  removed  where  no  doubt  with  proper  treatment  they 
could  have  been  saved.  He  could  recall  several  such  cases,  where 
the  patients  came  from  a  distance  to  have  their  uterine  appendages 
removed  and  examination  showed  the  tubes  enlarged  and  a  distinct 
indication  of  hydrosalpinx  or  pyosalpinx,  but  under  a  proper  course 
of  uterine  or  vaginal  treatment  they  had  been  relieved  and  gone 
away  cured.  He  expressed  his  thanks  to  the  author  of  the  paper 
for  what  he  considered  an  intimation  to  the  profession  that  such 
patients  should  be  given  the  benefit  of  other  forms  of  treatment  be- 
fore deciding  at  once  to  take  out  the  tubes  and  ovaries. 

Dr.  Boldt  thought  the  treatment  introduced  by  Fritsch,  Gott- 
schalk  and  Doleris,  and  advocated  by  Dr.  Polk,  was  no  doubt  of 
great  benefit  in  a  certain  number  of  cases  of  catarrhal  salpingitisr 
endometritis  in  connection  with  catarrhal  salpingitis,  and  a  number 
of  cases  of  interstitial  salpingitis,  but  those  cases  where  there  is 
suppurative  disease  of  the  appendages  are  in  his  opinion  entirely 
unsnited  for  this  method  of  treatment,  and  there  is  likely  to  be  a 
fresh  inflammatory  attack  lighted  up  by  the  divulsion  in  curetting. 
No  matter  how  much  care  or  precaution  is  taken  there  are  a  certain 
number  of  cases  which  have  their  origin  in  specific  disease,  such  as 
salpingitis  due  to  gonorrhoea,  which  will  be  made  worse  by  this 
treatment. 

In  regard  to  the  time  of  operating  or  applying  any  treatment  to 
the  uterus,  it  was  proven  by  Brandt  twenty-five  years  ago  that  the 
best  results  were  achieved  by  treating  patients  about  the  time  of 
the  menstrual  period  or  even  during  the  menstrual  period.  The 
speaker  had  brought  out  this  point  in  a  paper  read  before  the 
Society  four  years  ago  on  massage  on  uterus.  The  only  precaution 
in  that  form  of  treatment  was  that  the  manipulations  must  be  made 
with  greater  care.    He  thought  he  had  achieved  as  good  results  by 
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the  Brandt  method  as  Dr.  Polk  had  by  divulsion,  curetting  and 
drainage  ;  the  latter  was  most  rapid,  while  the  former  was  more 
painstaking.  The  Brandt  method,  however,  could  not  be  applied 
to  women  who  have  rigid  or  very  fat  abdominal  walls. 

Dr.  Wylie  said  if  he  was  to  criticise  the  paper  it  would  be  in 
reference  to  the  general  statement  that  this  treatment  could  be  ap- 
plied to  almost  all  cases.  He  had  made  a  very  careful  study  of 
this  subject  for  a  long  time  and  admitted  that  the  treatment  was 
applicable  to  a  certain  class  of  cases,  but  he  considered  it  a  limited 
class.  Notwithstanding  a  large  experience  in  the  diagnosis  of  this 
trouble,  he  had  learned  to  doubt  his  ability  to  diagnose  many  of 
them.  He  was  constantly  receiving  cases  with  a  history  of  sup- 
posed salpingitis,  sent  to  him  for  operation.  Where  there  was 
doubt  his  custom  was  to  take  the  patient  and  watch  her  through  a 
menstruation,  then  to  apply  boro-glyceride  cotton  pledgets  in  the 
vagina  twice  a  week.  If  sub-involution  is  present  and  the  trouble 
is  confined  to  the  uterus  the  patient  will  improve.  After  three  or 
four  applications  of  the  pledgets  the  patient  will  stand  them  well 
and  the  case  gets  into  a  sub-acute  condition,  and  then  the  doubt 
about  the  diagnosis  can  be  cleared  up. 

Many  of  the  cases  which  are  called  salpingitis  are  nothing 
more  or  less  than  disease  of  the  uterus,  the  tissues  about  the  uterus 
.being  swollen,  the  case  diagnosed  as  salpingitis,  treated,  and  sup- 
posed to  be  cured,  when  the  tubes  and  ovaries  have  probably 
never  been  affected.  In  a  number  of  cases  where  the  tube  and 
ovary  felt  enlarged  and  appeared  to  be  affected,  he  had  treated 
them  in  a  mild  way  until  sub-acute,  and  then  resorted  to  this  very 
treatment.  In  one  case  he  had  cured  two  attacks.  He  dilated  and 
curetted  twice  and  there  was  improvement,  and  another  time  there 
was  an  attack  that  led  him  to  believe  she  had  suppurative  trouble 
on  the  left  side,  but  it  subsided.  He  sent  for  Dr.  Polk  in  consul- 
tation, an  Alexander's  operation  was  done,  and  the  patient  went 
home,  but  he  was  not  sure  whether  the  patient  is  cured  or  not ;  if 
it  was  not  a  salpingitis  she  is  probably  cured.  He  believed  it  was 
extremely  difficult  to  make  a  positive  diagnosis,  but  if  the  case  im- 
proved under  the  use  of  the  boro-glyceride  it  was  an  evidence  that 
there  was  very  little  active  trouble  in  the  tubes  and  ovaries.  If  she 
does  not  bear  the  boro-glyceride  well  then  the  tubes  and  ovaries 
are  probably  involved,  in  which  case,  even,  he  certainly  would  not 
recommend  this  treatment  advocated  by  Dr.  Polk,  except  where 
the  case  was  sub-acute.  If  the  uterus  was  healthy  and  the  tubes 
and  ovaries  enlarged  he  would  hesitate  to  dilate  and  curette,  but 
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where  the  disease  of  the  tubes  and  ovaries  is  uncertain  or  where  it 
may  exist  and  become  sub-acute,  then  he  would  not  hesitate  at  all 
to  carry  out  the  treatment,  with  the  hope  that  the-tube  might  drain 
through  the  uterus.  He  believed  with  Dr.  Coe  that  the  cases  where 
pus  empties  from  the  tubes  into  the  uterus  are  rare,  but  that  such 
a  condition  does  sometimes  occur.  He  recalled  his  first  case  of 
salpingitis,  seen  in  St.  Elizabeth's  Hospital.  The  patient  had  been 
operated  on  for  laceration  of  the  cervix.  He  made  out  a  pus-sac 
on  either  side  of  the  uterus  and  from  the  failure  of  all  kinds  of 
treatment  he  made  up  his  mind  it  was  a  case  of  salpingitis,  which 
he  proved  to  his  audience  by  putting  the  patient  in  Sims'  position, 
then  wiped  out  the  vagina,  passed  a  sound  into  the  uterus  to  show 
there  was  no  pus  there,  put  the  patient  on  her  back,  squeezed  the 
tubes  by  the  bimanual  method,  and  then  turning  the  patient  on 
her  side  showed  a  teaspoonful  or  more  of  pus  which  must  have 
come  from  the  tubes.  Opening  the  abdomen  he  found  both  tubes 
distended  with  pus,  one  more  than  the  other,  the  left  one  having 
probably  been  partially  emptied  into  the  uterus.  The  pus  was  milky 
and  thin  and  of  just  such  a  nature  as  would  pass  through  the  tube. 

In  well  marked  cases,  where  the  tube  was  enlarged  and  thick- 
ened, if  there  was  much  pus  in  the  tube  the  ovary  was  certain  to 
become  involved,  the  corpus  giving  a  good  nidus  for  the  small  ab- 
scess formed  in  almost  all  these  cases. 

In  the  large  class  of  cases  where  the  diagnosis  is  clear,  he  did 
not  think  treatment  was  indicated  unless  the  uterus  was  diseased, 
and  that  if  the  adhesions  were  removed  the  disease  would  disap- 
pear. He  considered  it  dangerous  to  advocate  the  method  men- 
tioned in  the  paper,  except  in  a  limited  number  of  cases. 

Dr.  G.  T.  Harrison  expressed  his  thanks  to  the  author  for  his 
endeavor  to  bring  a  class  of  cases  within  the  power  of  conservative 
treatment  which  of  late  years  have  been  almost  uniformly  sub- 
jected to  radical  measures,  the  diagnosis  being  once  made  of 
hydrosalpinx  or  pyosalpinx,  the  only  thought  was  ablation  of 
the  offending  organs.  He  feared  to  use  the  curette  in  these  cases 
owing  to  the  great  danger  of  lighting  up  a  fresh  attack  of  acute 
inflammation.  Fie  agreed  with  Dr.  Polk  in  regard  to  drainage, 
and  was  absolutely  sure,  notwithstanding  the  incredulity  of  Dr. 
Coe  and  Mr.  Bland  Sutton,  that  by  a  gradual  dilatation  of  the 
uterus  with  iodoform-gauze,  washing  with  antiseptic  solution,  then 
packing  with  gauze,  allowing  it  to  remain  in  several  days,  the  Fal- 
lopian tube  could  be  drained  in  cases  of  hydrosalpinx  or  pyo- 
salpinx. 
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He  believed  care  should  be  taken  in  classifying  the  cases  which 
will  be  benefited  by  this  treatment,  that  the  sine  qud-non  should  be 
that  the  tube  must  be  a  normally  developed  one,  and  being  the 
seat  of  inflammation  that  the  walls  should  not  be  too  thin. 

Abdominal  or  rectal  palpation  often  discovered  a  tube  dilated 
conveying  the  impression  that  the  tube  is  tense  and  very  thin.  In 
such  a  case  he  would  be  afraid  of  this  treatment  for  fear  of  ruptur- 
ing the  tube,  but  with  this  limitation  he  considered  the  treatment 
applicable  and  should  be  adopted. 

Dr.  Janvrix  was  surprised  at  Mr.  Sutton's  statement,  referred  to 
by  Dr.  Coe,  as  he  could  recall  a  number  of  cases  presented  to  the 
Society  in  which  the  gentlemen  in  attendance  gave  very  thorough 
reasons  for  the  supposition,  and  probably  for  the  fact  that  pus  had 
discharged  from  the  tubes  into  the  cavity  of  the  uterus.  He  had 
reported  such  a  case  to  the  Society  about  eight  years  ago.  The 
patient  whom  he  operated  upon  in  St.  Elizabeth's  Hospital  gave  a 
history  of  frequent  discharges  of  pus  from  the  uterine  cavity  which 
he  was  sure  came  from  the  tube.  She  was  the  subject  of  salpin-  * 
gitis  and  pyosalpinx  and  with  each  discharge  the  tubes  were 
diminished  in  size.  He  watched  the  case  very  closely  and  finally 
removed  both  tubes  and  ovaries  and  found  quite  a  large  amount  of 
pus  in  both  tubes.  He  had  also  reported  another  similar  case 
some  six  years  ago,  and  thought  there  was  no  question  that  this 
occurrence  frequently  did  take  place  in  this  country,  if  it  did  not 
in  England. 

The  speaker  had  learned  of  this  method  of  treatment  from  Dr. 
Polk  about  a  year  ago,  since  which  time  he  had  adopted  it  in  the 
treatment  of  a  number  of  cases  of  endometritis  with  enlarged  tubes; 
whether  they  contained  pus  or  not  he  did  not  know.  They  were 
sensitive  and  enlarged  sufficiently  to  warrant  an  operation  for  their 
removal.  He  had  followed  Dr.  Polk's  suggestions,  dilated  gradually, 
curetted  thoroughly  with  a  sharp  curette,  washed  out  the  uterine 
cavity  with  a  mild  bichloride  solution,  and  applied  pure  carbolic 
acid  all  over  the  cavity  of  the  uterus,  packing  with  iodoform-gauze 
and  leaving  it  in  from  four  to  ten  days.  In  the  several  cases  where 
he  had  made  use  of  the  treatment  in  the  past  year — cases  which 
would  rather  be  considered  as  chronic  endometritis  with  an  en- 
larged condition  of  the  uterus  itself,  and  an  extremely  sensitive 
and  enlarged  condition  of  the  tubes,  the  treatment  had  acted  beau- 
tifully and  in  all  such  cases  he  would  have  no  hesitation  in  adopt- 
ing this  treatment. 
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Referring  to  Dr.  Harrison's  query  as  to  whether  the  procedure 
was  justifiable  in  case  the  tube  is  notably  distended  and  very  thin, 
the  speaker  said  he  had  very  little  fear  of  dilating  and  curetting  the 
uterus,  doing  it  of  course  thoroughly,  antiseptically  and  carefully, 
in  almost  any  condition,  and  he  could  see  no  contra-indication  if 
the  tube  was  as  thin  as  tissue  paper.  In  some  of  Dr.  Polk's  cases  the 
tube  was  dilated  and  very  thin,  but  he  had  no  trouble  from  this  cause. 

Dr.  Dudley  mentioned  a  case  which  he  had  had  in  the  City  of 
Portland,  in  1880,  where  a  pyosalpinx  had  drained  through  the 
uterus,  more  than  an  ounce  of  pus  coming  away.  This  patient  had 
called  upon  him  a  week  ago  and  gave  a  history  of  immunity  from 
recurrence  of  the  trouble,  having  required  no  further  treatment. 
He  believed  every  gynaecologist  must  have  a  record  of  cases  of 
drainage  of  the  tubes  through  the  uterus.  He  took  the  stand  that 
aside  from  endometritis  that  was  septic  or  gonorrhceal  in  origin, 
the  majority  of  cases  of  endometritis  that  resulted  in  salpingitis 
are  from  long-continued  congestion.  He  contrasted  the  conges- 
tion of  the  nasal  mucous  membrane  with  that  of  the  uterine  mu- 
cous membrane  and  believed  that  the  same  condition  of  congestion 
would  exist  inside  the  uterus,  with  the  exception  that  the  nasal 
mucous  membrane  does  not  always  become  fungous,  the  villi  do  not 
grow  there,  but  in  the  uterus  they  do,  and  the  organ  being  surcharged 
with  blood  affects  the  surrounding  structures,  and  he  believed  that 
the  treatment  suggested  by  Dr.  Polk  was  just  the  thing,  as  it  meant 
depletion  of  the  congested  mucous  membrane.  He  had  gotten 
the  idea  of  this  treatment  from  Dr.  Polk  more  than  three  years 
ago,  before  the  method  was  published.  Since  that  time  he  had 
used  it  wherever  it  was  possible,  and  he  had  no  bad  cases  to  report. 
He  realized  that  it  was  just  as  possible  to  cause  inflammation  in 
dilating  and  treating  the  uterus,  as  it  was  to  relieve  the  existing 
trouble  by  this  operation,  if  traction  was  made  where  the  uterus 
was  surrounded  by  an  exudate  or  was  the  seat  of  acute  or  sub- 
acute disease ;  but  he  did  not  understand  that  Dr.  Polk  made  trac- 
tion on  the  uterus  and  drew  it  down  to  dilate  it,  and  that  by  avoid- 
ing this  he  escaped  the  danger  of  causing  inflammation. 

The  speaker  could  bear  witness  to  the  good  effects  of  using  the 
uterine  tampon  just  before  menstruation,  and  recalled  the  case  of 
a  woman  who  had  menstruated  only  three  times  since  her  marriage, 
where  he  curetted  the  uterus  and  did  a  plastic  operation  at  the  same 
time,  and  the  following  day  menstruation  began  and  lasted  five 
days.    The  gauze  was  left  in  until  it  floated  out  through  the  vagina. 
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He  thought  the  treatment  could  be  safely  applied  at  any  time  if  it 
was  done  properly. 

Dr.  Currier  thought  it  was  manifest  from  the  discussion  that 
the  most  difficult  point  was  the  question  of  diagnosis.  It  is  not  a 
difficult  matter  in  many  cases  to  define  a  dislocated  tube,  or  to 
diagnose  a  dilated  tube  which  follows  nearly  the  natural  course, 
but  who  can  say  that  in  any  given  case,  having  drained  one  por- 
tion of  the  tube  you  drain  the  whole  of  it,  and  if  a  portion  of  the 
tube  is  left  undrained  where  is  the  advantage  in  the  method.  He 
thought  the  difficulty  in  deciding  between  the  presence  of  pus  in 
the  uterus  and  pus  in  the  appendages  was  a  serious  one,  and  having 
•curetted  and  determined  that  there  was  pus  in  the  uterus  and  ob- 
tained proper  drainage  for  it,  what  surety  was  there  that  there  was 
pus  in  the  tube  and  that  it  was  being  drained  out.  The  basis  of 
■drainage,  on  which  the  subject  rests,  is  one  which  is  fundamental 
to  good  surgical  treatment,  aside  from  the  more  radical  measures. 

He  had  not  yet  been  converted  to  the  idea  that  during  menstrua- 
lion,  when  the  pelvic  flux  is  approaching  its  maximum,  was  the 
best  time  to  perform  any  operation  which  involves  great  disturb- 
ance of  the  balance  of  the  pelvic  circulation.  He  had  had  un- 
favorable results  in  an  abdominal  section  during  the  menstrual 
period,  and  in  one  case  where  he  curetted  where  menstruation  was 
imminent,  peritonitis  followed.  Although  these  were  individual 
cases  they  indicated  the  possibility  of  such  results,  and  he  thought 
they  could  be  avoided  by  choosing  another  time  to  operate.  If  the 
treatment  at  this  time  was  confined  to  hospital  patients  under  the 
•observation  of  'competent  men,  the  danger  would  be  reduced  to  a 
minimum,  but  if  undertaken  by  others  less  careful,  during  or 
when  menstruation  was  imminent,  a  very  excellent  measure 
might  be  brought  into  disrepute. 

Dr.  John  Byrne  could  not  allow  the  discussion  to  close  without 
'expressing  his  thanks  and  obligation  to  the  distinguished  author  of 
the  paper,  as  he  would  welcome  anything  in  the  direction  of  con- 
servatism, even  from  a  more  obscure  source.  He  had  had  no 
practical  experience  with  this  method,  but  theoretically  he  not  only 
approved  of  it,  but  would  certainly  give  it  a  thorough  trial  in  the 
future.  In  regard  to  the  effects  of  curetting  a  uterus  where  the 
surrounding  tissues  have  been  in  a  state  of  chronic  inflammation, 
in  cases  of  haemorrhagic  endometritis  where  curetting  was  urgently 
Indicated,  he  had  frequently  been  struck,  not  only  with  the  im- 
provement in  the  endometritis,  but  the  disappearance  of  the  sur- 
rounding conditions.     He  had  failed  to  associate  the  two  occur- 
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rences  as  cause  and  effect,  but  since  hearing  the  paper  he  was 
convinced  it  was  so. 

Dr.  R.  A.  Murray  said  that  the  paper  followed  out  some  ideas 
which  he  had  formulated  when  he  had  a  very  large  dispensary 
practice,  and  from  the  time  when  the  first  operations  were  done  in 
this  city,  particularly  for  pyosalpinx,  he  had  observed  very  care- 
fully each  case  and  tried  to  differentiate  whether  they  were  pyo- 
salpinx or  pelvic  peritonitis.  Having  no  operative  facilities  he  had 
an  abundant  chance  to  see  what  conservatism  .would  do. .  In  many 
of  these  cases  after  clearing  the  cervix,  which  was  generally  patu- 
lous in  cases  of  pyosalpinx,  he.  found  that  he  could  make  the  pus 
exude,  and  he  came  to  the  conclusion  that  the  great  majority  of 
cases  of  pyosalpinx  got  well ;  with  this  exception,  that  dilating 
will  not  do  much  good  in  cases  where  the  tubes  and  ovaries  are 
bound  down  by  adhesions.  Pus  cannot  flow  up  hill,  and  you  will 
not  get  any  relief,  where  the  tubes  and  ovaries  are  firmly  adherent 
and  pressed  down  behind  the  uterus,  until  you  lift  them  up,  which 
sometimes  you  can  do  by  causing  the  absorption  of  the  adhesions 
by  persistent  treatment  with  the  tamponade.  He  had  followed  up- 
many  of  these  cases  and  proved  to  his  own  satisfaction  that  they 
were  cured.  One  case  which  was  seen  by  six  different  gynaecolo- 
gists all  of  whom  advocated  removal  of  the  appendages  as  the  only 
treatment,  he  had  treated  with  solutions  of  carbolic  acid  and  bi- 
chloride, using  the  double  cannula,  and  four  months  ago  delivered 
her  of  twins.  In  another  case  after  dilating  the  cervix,  washing 
out  with  carbolic  and  bichloride  and  draining,  the  patient  was 
subsequently  confined,  and  in  a  third  case  where  there  was  severe 
septic  infection,  twelve  months  after  the  dilating,  scraping  and 
packing  with  gauze,  she  was  confined.  He  believed  that  follow- 
ing these  cases  as  an  obstetrician  he  could  say  they  were  cured ; 
that  the  more  gynaecology  one  does  the  less  one  does  of  obstetrics,, 
and  the  less  one  sees  of  results. 

Dr.  A.  H.  Go e let  referring  to  Dr.  Polk's  paper  on  this  subject 
before  the  Academy,  said  he  was  struck  with  the  important  point 
that  he  directed  his  measures  against  the  cause  of  the  tubal  trouble, 
which  is  generally  admitted  to  be  found  in  the  uterus.  He  thought 
there  was  no  danger  in  dilating  and  curetting  the  uterus  if  it  was 
properly  done  ;  the  results  showed  there  was  absolutely  no  danger 
in  so  doing.  He  had  done  the  operation  in  twenty-five  cases,  in 
four  of  which  there  was  marked  tubal  trouble.  He  had  abandoned 
the  use  of  the  ordinary  cervical  speculum  and  had  had  one  made  of 
aluminium  which  would  not  be  corroded  by  the  bichloride.  He 
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used  a  large  No.  13  or  14  English  catheter  introducing  it  into  the 
cervix  and  using  a  fresh  one  for  each  case.  He  used  creolin  in 
preference  to  the  bichloride  solution. 

The  President  had  been  in  the  habit  of  using  this  method  with 
great  satisfaction  in  cases  of  chronic  endometritis  and  fungous  en- 
dometritis, but  being  conservative  had  never  used  it  in  cases  of 
pyosalpinx.  He  had  found  it  necessary  in  most  cases  to  use  the 
divulsor  not  merely  to  dilate  but  almost  to  divulse,  in  order  to  pass 
Dr.  Polk's  cannula.  The  uterus  contracts  almost  immediately  and 
it  is  impossible  to  pack  gauze  into  the  cavity  of  the  uterus  in  any 
other  way.  He  asked  Dr.  Polk  if  he  would  hesitate  to  divulse  in 
cases  of  pyosalpinx  ? 

Dr.  Polk  said  he  would  split  open  the  uterus  if  it  was  necessary, 
but  if  the  dilator  was  used  slowly  and  you  took  plenty  of  time,  an 
hour  if  necessary,  no  tearing  would  occur.  He  preferred  the  bougie 
dilators  to  those  with  expanding  blades,  as  the  principle  of  their 
action  was  better.  He  used  those  commonly  known  as  Hanks' 
dilators. 

He  expressed  his  thanks  for  the  kindly  way  in  which  his  paper 
had  been  received,  as  much  to  the  gentlemen  who  criticised  it  as 
to  those  who  commended  it,  and  especially  to  the  distinguished 
President  of  the  American  Gynaecological  Society,  whom  we  all 
know  and  whom  we  all  love.  Words  of  encouragement  from  such 
a  source  are  not  to  be  lightly  considered. 

He  was  particularly  glad  that  Dr.  Goelet  had  called  attention  to 
the  principle  involved  in  the  treatment,  namely  that  the  cause  of 
the  disorder  is  attacked  at  its  seat  or  origin,  and  if  the  disease  can 
start  from  there  and  get  into  the  appendages  it  is  fair  to  assume 
that  it  can  be  influenced  by  attacking  it  at  the  same  point. 

To  Dr.  Currier  he  would  say,  with  especial  stress  upon  the  fact, 
that  this  treatment  is  especially  applicable  in  private  practice,  not 
that  it  is  not  also  applicable  in  a  hospital,  but  that  class  of  cases 
which  are  known  as  private  patients,  and  who  because  of  their 
better  worldly  condition  are  able  to  submit  to  invalidism  and  there- 
fore postpone  dangerous  operations  longer  than  those  who  are 
driven  by  the  necessities  of  their  situation  into  the  hands  of  the 
operative  surgeon,  are  peculiarly  a  class  which  will  be  benefited 
by  this  procedure.  Instead  of  having  these  patients  come  to  us 
week  after  week  and  submit  to  the  usual  method  of  tamponade  in 
the  vagina,  we  make  to  them  the  frank  statement  that  by  attacking 
the  inside  of  the  uterus  we  will  do  more  to  relieve  them  than  has 
yet  been  done,  and  yet  not  submit  them  to  mutilation  nor  a  dan- 
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gerous  operation.  The  speaker  had  had  no  difficulty  in  inducing 
such  patients  to  submit  to  the  procedure,  and  his  results  have  been 
quite  as  good  in  that  direction  as  they  have  in  .the  more  public 
cases. 

In  regard  to  Dr.  Boldt's  criticism,  he  could  not  see  how  Dr. 
Boldt  was  going  to  differentiate  the  cases  in  which  he  considered 
the  procedure  dangerous  from  those  in  which  it  is  beneficial. 

The  speaker  took  the  ground  that  the  procedure  when  con- 
ducted along  the  lines  that  are  familiar  to  Dr.  Boldt  was  free  from 
danger.  It  might  be  followed  by  an  ill  result,  but  all  operations 
were  liable  to  the  same  mishap — this  no  more  than  any  other. 

The  point  which  he  wished  specially  to  make  was  that  in  this 
treatment  we  are  simply  advancing  the  treatment  which  long  be- 
fore we  knew  salpingitis  to  be  at  the  bottom  of  the  difficulty  had 
been  practiced  successfully  by  Sims,  Emmet,  and  the  others  who 
taught  us  how  effectually  to  deal  with  a  large  class  of  pelvic  in- 
flammations. Instead  of  stopping  at  the  cervix  we  go  along  the 
same  genital  canal  and  stop  at  the  fundus.  The  result  of  attacking 
the  inside  of  the  uterus  is  precisely  that  obtained  by  attacking  the 
inside  of  the  vagina,  there  is  simply  a  difference  in  degree.  The 
question  as  to  how  it  accomplishes  its  results  is  answered  in  the 
same  way,  in  the  way  the  same  result  was  accomplished  when  we 
merely  packed  the  vagina.  We  know,  as  a  matter  of  fact,  that 
these  cases,  when  treated  by  pressure  and  depletion  and  by  meas- 
ures familiar  to  you  all,  did  improve,  and  I  claim  that  that  class  of 
cases  which  did  not  improve  could  be  diminished,  not  annihilated, 
by  extending  the  same  treatment  into  the  interior  of  the  uterus, 
and  the  dilatation  and  curettement  is  nothing  more  than  a  prelimi- 
nary to  the  depletion.  The  selection  of  the  period  named  was 
merely  made  because  at  that  time,  as  Dr.  Boldt  pointed  out  as  ex- 
plained by  Brandt,  there  is  the  best  opportunity  to  obtain  the 
greatest  amount  of  depletion  because  the  greatest  amount  of  blood 
is  there. 

The  question  whether  a  tube  does  empty  its  pus  through  the 
uterus  he  thought,  presented  some  grounds  for  scepticism.  Those 
who  had  seen  it  believed,  and  those  who  had  not,  doubted  that 
such  a  thing  could  occur.  It  is  a  mere  question  of  observation, 
backed  by  the  personal  equation,  nothing  more.  If  the  individual 
is  a  correct  observer  his  observation  should  be  taken  for  what  his 
observations  in  general  are  worth,  no  more,  no  less. 

He  regretted  that  Dr.  Wylie  had  not  remained,  so  that  he  might 
have  prolonged  his  remarks  on  the  point  at  issue  between  them. 
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Stated  Meeting,  April  19,  1892. 

Dr.  E.  H.  Grandin  in  the  Chair,  and  later,  the  President, 
Dr.  Clement  Cleveland. 

A  Case  of  Entire  Absence  of  the  Internal  Genital  Organs.  Dr. 
Joseph  Brettauer  presented  the  patient  and  gave  the  history 
of  the  case. 

Cases  of  entire  absence  of  the  internal  genital  organs  are  so 
rarely  observed  that  I  feel  justified  in  presenting  this  patient  to  the 
Society. 

Miss  R.  is  eighteen  years  old  and  consulted  me  on  account  of 
not  yet  having  menstruated.  The  most  careful  inquiry  failed  to 
elucidate  any  menstrual  molimina  or  compensatory  discharges  of 
any  kind. 

The  patient  gives  a  good  family  history,  has  five  brothers  and 
one  sister,  all  strong  and  healthy;  the  sister  is  married  and  has 
several  healthy  children.  The  patient  has  always  been  weak  and 
frail.  As  you  can  see,  she  is  undersized,  pale  and  of  slender  build.  The 
mammae  and  nipples  are  flat  not  at  all  developed,  corresponding 
more  to  the  mammae  and  nipples  of  a  child. 

The  hair  in  the  axilla  is  missing  and  scarcely  developed  on  the 
mons  veneris.  The  external  genital  organs  are  also  not  fully  devel- 
oped, the  labia  being  small  and  the  hymen  indistinct.  The  clitoris 
and  urethra,  however,  seem  normal.  The  vagina  readily  admits 
the  introduction  of  the  little  finger  and  is  about  two  inches  in 
length;  the  rugae  absent.  Instead  of  the  cervix  we  feel  a  hard 
nodule  about  the  size  of  a  cherry-pit,  and  without  a  lumen.  A 
combined  rectal  and  abdominal  examination  can  be  easily  made, 
and  we  are  enabled  to  palpate  the  whole  small  pelvis.  After  the 
finger  in  the  rectum  has  passed  the  nodule,  nothing  further,  that 
might  be  considered  a  uterus  can  be  felt  between  bladder  and 
rectum.  This  fact  can  also  be  proved  by  passing  the  sound  into 
the  bladder.  There  are  also  no  signs  of  the  presence  of  a  rudiment- 
ary uterus,  nor  can  we  feel  any  organs  representing  the  tubes  or 
ovaries. 

The  conditions  just  described  are  so  clear  that  it  is  hardly 
necessary  in  this  case  to  resort  to  a  narcosis,  in  order  to  make  a 
diagnosis,  provided  we  are  willing  to  grant  the  possibility  of  making 
an  accurate  diagnosis  of  this  condition  on  the  living  individual. 
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Cases  of  absence  of  the  uterus  are  of  course  not  so  rare,  but  the 
cases  that  have  been  described  differ  from  the  condition  found  in  • 
our  patient  inasmuch  as  usually  the  vagina  is  also  found  absent 
or  in  a  rudimentary  state. 

Furthermore,  cases  where  the  ovaries  are  absent  at  the  same 
time  and  which  make  this  individual  sexless  are  very  rare. 

Dr.  Krug  said  he  had  seen  a  great  many  congenital  anomalies, 
but  did  not  remember  one  such  as  this,  where  the  vagina  was 
developed  to  such  an  extent,  and  at  the  same  time  almost  total  ab- 
sence of  the  genital  organs.  A  rudimentary  organ  was  there,  but 
there  were  no  transverse  bands  and  not  even  a  shadow  of  a  tube 
or  ovary.  He  thought  as  a  rule  in  this  class  of  cases  the  vagina 
was  absent  also,  or  there  was  only  a  very  slight  trace  of  a  cul-de- 
sac.    Certainly  nothing  could  be  done  for  this  patient. 

Although  two  cases  of  rudimentary  uterus  with  entire  absence  of 
vagina  had  been  reported  where  it  was  claimed  that  after  an  incision 
carried  up  to  this  rudimentary  organ  between  the  urethra  and 
bladder  on  one  side  and  the  rectum  on  the  other  side,  menstruation 
followed,  he  believed  that  the  observation  in  these  cases  must  have 
been  faulty,  examination  under  narcosis  probably  not  having  been 
made,  and  that  there  must  have  been  a  better  developed  uterus 
than  was  supposed.  He  could  not  understand  how  the  mere  fact 
of  such  an  incision  being  made  could  stimulate  the  development  of 
this  rudimentary  organ  to  such  an  extent  as  to  establish  menstrua- 
tion. In  a  paper  on  this  subject  some  time  ago,  he  held  that  it  was 
wrong  to  subject  patients  with  total  absence  of  the  vagina  and  only 
a  little  rudiment  of  the  uterus  present  to  any  surgical  risk,  however 
small,  in  order  to  establish  an  artificial  vagina,  which  would  close 
by  granulation  anyway  and  which  would  be  entirely  insufficient  to 
bring  the  uterus  to  a  state  where  it  would  perform  its  functions.  In 
the  present  case,  with  a  well-developed  vagina  and  no  os,  the  con- 
ditions are  exactly  those  which  are  sought  to  be  established  by  the 
operation  of  making  an  artificial  vagina,  and  yet  he  did  not  believe 
this  rudimentary  uterus  would  ever  menstruate.  He  thought  this 
case  confirmed  his  views  as  expressed  on  this  subject  in  his  previous 
papers  in  every  point. 

A  Case  of  Complete  Descensus  of  the  Vagina,  Procidentia  of  the 
Uterus  Unicor?iis  in  a  Supposed  Virgin.  Dr.  H.  J.  Boi.dt  pre- 
sented the  patient  and  read  the  history  of  the  case. 

Patient,  set.  about  forty-three  years  for  the  past  two  years  has 
noticed  that  something  protruded  from  the  vulva,  and  for  a  year 
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previous  to  this  she  noticed  a  heavy  sensation  in  the  pelvis.  S  Ae 
was  unable  to  do  any  work  and  had  already  spent  her  former  sav- 
ings. On  presentation  the  tumor  between  her  thighs  is  often 
balooned  out  and  intestines  are  contained  in  the  protruding  vagi- 
nal sac  posterior  to  the  uterus,  which  consist  of  a  complete 
vaginal  descensus  and  the  uterus,  the  cervix  of  which  is  much 
elongated  and  very  thin.  The  uterus  itself  can  be  very  plainly 
palpated  and  the  adnexa  and  uterine  tronc  on  the  right  side  are 
absent,  the  organ  is  very  small  and  the  tube  and  ovary  on  the  left 
side  is  also  very  much  below  the  normal. 

The  case  is  of  special  interest  not  only  on  account  of  the 
malformation  of  the  uterus,  but  also  that  no  possible  cause  for  the 
complete  procidentia  can  be  found.  The  menstrual  life  of  the 
patient  lasted  but  a  few  years  and  the  amount  of  blood  lost  was 
very  small,  the  flow  never  lasting  a  whole  day.  The  external  pro- 
trusion of  course  varies  whether  the  woman  has  the  parts  reduced 
regularly  and  retained  intra-pelvic  temporarily  with  cotton  tampons 
or  not. 

Dr.  H.  Marion  Sims  recalled  a  case  of  complete  procidentia  of 
the  bladder,  uterus  and  vagina,  which  he  had  reported  to  the  Ameri- 
can Gynaecological  Society  some  seven  years  ago. 

It  was  the  largest  one  he  had  ever  seen  before  or  since  that, 
time.  The  woman  was  not  a  virgin.  She  had  borne  several  chil- 
dren and  at  each  birth  the  mass  descended  a  little  further  into  the 
vagina  and  finally  came  outside  until  the  whole  vagina  was  turned 
inside  out,  so  that  the  cervix  hung  down  almost  to  the  knee.  The 
woman  being  large  and  fat,  the  vagina  was  very  bulky  and  it  was 
impossible  to  replace  the  uterus  and  keep  it  in  position.  The  sac 
was  also  filled  with  intestines  more  or  less  adherent — it  was  a  case 
of  hystero-vaginal  enterocele.  A  long  abdominal  incision  was 
made,  the  arm  run  down  through  the  incision  the  intestines  grasped 
by  the  hand  and  the  adhesions  easily  broken  up.  The  uterus  was 
then  grasped  by  the  hand  and  re-invaginated,  after  which  vaginal 
hysterectomy  was  done.  The  vagina  was  kept  up  by  stitching  its 
serous  surface  to  the  peritonaeum  at  a  level  with  the  os  tincae. 
Firm  adhesions  took  place  and  the  woman  made  a  perfect  re 
co very  and  when  seen  a  year-and-a-half  ago  was  enjoying  good 
health. 

Dr.  G.  M.  Edebohls  thought  that  the  main  point  of  interest  in 
Dr.  Boldt's  case  was  that  the  procidentia  occurred  in  a  nullipara. 
He  referred  to  a  case  of  a  virgin  sent  to  him  for  operative  treatment 
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of  complete  prolapsus  of  the  uterus  and  vagina  caused  by  accumu- 
lation of  ascitic  fluid  in  the  abdominal  cavity,  due  to  peritoneal 
tuberculosis.  He  made  an  abdominal  incision,  drained  the  ascites, 
brought  the  uterus  up  and  sewed  the  fundus  to  the  abdominal  wall. 
After  the  operation  the  fluid  re-accumulated  to  such  a  degree  that 
the  anterior  wall  was  again  lifted  away  and  torn  from  the  fundus, 
and  the  uterus  again  came  outside  the  vulva.  Six  weeks  later  he 
repeated  the  operation  above  mentioned  at  the  same  time  adding  a 
perineorrhaphy  to  give  support  below.  The  patient  did  well  for 
some  time,  but  finally  succumbed  to  secondary  tuberculosis  of  the 
lungs. 

Dr.  J.  E.  Janvrin  saw  two  years  ago  a  case  of  complete  proci- 
dentia in  a  virgin,  caused  by  a  fall.  He  amputated  the  cervix 
thoroughly  and  the  vagina  not  being  very  greatly  distended  the  uterus 
was  kept  in  place  by  a  properly  adjusted  Albert  Smith  pessary, 
which  was  removed  about  a  year  ago.  He  saw  the  patient  six 
weeks  ago,  she  had  had  no  return  of  the  trouble  and  was  in  per- 
fectly good  condition. 

Dr.  A.  H.  Buckmaster  mentioned  a  case  that  he  had  seen  within 
the  last  six  months,  of  complete  prolapsus  of  the  vaginal  walls  and 
of  the  cervix,  in  a  virgin.  The  patient  was  a  German  woman  who 
worked  in  the  fields,  and  the  prolapsus  was  brought  about  by  lift- 
ing a  very  heavy  bag.    In  this  case  there  was  a  small  fibroid. 

Dr.  P.  F.  Chambers  reported  a  case  which  appeared  recently  at  his 
clinic  at  the  Woman's  Hospital,  of  prolapsus  uteri  in  a  virgin  due  to 
a  fibroid.  The  woman  was  between  fifty  and  sixty.  She  objected 
to  laparotomy,  so  he  replaced  the  uterus  without  much  difficulty 
and  gave  her  a  cup  pessary,  which  she  is  now  wearing. 

Did  Dr.  Boldt  detect  anything  in  the  nature  of  a  fibroid  in  this 
case  ? 

Dr.  Boldt  said  that  he  had  not. 

Dr.  A.  M.  Jacobus  thought  the  condition  of  prolapsus  uteri  in 
elderly  virgins  fairly  common.  He  mentioned  having  seen  this 
condition  in  a  woman  of  about  sixty  who  was  supposed  to  be  a 
virgin,  and  who  from  examination  appeared  to  be.  Several  years 
after  the  menopause,  this  woman,  on  lifting  a  heavy  object  forced 
her  uterus  out  through  the  vagina,  where  it  continued  to  protrude 
more  or  less  constant  for  several  months,  until  relieved  by  opera- 
tion. He  believed  the  relaxation  and  atrophy  of  the  parts  which 
resulted  from  the  menopause,  had  much  to  do  with  permitting  the 
prolapsus  in  virgins. 
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Dr.  A.  H.  Goelet  said  he  had  had  a  case  similar  to  those  described, 
a  nullipara,  who  was  completely  cured  by  Alexander's  operation, 
and  was  found  in  perfect  condition  two  years  after  the  operation. 

Dr.  Boldt  said  the  interesting  point  was  not  only  the  complete 
descensus  in  a  supposed  virgin,  but  that  the  uterus  was  also  mal- 
formed, which  could  be  made  out  distinctly  on  examination.  There 
was  only  one  horn  and  no  tube  nor  ovary  on  either  side.  He  could 
not  understand  how  an  Alexander's  operation  could  cure  the  de- 
scent of  the  vagina,  or  elongation  of  the  cervix. 

Dr.  W.  R.  Pryor  exhibited  samples  of  tablets  of  Thiersch's  solu- 
tion, each  tablet,  when  dissolved  in  a  quart  of  water,  representing 
an  equal  amount  of  the  officinal  solution.  He  thought  this  was  a 
more  convenient  form  than  the  powder,  and  that  it  would  dissolve 
much  quicker  than  the  crystals. 

Lipoma  of  the  Left  Breast.    Dr.  A.  F.  Currier  presented  the  speci- 
men and  read  the  history  of  the  case. 

Dr.  Andrew  F.  Currier  presented  a  large  specimen  of  lipoma 
removed  from  the  area  between  the  left  breast  and  the  left  axilla. 

The  patient  was  twenty-seven  years  old,  the  wife  of  a  farmer  in 
Connecticut,  the  mother  of  two  children,  had  always  been  in  robust 
health,  and  her  health  had  not  been  impaired  by  the  presence  of 
the  tumor.  Her  mother  died  of  cancer  of  the  breast,  hence  this 
tumor  had  caused  her  some  anxiety.  She  did  not  know  when  it 
began.  Its  growth  had  been  very  rapid  within  the  past  few  months. 
Seated  between  the  left  breast  and  the  axilla  it  suggested  a  large 
supernumerary  breast.  The  left  breast  was  much  smaller  than  the 
right,  and  the  tumor  had  grown  at  the  expense  of  a  certain  degree 
of  atrophy  of  the  breast  to  which  it  was  contiguous.  With  the  tumor 
proper  was  intimately  associated  a  large  quantity  of  extraneous  fat: 
which  extended  far  into  the  axilla  and  below  was  attached  to  the- 
pectoralis  major  muscle.  An  incision  was  required  therefore  quite 
as  extensive  as  would  be  necessary  in  performing  an  operation  for 
cancer  of  the  breast  and  its  neighboring  glands.  It  was  thought 
somewhat  unusual  for  a  lipoma  thus  to  form  muscular  attachments. 
It  was  interesting  to  note  the  influence  of  the  growth  in  diminish- 
ing the  nutrition  of  the  neighboring  mammary  gland. 

Curious  Case  of  Hypertrophy  of  the  Labia  Major  a.    Dr.  H.  Marion 
Sims  presented  the  specimen  and  read  the  history  of  the  case. 

Miss  X  ,  twenty  years  old,  always  a  perfectly  healthy  girl, 

never  sick  a  day  in  her  life.    Two  years  ago  noticed  what  she 
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supposed  was  a  wart  on  the  left  labia.  This  went  on  increasing  in 
size  until  I  saw  her  ten  days  ago.  Then  it  hung  down  by  a  long 
pedicle  from  the  labia,  dangling  between  her  legs.  Shape  of  a 
green  fig  and  about  twice  its  size.  It  felt  exactly  like  a  man's 
testicle,  an'd  had  the  appearance  of  a  varicocele,  and  the  peculiar 
feel  of  one  as  well.  Removed  by  ligating  near  the  labia. 
Recovery  in  five  days  complete.    Pathologist's  report  annexed. 

April  18,  1892. 

My  Dear  Doctor  : — The  specimen  from  girl  left  in  laboratory 
proves  to  be  made  up  as  follows  :  Externally  covered  with  true 
skin.  Internally,  compound  of  fibrous  areolar  tissue  slightly  in- 
flamed in  places.  Also  contains  a  number  of  large  veins.  There 
is  no  erectile  tissue  to  be  seen. 

Yours  truly, 

Bennett  S.  Beach. 

Dr.  Pryor  thought  it  was  probably  a  case  of  fibro-molluscum. 

Dr.  Currier  asked  if  the  structure  of  this  tumor  was  not  similar, 
histologically,  to  the  structure  of  elephantiasis  which  is  common  in 
the  labia  majora,  which  are  sometimes  affected  in  that  way  to  an 
enormous  extent. 

Dr.  Sims  could  not  say  what  the  structure  of  the  tumor  was, 
other  than  that  it  contained  areolar  tissue,  some  large  veins  and 
true  skin,  as  reported  by  the  pathologist. 

Carcinoma  of  the  Uterus  Involving  also  the  Posterior  Wall  of  the 
Vagina;  Removed  by  Vaginal  Hysterectomy,  the  Patient  being 
Alive  Three  Years  after  the  Operation.  Dr.  Florian  Krug  pre- 
sented the  specimen  with  the  history  of  the  case. 

At  the  last  meeting  of  this  Society,  Dr.  Janvrin  brought  up  as  a 
point  for  discussion  the  question,  whether  the  fact  that  the  vagina 
was  involved  to  a  certain  extent,  should  be  considered  a  contra- 
indication for  vaginal  hysterectomy  in  malignant  disease  of  the 
uterus.  There  was  no  diversity  of  opinion  on  this  in  the  ensuing 
discussion  ;  still,  I  like  to  illustrate  the  correctness  of  the  views 
expressed  at  that  time,  by  showing  you  this  uterus  which  was 
extirpated  by  me  per  vaginam  three  years  ago.  It  was  a  case  of 
epithelioma  of  the  cervix  which  had  eaten  away  the  entire  posterior 
lip  and  which  involved  the  posterior  wall  of  the  vagina  to  quite 
some  extent.  Still,  as  the  uterus  was  perfectly  movable,  I  thought 
that  I  would  draw  the  line  of  the  operation  in  healthy  tissue,  and 
therefore  did  not  refuse  the  radical  operation  in  this  case.    As  you 
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see  in  this  specimen  more  than  two  inches  of  the  vaginal  wall 
have  been  removed  and  as  the  patient  is  to-day  perfectly  well  and 
absolutely  free  from  recurrence,  we  are  entitled  to  draw  definite 
conclusions  therefrom. 

Dr.  Janvrin  thought  that  this  case  substantiated  the  view  which 
he  advanced  at  the  last  meeting  of  the  Society,  that  in  all  cases  in 
which  the  disease  has  not  really  invaded  the  vaginal  wall,  but 
merely  spent  itself  on  the  mucous  surface  of  the  vaginal  wall,  there 
being  no  induration  below,  it  is  proper  not  only  to  remove  the 
uterus,  but  that  portion  of  the  vaginal  wall  attacked,  with  the  ex- 
pectation that  the  cases  will  do  just  as  well  as  if  there  had  been  no 
disease  in  the  vagina.  His  two  cases,  and  the  three  mentioned  by 
Dr.  Krug  made  five  in  all  that  had  been  treated  in  this  way,  and  he 
felt  sure  that  it  was  the  only  proper  treatment  in  such  cases.  Per- 
form vaginal  hysterectomy  and  remove  a  good  section  of  healthy 
tissue  from  the  vagina  at  the  point  in  which  the  disease  is  located. 

Dr.  J.  H.  Boldt  presented  the  following  specimens,  with  his- 
tories of  the  cases. 

1.  Kidney  Removed  for  Hydro-Nephrosis. 

Miss  L.  C,  patient  of  Dr.  Vandegrift,  net.  twenty-one  years. 
Her  illness  dates  back  seven  years  and  consists  of  constant  pain  in 
.the  right  ovarian  region,  which  is  increased  in  severity  during  and 
two  days  prior  to  the  menstrual  flow,  which  began  at  the  age  of 
twelve  years,  has  always  been  regular  and  lasted  three  days. 
Quite  recently  pain  in  the  right  lumbar  region  has  been  added  to 
those  already  described.  The  bowels  are  constipated  and  mic- 
turition is  frequent. 

The  patient  is  poorly  nourished,  has  slight  elevation  of  tem- 
perature and  a  rapid  and  small  pulse. 

The  abdomen  is  filled  by  a  tumor  which  is  sensitive  to  touch, 
extends  above  the  umbilicus  and  is  freely  movable ;  examination 
per  vaginam  is  extremely  painful,  but  the  tumor  seems  to  spring 
from  the  right  ovary  and  is  considered  to  have  a  very  long  pedi- 
cle. On  examination  under  anaesthesia  just  prior  to  operation, 
the  diagnosis  of  ovarian  cystoma  with  a  long  pedicle  is  retracted 
because  I  could  distinctly  feel  the  tumor  separate  from  the 
ovary.  Cystic  tumor  of  the  kidney  is  diagnosed,  which  proved 
correct  on  operation,  which  was  done  per  laparotomy.  The 
other  kidney  seeming  perfectly  normal  on  palpation,  and  the 
cystic  kidney  .being  in  a  very  bad  condition,  I  considered 
it  best  to  remove  it  rather  than  drain.     Pedicle  tied  with  catgut, 
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and  drainage  established  through  the  loin,  and  the  peritonaeum 
again  closed  over  the  sac.  The  abdominal  wound  could  conse- 
quently be  closed.  Recovery,  except  for  periodical  elevations  of 
temperature  to  1030  F.  for  several  days,  which  were  due  to  malarial 
infection  and  disappeared  upon  the  appropriate  administration 
of  quinine,  was  uneventful. 

Dr.  Edebohls  saw  this  operation  and  he  thought  the  cyst  was 
entirely  due  to  dilatation  of  the  pelvis  of  the  kidney.  If  the  diag- 
nosis of  these  cases  could  be  made  with  accuracy,  as  to  the  nature 
of  the  tumor,  he  believed  that  a  simple  incision  over  the  loin  and 
incision  of  the  pelvis  of  the  kidney  and  drainage  of  that  pelvis, 
might  suffice  to  cure  the  cases.  The  ureter  in  this  case  was  im- 
pervious, consequently  the  secreting  power  of  the  kidney  must 
have  stopped,  in  which  case  he  thought  a  small  incision  could  be 
made  with  safety,  the  cyst  washed  out  and  drained,  and  a  favora- 
ble result  secured  without  the  necessity  of  so  serious  an  operation 
as  abdominal  nephrectomy. 

Dr.  A.  P.  Dudley  asked  if  Dr.  Boldt  knew  the  cause  of  the  occlu- 
sion of  the  ureter,  or  if  any  operation  had  been  performed  from 
which  occlusion  might  have  resulted. 

Dr.  Boldt  said  he  knew  nothing  about  the  cause  of  the  occlu- 
sion, and  that  no  operation  had  been  performed  which  was  likely 
to  bring  about  that  result. 

Dr.  Dudley  said  he  had  had  a  case  where  kidney  disease  was 
brought  on  by  the  pressure  of  a  pyosalpinx  on  the  ureter  in  the 
pelvis.  He  thought  it  was  well  to  remember  that  sometimes  sim- 
ple pressure  on  the  ureter  would  start  up  inflammation  and  produce 
kidney  trouble. 

2.  Large  Fibro-Cystic  Tumor  of  the  Ovary. 

The  patient,  a  multipara,  set.  thirty-six  years,  had  noticed  an 
enlargement  of  the  abdomen  gradually  increasing  in  size  for  some 
time,  which  was  thought  to  be  a  pregnancy,  but  on  examination  it 
was  shown  that  the  uterus  was  of  normal  size  and  posterior,  but  the 
lower  part  of  the  abdomen  was  filled  out  by  a  solid  tumor  which 
was  very  hard  and  impacted  in  front  of  the  uterus  ;  it  could  not  be 
moved  and  was  considered  to  be  a  sub-peritoneal  fibroid  attached 
probably  with  a  short  pedicle.  On  operation  the  tumor  was  found 
to  be  a  fibrocystic  tumor  of  the  left  ovary,  the  solid  part  showing 
only  fibrous  structure  and  consequently  as  hard  as  cartilage  to 
touch  on  examination,  and  the  cystic  upper  portion  of  the  tumor 
was  multilocular,   containing  various  kinds  of  fluid  in  the  dif- 
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ferent  compartments.  Although  the  tumor  was  very  large  and  the 
solid  pajt  pressing  on  the  pelvic  vessels,  no  disturbances  in  circula- 
tion were  produced. 

j.   Sarcoma  of  the  Kidney  Removed  by  Abdominal  Section. 

Mrs.  T.  M.,  aet.  thirty-six  years,  patient  of  Dr.  Burke,  presented 
herself  on  January  4th,  complaining  of  pain  in  the  abdomen  for  about 
one  year,  localized  more  to  the  right  of  the  umbilicus  and  thejightside 
of  the  pelvis.  She  had  three  children,  all  labors  normal.  On  examina- 
tion the  abdomen  is  found  to  contain  a  tumor  most  prominent  to 
the  right  and  a  little  below  the  umbilicus.  The  pelvic  organs,  ex- 
cepting a  moderate  descensus  of  the  vagina,  lacerated  cervix  and 
perinceum,  are  normal  ;  the  tumor  is  independent  of  the  pelvic  con- 
tents. 

Diagnosis. — Solid  tumor  of  the  right  kidney,  probably  a  sar- 
coma.   Examination  of  the  urine  is  negative. 

Operation  on  January  7,  1892,  by  abdominal  section.  The  oper- 
ation presented  no  difficulties  of  note ;  the  kidney  tumor  being 
readily  removed  and  the  pedicle  tied  with  catgut,  which  is  invaria- 
bly used  by  me  as  ligature  material.  The  other  kidney  was  appar- 
ently normal.  The  peritonaeum  was  closed  over  the  cavity  by 
running  catgut  suture,  no  drainage  being  used  on  account  of  the 
perfect  cleanness  of  the  operation.  The  abdomen  was  then  also 
closed. 

There  was  neither  elevation  of  temperature  nor  marked  increase 
of  pulse-rate  during  the  recovery.  The  advanced  age  of  the 
patient  is  in  this  case  of  interest  for  sarcoma. 

4.  Intra-ligamentous  Cystoma,  Salpingitis,  Cirrhotic  Ovary,  etc. 

The  patient  was  seen  first  on  April  13,  1892,  set.  thirty-seven 
years;  married  twenty  years;  two  children;  no  miscarriage  nor  abor- 
tions; both  labors  were  difficult  and  were  completed  with  forceps. 
In  1884  she  said  that  she  was  operated  for  an  ovarian  abscess, 
which,  however,  from  the  description  seems  to  have  been  an  ordi- 
nary pelvic  abscess  in  the  right  side  of  the  pelvic  cavity,  the  pus 
being  evacuated  per  vaginam  after  an  unsuccessful  attempt  to 
operate  by  an  abdominal  incision  of  which,  however,  no  sign  is 
apparent  now.  She  remained  well  until  about  three  months  ago, 
when  there  was  a  recurrence  of  the  same  kind  of  pain  in  the  right 
ovarian  region,  which  she  had  during  the  previous  illness.  There 
are  no  menstrual  disorders  of  note,  the  flow  lasting  five  days. 
During  the  past  few  months  there  is  present  a  dark  yellow  leucor- 
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rhcea  with  some  odor,  but  not  constant.  On  examination  under 
anaesthesia,  the  examination  without  chloroform  not  being  satis- 
factory to  me,  the  uterus  is  found  enlarged,  har.d  and  crowded 
anterior  and  slightly  to  the  left.  Behind,  low  down  to  the  left  and 
adherent,  is  a  slightly  elongated  mass  about  as  thick  as  the  small 
finger,  with  a  thickened  portion  at  the  end  which  is  not  quite  as 
large  as  a  walnut,  this  is  considered  to  be  the  tube  and  ovary  of 
the  left  side.  The  cause  of  a  not  more  definite  palpation  of  this 
supposed  appendage  being  that  it  is  encroached  upon  by  a  retro- 
uterine tumor  about  as  large  as  a  large  orange  which  is  absolutely 
immovable,  attached  firmly  to  the  floor  of  the  retro-uterine  space 
and  the  posterior  surface  of  the  uterus  of  which  no  part  can  be  felt 
on  this  account,  but  its  intimate  attachment  can  be  distinctly  felt 
on  the  posterior  border  of  the  fundus  uteri;  it  has  its  continuity  in 
the  right  side  of  the  pelvic  cavity;  its  surface  is  firmly  attached  at 
every  point  where  it  can  be  felt;  there  is  slight  fluctuation.  Neither 
the  Fallopian  tube  nor  ovary  can  be  felt  on  this  side. 

Diagnosis. — Intra-ligamentous  cystoma  dextra.  Perimetritis. 
Probably  suppurative  salpingitis  on  the  right  side.  Salpingo-oopho- 
ritis  sinistra.  Possibly  pus  in  the  retro-uterine  tumor,  the  nature 
of  which  is  not  determined. 

Operation  on  April  17th.  On  opening  the  abdomen  evidence  of 
localized  peritonitis  presented  themselves  at  once,  the  intestines 
and  omentum  were  matted  together  in  the  lower  part  of  the  abdo- 
men and  adherent  to  every  part  of  the  retro-uterine  tumor  and  the 
right  broad  ligament,  from  which  they  were  first  separated  with 
great  difficulty  amid  profuse  haemorrhage  from  the  torn  adhesions 
before  any  part  of  the  tumor  could  be  seen.  The  intestines  were 
held  back  by  pelvic  elevation  and  sponges,  thus  also  the  by  no 
means  small  quantity  of  blood  was  greatly  prevented  from  general 
distribution  in  the  abdominal  cavity.  About  500  grammes  of  dark 
yellow,  greenish-tinged  fluid  about  the  consistency  of  cream  were 
withdrawn  from  the  tumor  by  means  of  an  aspirator,  before  any 
attempt  at  enucleation  was  made. 

The  broad  ligament  was  then  split  and  the  sac  of  the  cystoma 
which  was  in  communication  with  the  retro-uterine  tumor  enuclea- 
ted with  great  difficulty.  The  cirrhotic  ovary  and  tube  as  can  be 
seen  in  the  specimen  were  tied  off  with  the  greater  part  of  the 
retro-uterine  tumor  sac. 

The  left  tube  and  ovary  were  next  enucleated  and  the  ovary 
bursting  and  a  small  quantity,  about  one  gramme,  of  pus  escaped. 
Being  desirous  of  saving  the  gland  as  much  as  possible,  the  cavity 
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was  rapidly  scraped  out,  a  portion  being  excised,  and  the  abdom- 
inal and  much-distended  extremity  of  the  tube  cut  off  and  the  ovary 
attached  to  it  by  a  running  catgut  suture,  by  which  method  also  other 
bleeding  points  were  stopped.  A  firm  compress  of  iodoform-gauze 
was  packed  into  the  abdominal  cavity  and  left  in  situ  a  short  time, 
but  before  complete  closure  of  the  abdomen  it  was  again  removed. 

The  patient's  pulse  at  the  close  of  operation  was  almost  imper- 
ceptible, but  soon  rallied  again  on  the  hypodermic  use  of  nitro- 
glycerine. She  is  progressing  well,  no  unfavorable  symptoms  so 
far  having  presented  themselves. 

discussion. 

Dr.  Edebohls  asked  if  the  retro-uterine  tumor  was  a  cystic 
tumor. 

Dr.  Boldt  replied  that  it  was,  and  that  when  he  aspirated  the 
tumor,  as  the  fluid  was  evacuated  from  the  retro-uterine  tumor  it 
was  also  evacuated  from  the  broad  ligament. 

Dr.  Edebohls  suggested  the  possibility  that  the  retro-uterine 
tumor  was  merely  a  part  of  the  intra-ligamentous  cyst  which  devel- 
oped between  the  layers  of  the  broad  ligament.  An  out-growth 
growing  at  one  portion  of  the  intra-ligamentous  cyst  may  have 
gotten  free  from  the  embrace  of  the  broad  ligament  and  developed 
.behind  the  uterus,  retaining  its  connection  with  the  broad  ligament 
cyst.  He  thought  the  most  natural  supposition  was  that  it  was  one 
cyst  with  a  diverticulum  developed  free  outside  the  broad  ligament. 

The  President  thought  if  this  had  been  the  case  Dr.  Boldt  would 
have  discovered'  it  at  the  time  of  operation. 

Dr.  Boldt  said  the  adhesions  were  so  dense  he  could  not  deter- 
mine anything. 

Referring  to  the  procedure  of  taking  off  a  portion  of  the  tube 
and  uniting  the  part  of  the  ovary  left  behind  to  that  tube,  he  said 
the  object  of  it  was  merely  not  to  unsex  the  woman  entirely,  but  to 
leave  her  as  much  of  the  functioning  organs  as  possible. 

Dr.  Janvrin  could  not  see  the  necessity  or  hardly  the  propriety 
of  leaving  a  healthy  portion  of  the  ovary  and  the  healthy  portion  of 
the  tube,  or  that  anything  would  be  gained  by  it;  of  course  ovu- 
lation might  go  on  in  the  healthy  portion  of  the  ovary,  but  preg- 
nancy could  not  occur. 

The  President  said  if  the  woman  continued  to  menstruate  she 
would  have  the  pleasure  of  knowing  that  she  had  one  of  the  func- 
tions of  her  sex;  not  that  she  may  possibly  conceive  sometime, 
but  through  menstruation  she  may  be  reminded  that  she  is  a  woman 


5i8 


Transactions  of  Societies. 


and  has  not  lost  what  some  of  us  consider  still  the  essential  parts 
of  the  female  organ. 

Dr.  Boldt  said  that  was  the  main  object  of  the, operation. 

Dr.  Currier  said  if  the  tube  was  cut  off  he  did  not  see  what 
would  prevent  the  lumen  of  the  tube  from  closing  up,  and  if  the 
woman  did  menstruate  she  would  be  in  the  condition  of  a  woman 
with  ovaries  and  no  tubes,  because  the  ova  would  simply  pass  into 
the  abdominal  cavity  and  be  absorbed,  and  the  blood  effused  from 
the  ovary  would  take  a  similar  course,  or  simply  distend  the  ovary, 
unless  there  was  a  connection  between  the  tube  and  ovary. 

Dr.  Dudley  referring  to  the  communication  between  the  intra- 
ligamentous cyst  and  the  post-uterine  cyst,  said  he  thought  the  latter 
was  extra-peritoneal  fluid  due  to'the  excessive  adhesions.  He  had 
found  that  condition  not  infrequently  accompanying  an  intra-liga- 
mentous  cyst,  the  condition  being  an  ulcerative  process.  He  had 
had  such  a  case,  where  he  could  not  get  the  sac  out,  but  was  able 
to  remove  the  post-uterine  tumor. 

In  regard  to  the  question  of  leaving  behind  the  healthy  part  of 
the  ovary  and  tube,  he  thought  the  reason  that  such  a  procedure 
was  justifiable  was  found  in  the  fact  that  the  woman  might  go  on 
menstruating  afterwards  and  the  pain  be  relieved.  He  had  done  this 
more  than  once  and  had  found  that  if  part  of  the  ovary  which  was 
healthy  was  left  and  the  ovarian  tissue  sewed  together  it  would 
unite  just  as  well  as  an  abdominal  incision  would.  If  the  tube  was 
occluded  he  would  open  it  up.  In  taking  off  a  portion  of  the  tube, 
the  remaining  healthy  portion  should  be  split  up  and  stitched 
around  like  a  phimosis  or  prepuce;  it  is  not  necessary  to  stitch  it 
to  the  ovary — the  ovary  and  tube  will  take  care  of  themselves.  He 
recalled  a  case  where  he  had  done  this  and  the  patient  was  well 
with  only  one  ovary  remaining. 

Dr.  Janvrin  asked  how  Dr.  Dudley  knew  that  the  portion  of  the  tube 
and  ovary  remaining  would  come  together  if  not  stitched  together? 

Dr.  Dudley  said  in  the  case  mentioned,  the  ovary  and  tube  were 
not  stitched  together,  but  the  broad  ligament  beneath  the  tube,  and 
the  ovarian  ligament  as  it  ran  to  the  ovary  were  simply  attached, 
and  the  ovary  and  the  lumen  of  the  tube  were  free. 

Dr.  Boldt  said  the  tube  was  not  tied  off,  but  simply  a  portion  of 
it  cut  off.  The  ovary  with  its  resected  portion  was  then  stitched 
directly  around  the  tube. 

The  President,  at  the  suggestion  of  Dr.  Janvrin,  requested  Dr. 
Boldt  to  make  a  further  report  of  the  case,  as  to  whether  the  patient 
menstruates  as  well  as  ovulates. 
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Dr.  R.  Waldo  reported  the  following  case: 

March  1  ith  I  was  called  to  see  Mrs.  W  ,  who  had  fallen  from 

a  window  of  the  top  story  of  a  four-story  high-stoop  house,  on  a 
stone  pavement  in  the  back  yard,  which  was  below  the  level  of  the 
street.  The  distance  was  estimated  by  a  contractor,  who  is  in  the 
habit  of  building  houses,  to  be  between  58  and  60  feet. 

The  patient  was  twenty-five  years  old,  had  been  married  four 
years,  and  given  birth  to  two  children  and  expected  to  be  confined 
with  a  third  child  in  four  days  (March  15th).  She  was  of  medium 
size,  fairly  well  nourished  and  weighed  about  125  pounds. 

Her  husband  saw  her  fall  out  of  the  window  and  by  the  time  he 
reached  her  she  had  picked  herself  up  and  was  sitting  on  the  steps 
of  the  back  stoop.  She  wished  to  walk  up  stairs,  but  was  finally 
prevailed  upon  to  let  two  policemen  carry  her. 

On  making  a  thorough  examination  the  heels  were  found  to  be 
tender,  the  knees  and  hips  quite  generally  bruised.  There  was  but 
one  abrasion  on  the  entire  body  that  required  dressing  and  that 
was  a  wound  about  half  an  inch  long  over  the  left  patella  that 
did  not  extend  to  the  bone.  There  were  no  broken  bones,  no 
uterine  contractions,  and  the  child  was  alive. 

March  13th  I  was  suddenly  called  and  found  that  she  had  been 
very  rapidly  delivered  of  a  full-term,  healthy  child.  The  labor 
was  in  every  way  normal  as  was  also  her  convalescence. 

Dr.  H.  Marion  Sims  read  a  paper  entitled:  The  Uterine  Elevator  as 
an  Aid  to  Abdominal  Diagnosis. 

DISCUSSION. 

Dr.  P.  F.  Chambers  believed  the  elevator  was  invaluable  as  a 
means  of  diagnosis  in  many  cases,  but  in  marked  cases  of  retro- 
flexion, using  it  as  a  repositor  of  the  uterus  he  had  had  some  diffi- 
culty in  introducing  it  and  had  gotten  better  results  in  such  cases 
from  Simpson's  sound.  He  had  never  had  the  slightest  difficulty 
from  the  use  of  the  sound,  though  he  had  used  it  continuously  and 
frequently.  To  secure  perfect  asepsis  he  always  dipped  it  first  into 
pure  carbolic  acid,  which  also  acted  as  a  gentle  anaesthetic  and  pre- 
vented any  pain  from  its  introduction. 

Dr.  E.  H.  Grandin  had  not  used  the  repositor  for  a  number  of 
years,  and  he  would  not  feel  like  using  it  as  freely  as  the  author 
indicated.  In  women  who  are  stout,  and  whose  troubles  are  con- 
sequently difficult  to  diagnose  he  would  prefer  anaesthesia  to  deter- 
mine the  exact  condition  of  the  pelvic  and  abdominal  organs.  He 
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believed,  for  the  purpose  for  which  it  was  devised  by  Dr.  Sims,  the 
repositor  was  much  more  valuable  than  the  Simpson's  sound.  He 
had  never  believed  in  the  use  of  the  sound  as  an  .elevator,  for  the 
reason  that  the  instrument  in  order  to  act  as  an  elevator  must  take 
purchase  at  the  fundus  of  the  uterus,  whereas  the  repositor  devised 
by  Dr.  Sims'  father  acts  on  the  cervix  as  a  fulcrum. 

He  thought  the  paper  was  timely  as  tending  to  counteract  the 
tendency  among  a  certain  class  of  gynaecologists  to  condemn  al- 
most every  instrument  which  some  of  us  still  recognize  as  being  of 
positive  value,  namely,  the  uterine  dilator,  uterine  sound,  the 
curette  and  the  repositor. 

Dr.  Boldt  believed  no  one  would  dispute  the  superiority  of  the 
elevator  over  the  sound  for  the  purpose  of  bringing  a  retroflexed 
uterus  into  position,  but  he  did  not  think  the  uterine  elevator  could 
be  in  any  way  compared  to  anaesthesia  for  the  purpose  of  making  a 
correct  diagnosis.  He  did  not  think  Dr.  Sims  meant  to  state  that 
he  could  make  just  as  correct  a  diagnosis  with  the  elevator  as  he 
could  with  anaesthesia.  The  only  class  of  cases  in  which  the 
speaker  thought  the  elevator  would  offer  the  slightest  degree  of 
benefit  was  where  the  abdominal  walls  were  very  fat  or  rigid.  In 
these  cases  the  diagnosis  certainly  can  be  made  very  easily  with 
an  anaesthetic  and  it  should  always  be  preferred  to  the  elevator  in 
his  opinion,  notwithstanding  the  excellent  results  of  the  author  of 
the  paper. 

Dr.  A.  H.  Buckmaster  thought  that  while  the  elevator  might  be 
an  aid  at  times  in  diagnosis,  it  was  unnecessary  to  use  it  as  fre- 
quently as  advocated  by  the  writer.  If  the  patient  is  placed  on  a 
low  table,  or  if  the  conditions  that  are  recommended  by  Brandt  are 
carried  out,  so  that  you  have  the  patient  at  the  greatest  advantage 
it  is  rarely  necessary  to  use  any  instrument  in  the  uterus.  Some 
recent  bacteriological  research  shows  that  the  cervix  is  the  abode 
of  a  number  of  pus-producing  germs,  and  that  when  they  are 
present  in  sufficient  quantity  and  are  carried  into  the  body  of  the 
uterus,  if  there  is  any  abrasion  made,  septic  endometritis  is  very 
likely  to  follow.  There  is  no  doubt  that  the  sound  may  be  used 
many  times  without  causing  trouble,  but  it  is  also  a  fact,  that  does 
not  require  any  argument,  that  it  is  impossible  to  introduce 
it  aseptically,  without  the  most  labored  precaution.  The  dipping 
of  a  sound  into  carbolic  acid  or  iodine  he  believed  to  be  entirely 
inadequate.  To  use  the  sound  aseptically  the  vagina  should  be 
washed  out,  the  uterus  curetted  and  a  strong  application  applied  to 
it,  then  possibly  you  can  pass  a  sound  into  the  uterus  aseptically, 
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but  without  those  precautions  it  would  be  impossible  to  do  it.  He 
thought  the  elevator  was  much  more  efficacious  than  the  sound, 
but  since  he  had  tried  to  follow  Brandt's  method  to  some  degree 
he  had  found  he  could  accomplish  as  much  by  manipulation  as  he 
could  with  the  sound  or  other  instruments. 

Dr.  Edebohls  thought  it  was  wise  to  restrict  the  use  of  such  in- 
struments, as  the  sound  and  repositor,  which  were  used  inside  of 
the  uterus:  that  every  gynaecologist  would  say  that  as  his 
experience  increases  he  found  these  instruments  less  and  less  neces- 
sary for  the  purposes  of  diagnosis  and  treatment.  There  is  no 
doubt  that  the  sound  and  the  uterine  repositor  can  be  introduced 
into  the  uterine  cavity  and  manipulations  undertaken  with  safety 
by  those  who  are  accustomed  to  undertake  these  manipulations; 
but  he  disapproved  of  any  teaching  which  would  make  it  seem  that 
the  general  practitioner  or  a  man  who  is  not  an  expert  in  gynae- 
cology can  with  anything:  like  safetv  use  these  instruments  on  any 
and  all  occasions.  He  did  not  think  this  was  the  intention  of  the 
author  of  the  paper,  but  it  might  be  so  construed  by  some. 

The  danger  in  the  use  of  the  sound  and  repositor  is  not  so  much 
from  traumatism  as  from  infection.  It  requires  a  man  thoroughly 
conversant  and  familiar  with  the  normal  and  abnormal  conditions 
of  the  female  pelvic  organs,  and  to  whom  the  antiseptic  system 
has  become  second  nature,  to  use  these  instruments  constantly  and 
repeatedly  without  risk  of  sepsis.  Another  consideration  is  that 
sometimes  instruments  do  not  pass  the  internal  os  readily,  and 
manipulation  may  irritate  the  mucous  membrane  of  the  internal  os 
causing  it  to  swell  and  retain  secretions  temporarily  in  the  uterus, 
leading  to  retention-fever  and  its  risks. 

For  the  past  five  years  the  speaker  had  never  introduced  a  sound 
into  the  uterus  for  the  purpose  of  reducing  a  retroversion,  but  had 
been  able  to  reduce  and  determine  the  amount  of  adhesions  in  all 
such  cases  by  bimanual  palpation.  This  he  accomplished  by 
passing  the  index  finger  into  the  vagina  and  the  middle  finger  of 
the  same  hand  into  the  rectum  assisted  by  the  other  hand  outside 
on  the  abdomen.  Five  or  six  times  a  year  was  as  often  as  he  used 
the  sound  for  all  purposes.  He  never  used  the  repositor.  Instead 
of  using  the  sound  or  elevator  to  raise  the  uterus  and  assist  in  mak- 
ing clear  some  pelvic  lesion,  he  was  accustomed  to  work  in  the 
opposite  direction  and  depress  the  uterus  in  difficult  cases.  Where 
the  diagnosis  is  difficult,  grasp  the  cervix  with  a  double  tenaculum 
forceps  and  draw  the  uterus  down.  A  finger  passed  into  the 
rectum  can  feel  along  the  posterior  wall,  feel  out  along  the  tubes 
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and  explore  the  pelvis  much  more  thoroughly  than  by  bringing  the 
uterus  up  to  the  abdominal  walls,  when  these  are  fat  or  rigid  and 
it  is  impossible  to  feel  anything  with  the  hand  on  the  outside.  He 
wished  to  put  on  record  a  warning  against  this  Society  advocating 
the  too  free  use  of  intra-uterine  instruments  by  the  profession  in 
general,  and  even  by  specialists. 

Dr.  A.  P.  Dudley  said  the  discussion  would  seem  to  indicate 
that  it  was  a  dangerous  thing  to  introduce  a  sound  into  the  uterus, 
and  yet  within  the  last  six  months  many  of  us  have  not  hesitated 
to  introduce  the  positive  or  negative  electrode  into  the  uterus  in 
electrical  treatment.  He  thought  the  sound  and  elevator  were  both 
useful  in  properly  selected  cases,  according  to  the  end  to  be  accom- 
plished. As  careful  a  man  as  Dr.  Emmet  is  he  never  uses  the 
sound,  but  he  has  invented  an  elevator  which  he  uses  every  day, 
and  his  is  harder  to  keep  clean  than  Dr.  Sims'.  The  elevator  is 
used  almost  entirely  with  the  patient  on  the  back,  introduced 
without  the  aid  of  a  speculum,  and  fixed.  The  sound  is  of  no  use 
whatever  with  the  patient  on  the  back  on  account  of  the  resistance 
of  the  patient,  and  on  account  of  the  curve  in  the  instrument  you 
cannot  fix  it.  The  patient  must  be  in  an  entirely  different  position 
to  handle  the  sound  with  safety,  and  the  point  that  the  sound  is 
dangerous  is  rather  a  poor  one  for  the  reason  that  no  man  who  in- 
troduces the  sound  and  understands  the  use  of  it  will  impinge  it 
upon  the  fundus,  but  will  find  the  fundus  and  then  withdraw  the 
sound  half  an  inch  so  as  to  make  pressure  with  the  sound  in  that 
direction.  To  fix  the  uterus,  lift  it  up,  move  it  back  and  forth, 
make  bimanual  examination  with  the  fingers  outside  the  vagina, 
and  still  not  do  injury  to  the  uterus,  he  thought  Dr.  Sims'  elevator 
was  the  best  instrument,  preferring  it  to  Dr.  Emmet's,  because  it 
does  not  allow  the  further  introduction  of  the  intra-uterine  portion 
by  slipping,  which  the  sound  does. 

He  could  not  imagine  that  any  one  would  think  of  putting  a 
patient  on  the  back  and  introducing  a  sound  without  a  speculum, 
and  whirling  it  round  in  the  pelvic  cavity,  but  with  the  patient  on 
the  side  it  could  be  safely  introduced.  It  is  easy  enough  to  clean 
the  sound;  Dr.  Emmet  says  you  can  easily  keep  an  elevator  clean 
that  has  two  or  three  joints. 

Dr.  Buckmaster  said  that  Dr.  Emmet  used  the  elevator  only 
occasionally.  He  thought  Dr.  Dudley's  criticism  of  the  introduc- 
tion of  the  electrode  into  the  uterine  cavity  could  perhaps  be  met 
by  recognizing  the  fact  of  the  antiseptic  power  of  the  current 
which  would  destroy  the  germs  and  prevent  the  occurrence  of  sepsis. 
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Dr.  Dudley  said  his  knowledge  of  Dr.  Emmet's  work  was 
gained  while  he  was  house  surgeon  at  the  Woman's  Hospital,  and 
that  Dr.  Emmet  was  known  to  speak  against  the  use  of  the  sound, 
and  in  favor  of  the  elevator. 

Dr.  R.  A.  Murray  said  there  were  some  cases  where  he  would 
use  the  sound  or  uterine  repositor  to  determine  the  relation  of  the 
uterus  to  an  abdominal  tumor,  but  he  would  not  use  it  to  elevate 
the  uterus.  If  we  can  elevate  the  uterus  at  all  it  can  be  best 
elevated  from  a  retroverted  or  retroflexed  position  by  putting  the 
patient  in  the  knee-chest  position,  when  the  weight  of  the  tumor 
attached  to  the  uterus,  or  the  weight  of  the  body  of  the  uterus  itself 
and  the  traction  of  the  abdominal  viscera  caused  the  part  to  be 
relieved  of  the  pressure,  and  with  the  finger  introduced  you  can 
tell  whether  the  -tumor  has  adhesions  by  the  fixation,  in  the 
endeavor  to  reposit  it.  It  is  advantageous,  however,  to  pull  the 
cervix  down.  While  that  tells  you  that  the  organ  or  tumor  can  be 
raised  up  it  does  not  tell  what  the  relation  of  the  tumor  is  to  the 
uterus.  In  a  very  stout  patient  for  instance,  you  do  not  determine 
whether  the  uterus  can  be  made  out  aside  from  the  tumor,  because 
in  the  knee-chest  position  you  cannot  palpate  through  the  abdomi- 
nal wall  and  grasp  the  uterus,  and  at  the  same  time  free  it  from 
the  tumor.  By  using  the  repositor  then  and  holding  the  uterus 
with  the  patient  on  the  back,  you  can  tell  the  relation  between  the 
tumor  and  the  uterus;  so  in  a  very  few  instances  the  elevator  may 
be  of  use  without  danger. 

•  Dr.  Janvrin  believed  that  the  use  of  the  various  repositors  for 
the  purpose  of  diagnosis  was  an  excellent  thing.  He  preferred 
Elliot's  repositor,  which  acts  very  much  on  the  same  principle  as 
Sims'  or  Emmet's.  It  is  somewhat  elastic  and  will  generally  re- 
place the  uterus  without  much  trouble.  He  had  used  the  repositor 
as  a  means  of  diagnosis  a  great  deal,  and  considered  any  one  of 
them  of  very  great  value  for  this  purpose. 

Dr.  Sims  in  closing  the  discussion  said  he  did  not  wish  to  be 
understood  as  advocating  the  use  of  the  uterine  elevator  as  aid  to 
diagnosis  in  all  abdominal  cases,  nor  did  he  wish  it  to  go  on  record 
that  he  used  the  elevator  in  every  case  of  abdominal  diseases 
which  he  had  to  treat.  Bimanual  manipulation,  and  occasionally 
anaesthesia,  was  generally  sufficient  to  diagnose  the  majority  of  his 
retroversion  or  retroflexion  cases  and  pelvic  troubles,  but  he  did 
occasionally  see  a  "poser"  that  was  beyond  the  possibility  of  the 
fingers  to  diagnose,  and  it  was  in  those  obscure  cases,  and  in 
those  alone  that  he  recommended  the  judicious  use  of  the  uterine 
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elevator  as  an  aid  to  diagnosis.  He  did  not  wish  to  advocate  the 
repositor  as  an  adjunct  to  the  diagnosis  of  pelvic  disease,  but  only 
as  an  aid  to  the  successful  diagnosis  of  those  obscure  and  difficult 
cases,  which  require  time  and  thought  to  investigate.  Where  they 
are  not  clear  and  he  could  not  easily  demonstrate  the  condition  of 
the  pelvis,  he  thought  it  was  perfectly  justifiable  to  use  the  elevator, 
introducing  it  and  throwing  the  uterus  to  one  side  or  the  other. 

He  had  not  experienced  the  difficulty  mentioned  by  Dr. 
Chambers  in  introducing  the  elevator  in  cases  of  retroflexion. 

The  shaft  is  made  of  nickeled  copper,  is  easily  bent  if  the  canal 
is  crooked,  and  in  that  way  can  be  very  readily  introduced. 

In  reply  to  Dr.  Grandin  he  said  that  he  had  used  the  instrument 
for  twenty  years  with  not  a  single  case  of  trouble  resulting  from  its 
use. 

To  Dr.  Buckmaster  he  would  say  that  his  instruments  were 
always  clean.  He  never  used  a  repositor,  a  speculum,  a  cotton 
holder  or  any  other  instrument  in  his  office  without  having  it 
burned  immediately  after  using  it,  placing  it  in  boiling  water,  then 
in  alcohol,  and  then  rubbing  it  off  with  a  chamois,  without  regard 
to  whether  the  patient  had  septic  disease  or  an  ordinary  retro- 
version or  vaginismus. 

In  reply  to  Dr.  Boldt,  he  recognized  that  anaesthesia  was  a  very 
great  adjunct  to  a  successful  diagnosis  of  abdominal  tumor  or  a 
diseased  condition  of  the  pelvis,  but  it  is  not  always  wise  to  use  an 
anaesthetic  if  the  diagnosis  can  be  made  without  it.  Some  patients 
object  to  it  if  they  can  possibly  escape  it,  and  in  such  cases  if  a 
diagnosis  can  be  safely  made  without  resorting  to  it  it  should  be 
done. 

To  Dr.  Edebohls,  who  deprecated  the  use  of  the  sound,  he  said 
he  did  not  advocate  the  use  of  the  sound  in  his  paper,  and  that  he 
very  seldom  used  it  unless  the  patient  was  on  her  side  and  it  could 
be  introduced  without  any  resistance  at  the  os,  and  he  would  not 
have  the  impression  go  out  from  this  Society  as  coming  from  him 
that  any  bungling  physician  can  take  the  elevator  and  put  it  into 
the  uterus  and  push  it  back  and  forth  and  make  a  diagnosis  of  pel- 
vic disease.  It  goes  without  saying  that  only  an  expert  can  use  it, 
and  only  an  expert  should,  and  he  expected  no  one  but  an  expert 
to  use  it. 

Dr.  Elliot's  repositor  he  considered  an  excellent  instrument. 
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(Continued  from  March  Number.) 

E.  C.  Dudley,  M.D.,  of  Chicago,  President. 

An  Unusual  Complication  Following  Laparotomy.  By  Dr.  A.  P. 
Dudley. 

discussion. 

Dr.  A.  P.  Dudley  : — There  are  some  remarks  that  I  wish  to  make 
concerning  the  case,  or  rather,  I  wish  to  ask  those  present  if  they 
thought  I  had  delayed  too  long  in  incising  the  patient's  body,  and 
if  it  probably  would  have  been  of  any  service.  They  were  Cath- 
olic people,  but  the  patient  would  not  obey  even  the  slightest  wish 
of  the  priest.  He  visited  her  every  day  with  me.  She  had  received 
the  last  rites  of  the  church,  and  resisted  every  effort  made  to  help 
her,  and  there  seemed  nothing  to  do  but  to  let  her  die.  Under  those 
circumstances  I  hesitated  longer  in  seeking  advice  than  I  would 
under  other  circumstances. 

There  are  several  interesting  questions  that  come  up  in  reference 
to  the  case  :  one  is  the  condition  of  the  lungs  after  anaesthesia,  and 
another  would  be  whether  the  patient  could  by  such  manoeuvres  as 
this  patient  went  through,  cause  a  tearing  away  of  adhesions  un- 
less the  lungs  were  the  seat  of  disease  at  the  time.  I  examined  the 
lungs  carefully  before  giving  ether  and  did  not  find  any  condition 
contra-indicating  anaesthetics,  but  we  have  all  seen  cases  where 
the  anaesthetic  was  an  irritant  from  the  start,  and  the  lungs  filled 
with  mucous  and  became  very  troublesome. 

Dr.  Wilcox  : — I  suppose  it  was  pneumothorax  antedating  the 
cutaneous  emphysema  ? 

Dr.  Dudley  : — No,  sir. 

Dr.  Wilcox  : — Then  the  pleuritic  adhesions  must  have  remained 
constant  to  allow  the  air  to  escape. 

Second  Day — January  20,  1892. 

SECOND  PUBLIC  SESSION. 

An  Apparatus  for  Continuous  Irrigation.     Presented  by  Dr.  Nathan 

BoZEMAN. 

It  was  especially  devised  for  irrigating  the  vagina  in  cases  of 
vesico-vaginal  fistula,  but  was  applicable  for  irrigating  abscesses, 
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or  in  fact,  for  use  in  any  closed  cavity.  To  irrigate  a  closed  cavity 
successfully  without  drawing  its  lining  membrane  into  the  openings 
of  the  tube,  it  is  necessary  that  the  air  should  be  admitted  with  the 
irrigating  fluid.  The  apparatus  consists  of  a  pail  in  which  is  placed 
the  irrigating  fluid,  and  of  a  perforated  U-tube  which  is  placed  in 
the  vagina  or  other  cavity  to  be  irrigated.  These  two  portions  of 
the  apparatus  are  connected  by  rubber  tubing,  with  one  or  two 
curved  glass  tubes  interposed  between  the  sections  of  tubing  in 
such  a  manner  as  to  act  as  an  intermittent  siphon.  A  similar  ar- 
rangement of  the  tubing  constitutes  the  channel  through  which 
the  outflowing  fluid  is  carried  from  the  cavity  into  a  receptacle.  If 
the*  curved  glass  tubes,  or  intermittent  siphons  were  not  used,  there 
would  be  a  continuous  and  rapid  flow  through  the  apparatus  ;  but 
by  interposing  these  siphons,  these  are  made  to  alternately  fill  and 
empty,  and  the  rapidity  of  the  flow  can  be  regulated  by  the  patient 
with  the  utmost  nicety,  by  simply  turning  the  pinchcocks  on  the 
afferent  and  efferent  tubes.  Aseptic  air  is  introduced  into  the 
cavity  along  with  the  irrigating  fluid,  by  connecting  a  branch  tube 
from  the  upper  portion  of  the  pail  above  the  level  of  the  fluid,  with 
the  irrigating  tube.  Very  little  fluid  is  required  to  set  the  apparatus 
in  action,  and  it  can  be  so  adjusted  as  to  keep  the  patient  perfectly 
dry.  In  patients  who  are  able  to  walk  around,  this  method  of  irri- 
gating is  employed  twice  a  day  in  preference  to  the  ordinary 
douche,  which  is  liable  to  cause  undue  distention. 

Dr.  H.  T.  Hanks  said  that  last  year,  during  all  of  July  and 
August,  he  had  had  a  patient  using  this  apparatus  with  the  greatest 
satisfaction.  During  all  this  time,  it  gave  no  trouble,  and  needed 
no  repairs  except  occasionally  replacing  the  rubber  tubes  with  new 
ones. 

A  New  Pair  of  Scissors  for  Cutting  Wire  Sutures. 

Dr.  A.  H.  Buckmaster  presented  on  behalf  of  Dr.  Smith, 
the  inventor,  a  new  pair  of  scissors  designed  to  facilitate  the  re- 
moval of  wire  sutures.    One  blade  was  so  curved  that  it  could  be 
readily  inserted  beneath  the  suture  when  the  wire  was  so  deeply 
buried  that  it  could  only  be  felt. 

Dr.  Taft  had  used  for  a  long  time  an  instrument  which  had 
been  devised  by  Dr.  Hanks  some  years  ago.  It  had  given  him 
complete  satisfaction,  and  judging  from  appearances,  was  likely 
to  be  more  useful  than  the  instrument  just  presented. 

Dr.  Hanks  said  that  any  pair  of  scissors  for  cutting  wire  sutures 
was  rendered  much  more  useful  by  having  a  small  dorsal  projec- 
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iion,  which  can  be  inserted  underneath  the  wire.  The  principle 
of  construction  was  to  combine  the  blunt  hook  with  a  pair  of 
scissors. 

Dr.  Hanks  then  escorted  the  newly  elected  President,  Dr.  J.  G. 
Perry,  to  the  Chair.  After  a  few  appropriate  remarks  by  the  retir- 
ing President,  Dr.  Dudley,  upon  motion  of  Dr.  J.  D.  Emmet,  the 
Society  passed  a  vote  of  thanks  to  Dr.  Dudley  for  his  efficient 
administration  of  the  office. 

An  Aseptic  Ligature  Jar. 

Dr.  Buckmaster  said  that  he  had  spent  nearly  two  years  in  per- 
fecting a  ligature  jar,  and  he  desired  to  present  to  the  Society  i'he 
result  of  his  efforts  in  this  direction.  It  was  a  short,  and  very 
light  cylindrical  box  of  hard  rubber,  which  was  capable  of  holding 
three  or  four  times  as  much  ligature  material  as  any  jar  at  present 
in  the  market  He  had  made  a  special  effort  to  secure  a  jar  which 
would  be  smooth  working,  not  liable  to  get  out  of  order,  and  so  con- 
structed that  all  its  parts  could  be  readily  and  effectually  sterilized. 
The  jar  which  he  now  presented  had  been  thoroughly  tested  and 
had  been  found  to  fulfil  these  conditions.  His  plan  was  to  steril- 
ize the  silk  by  boiling  it  for  one  hour,  and  repeating  this  on  the 
second  day.  Then  the  jar  and  spindle  are  immersed  in  a  1.50 
•  solution  of  bichloride  of  mercury  for  twenty-four  hours.  As  these 
parts  are  all  made  of  hard  rubber,  they  are  not  injured  in  the  least 
by  this  solution.  After  these  preliminary  steps,  he  sterilized  his 
"hands,  and  reeled  the  dried  silk  into  the  jar.  As  the  jar  is  air-tight, 
there  is  no  necessity  of  having  any  fluid  in  it,  as  this  only  helps  to 
rot  the  silk.  If,  however,  it  was  considered  desirable  to  have  fluid 
in  it,  the  jar  can  be  submerged  in  the  fluid,  and  so  completely 
tilled  as  to  exclude  all  air. 

A  Utero-  Vaginal  Drainage  Support. 

Dr.  Nathan  G.  Bozeman  exhibited  a  support  of  this  kind,  which 
had  been  devised  by  his  father  many  years  ago,  but  which  had 
been  quite  recently  improved  in  one  or  two  important  particulars. 
It  consisted  of  a  flattened  metallic  receptacle,  the  upper  surface  of 
which  was  concave  and  perforated  with  numerous  holes.  It  lay  in 
the  vagina  in  such  a  position  as  to  allow  the  urine  trickling  through 
a  vesico-vaginal  fistula  to  drop  through  these  holes  into  the 
interior  of  this  hollow  bag.  A  rubber  urinal  was  fastened  around 
the  patient's  thigh,  and  was  connected  to  the  curved  lower  end  of 
this  vaginal  receptacle  by  two  rubber  tubes,  one  of  which  passed 
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to  the  bottom  of  the  rubber  urinal,  while  the  other  did  not  reach 
so  far.  The  vaginal  portion  of  the  apparatus  was  self-retaining. 
If  there  should  be  any  air  in  the  vagina,  this  passes  back  through 
the  second  tube,  and  so  prevents  the  mucous  membrane  being 
sucked  into  the  openings  in  the  upper  perforated  plate.  The 
apparatus  acts  upon  the  principle  of  an  intermittent  siphon,  and 
the  movements  of  respiration  were  sufficient  to  throw  the  urine 
over  the  bend  in  the  plate  and  into  the  tube  leading  to  the  urinaL 
There  is  no  leakage  of  the  urine,  hence,  no  excoriation  is  pro- 
duced. 

Dr.  J.  R.  Goffe  thought  that  when  the  patient  was  in  the  re- 
cumbent position,  there  wpuld  be  an  accumulation  of  air  in  the 
vagina,  which  would  interfere  with  the  proper  working  of  the 
apparatus. 

Dr.  Bozeman  replied  that  under  such  circumstances,  half  a 
mattress  should  be  arranged  so  as  to  raise  the  patient  about  two 
inches.  The  vaginal  receptacle  was  made  in  several  sizes  to  allow 
of  its  being  properly  adapted  to  each  case. 

Dr.  J.  Duncan  Emmet  said  that  many  years  ago,  his  father  had 
devised  a  very  simple  and  cleanly  instrument  for  this  purpose.  It 
was  made  by  splitting  a  Davidson  syringe  bulb  diagonally  through 
its  length,  cutting  it  so  that  it  would  lie  in  the  vagina  in  such  a 
position  that  the  opening  into  the  bladder  would  lie  directly  in  the 
hollow  of  this  cup.  There  was  no  metallic  parts  about  this  con- 
trivance, and  it  had  the  advantage  of  being  free  from  small  holes,, 
which,  in  Dr.  Bozeman's  apparatus,  were  so  liable  to  become  ob- 
structed by  sediment,  and  which  made  it  difficult  to  keep  the 
apparatus  clean  and  sweet. 

Dr.  Bozeman  said  that  the  advantage  of  the  instrument  he  had 
exhibited  was  that  it  prevented  any  collection  of  the  urine  in  the 
vaginal  portion  of  the  instrument,  as  was  necessarily  the  case  ira 
that  described  by  Dr.  Emmet.  As  the  urine  was  not  allowed  to» 
collect,  there  was  but  little  opportunity  for  sediment  to  form  there ; 
in  fact,  if  there  were  much  deposit,  it  would  stop  the  action  of  the 
apparatus.  There  was  no  difficulty  in  keeping  it  perfectly  clean) 
under  these  circumstances. 
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ABSTRACTS. 

Puerperal  Convulsions. 

Lohlein,  Professor  of  Obstetrics  and  Gynaecology  at  Giessen, 
publishes  in  the  second  series  of  his  "  Gyndkologische  Tages/ragen  " 
[Wiesbaden,  1891],  a  paper  upon  the  above  subject.  It  contains 
much  of  interest  and  of  value.  The  frequency  of  occurrence,  the 
prognosis,  and  the  treatment  of  the  disease  are  especially  considered, 
and  the  conclusions  are  drawn  from  reports  made  by  all  the  lying- 
in-institutions,  one  alone  excepted,  of  German- speaking  peoples. 
The  total  number  of  births  reported  was  52,328,  among  which  there 
were  325  cases  of  eclampsia.  This  proportion,  1:161  is  strikingly  in 
accord  with  that  of  the  Moscow  lying-in  hospital,  in  which,  1878- 
'89,  there  were  46,539  deliveries  with  288  cases  of  eclampsia,  1:162, 
We  cannot  follow  the  author  through  his  critical  examination  of 
the  reports,  but  must  give  the  points  which  prevent  acceptance  of 
these  figures  as  expressing  the  actual  relative  frequency  of  occur- 
rence of  the  disease.  The  transference  of  cases  to  the  hospitals  from 
the  hands  of  midwives  and  of  private  practitioners  stands  of  course 
first.  This  is  shown  by  contrasting  the  statistics  of  the  disease 
among  those  patients  in  institutions  and  awaiting  delivery.  Thus 
there  were  49, 833  deliveries  of  such  patients,  with  1 5 1  cases  of  eclamp- 
sia; 1  .-330.  Yet  these  figures  will  not  admit  of  general  application, 
because  of  the  far  greater  proportion  of  primiparae  who  seek  refuge 
in  such  asylums,  and  among  those  attacked  by  eclampsia  the 
primiparae  are  to  the  pluriparae  as  three  to  one.  Without,  then,  being 
able  to  give  the  exact  ratio  for  the  population  at  large,  the  author 
believes  the  proportion  given  by  Scanzoni  and  Schroder,  1 1500,  to  be 
too  large. 

To  establish  the  mortality  of  eclampsia  was  the  author's  prime 
motive  in  preparing  the  paper.  He  had  formerly  published  a 
report  of  103  cases  which  occurred  at  the  Berlin  Klinik,  in  which 
there  was  a  mortality  of  thirty-two  per  cent.  Notwithstanding  that 
these  did  not  present  a  fair  average  of  cases  as  to  severity,  no  less 
than  eighty-three  of  them  having  been  brought  in  totally  uncon- 
scious, he  found  this  high  mortality  rate  frequently  quoted  and 
represented  as  a  standard  for  comparison  with  the  experience  of 
others.  In  the  325  cases  of  the  collected  reports  already  mentioned 
there  were  seventy-seven  deaths.  Deducting  from  these  fourteen 
in  which  there  were  complications  which  partly  or  wholly  induced 
the  fatal  result,  there  remains  sixty-three,  showing  a  mortality  rate 
of  19.38  per  cent.    This  again  agrees  very  closely  with  the  Moscow 
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reports,  in  which  the  per  cent,  is  20. 8,  and  so  nearly  with  the  statis- 
tics of  other  institutions  of  Germany  that  the  author  fixes  upon  one- 
fifth  as  the  proportion  of  deaths  which  occur  An  this  disease. 
The  following  table  shows  again  the  truth  of  the  accepted  doctrine 
as  to  the  lesser  gravity  of  the  disease  when  the  convulsions  occur 
after  labor  is  completed  : 

Pi'imiparas.  Multipara. 

Cases.   Died.  Cases.  Died. 

Before  labor  .  .  .  .69  19  .  .  .  34  12 
During  labor  .  .  .  .115  24  .  .  .  31  11 
After  delivery  ....    60         7    ...      16  4 

It  is  evident  that  from  a  collection  of  cases,  gathered  together 
as  these  were,  there  cannot  be  such  detail  of  therapeutic  measures 
as  will  permit  a  judgment  as  to  the  treatment  of  the  disease,  or  at 
all  equal  in  value  to  the  other  two  points.  The  author  opens  with 
the  question  whether  the  indications  and  measures  of  treatment 
must  be  revolutionized  as  a  result  of  the  latest  advances  of  medical 
science.  This  must  be  the  case  if  the  views  of  Delore  and  Blanc, 
as  to  the  dependence  of  eclampsia  upon  the  presence  of  micro- 
organisms in  the  blood  be  correct.  The  experiments  made  at  Gies- 
sen  upon  this  point,  under  the  author's  supervision,  have  yielded  only 
negative  results,  nor  do  the  reports  contain  any  indication  that  any- 
where treatment  has  been  conducted  under  the  idea  of  a  bacterio- 
logical origin  of  the  disease. 

A  large  proportion  of  the  cases  contained  in  the  reports  demanded 
operative  interference,  (71. 1  per  cent.)  In  177  cases  there  were  108 
forceps  deliveries,  12  extractions  of  pelvic  presentations;  19  ver- 
sions with  extraction;  13  perforations;  18  induced  labors  or 
abortions,  and  7  Csesarean  sections.  Of  the  latter,  5  were  per- 
formed on  the  dead;  1  on  a  dying,  and  1  on  a  living  patient. 
In  the  five  post-mortem  cases  only  one  child  was  saved  ; 
both  mother  and  child  were  saved  in  the  "living"  case.  The 
author  considers  at  some  length  the  justifiability  of  the  Csesarean 
section  in  convulsions  and  the  indications  for  its  performance. 
Space  will  not  permit  full  presentation  of  his  views.  He  emphasizes 
the  difficulty  attending  a  decision  dependent  especially  upon  the 
sudden  and  unexpected  changes,  as  to  the  progress  of  labor  which 
so  often  occur  in  cases  of  eclampsia,  and  illustrates  this  by  a  case 
under  his  own  observation.  This  grave  operation  may  therefore 
be  unnecessarily  performed,  especially  by  those  "who  in  accordance 
with  their  temperament  decide  rather  for  heroic  measures  than  rest 
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content  with  waiting."  The  operation  is  only  justifiable  in  cases  in 
which  :  1.  The  child  is  certainly  living,  yet  in  great  danger  from 
continuance  of  the  convulsions;  2.  the  attacks  are  not  lessened  in 
number  or  diminished  in  the  severity  by  all  remedies  employed,  the 
circulation  and  respiration  both  becoming  more  embarrassed,  and 
icterus  making  its  appearance  in  the  deeply  comatose  patient. 
The  author's  conclusion  is  that  the  Csesarean  operation  in  eclampsia 
is,  in  some  cases,  fully  justifiable,  yet  the  occurrence  of  the  condi- 
tions demanding  it  will  be  very  rare  indeed. 

To  those  who  can  look  back  over  the  changes  of  doctrine  of 
forty  years,  it  will  be  surprising  to  find  that  venesection  was  resorted 
to  in  only  six  of  the  institutions  reporting,  and  in  all  but  eight  times 
— 1:40.6.  It  is  worthy  of  note,  the  author  says,  how  much  this 
remedy,  once  so  esteemed,  and  "  the  value  of  which  in  certain 
circumstances,  it  would  be  far  from  German  obstetricians  to  deny" 
has  fallen  into  desuetude.  It  is  more  especially  noteworthy,  he 
says,  "  since  in  late  years  venesection  has  been  frequently  found  in 
America  to  be  a  sovereign  remedy."1 

In  almost  all  the  institutions  warm  and  hot  baths,  and  hot  packs 
were  administered  as  measures  for  promoting  the  cutaneous 
secretion. 

Among  medicines,  narcotics  were  almost  universally  resorted  to, 
either  inhalations  of  chloroform,  enemata  of  chloral,  or  morphine, 
singly  or  combined.  It  is  to  the  latter,  especially  by  hypodermatic 
injection  in  considerable  doses,  that  the  greatest  interest  attaches. 
It  seemed  that  this  method  was  urged  upon  the  profession  of  Ger- 
many by  Veit,  about  four  years  ago.  Under  this  influence  the 
author  has  since  made  it  the  leading  feature  of  his  treatment,  and  he 
has  reason  to  be  satisfied  with  the  results,  having  had  nine  success- 
ful cases  in  succession.  Sometimes  clysters  of  chloral  were  also 
administered,  and  sometimes  occasional  inhalations  of  chloroform. 
He  would  not  accept  the  morphine  treatment  as  the  most,  or  as  the 
only  reliable  one,  statistics  are  too  limited,  it  being  not  at  all 
uncommon  to  have  a  series  of  successful  cases  under  any  plan,  and 
"the  clanger  of  drawing  conclusions  from  limited  data  is,  as  to 
eclampsia,  extraordinarily  great.  '"' 

To  make  a  wider  study  of  this  mode  of  treatment  the  author 
has  selected  the  returns  of  eight  clinics  in  which  morphine  was 
given  in  the  doses  recommended  by  Veit — gr.  .03— 2-5  grain  hypo- 
dermatically.    These  clinics  showed  a  mortality  of  13.9  per  cent. 

•The  reference  in  foot-note  is  to  Clark  and  Byford,  Med.  N^ws,  1889,  p.  33I) 
and  MEACHAM,  your.  Am.  Med.  Assoc.  1890,  p.  274. 
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or  one  death  in  7.  2  cases,  in  comparison  to  the  general  mortality  of 
19.38  per  cent,  or  one  in  5. 16.  The  figures  are  limited,  yet  the  results 
are  more  noteworthy  since  more  than  half  the  cases  entered  the  in- 
stitutions already  in  convulsions.  The  time  of  administration  of 
the  remedy  is  of  the  highest  importance ;  administered  when 
the  convulsive  attacks  are  threatened,  or  immediately  upon  their 
breaking  out,  it  is  far  more  efficacious,  and  the  results  of  treatment 
will  be  far  better  in  cases  under  observation  from  the  beginning. 

The  effect  upon  the  child  of  large  doses  of  morphine  given  to 
the  mother  must  not  be  forgotten.  Experience  shows  that  it  is  not 
worse,  if  as  bad,  as  narcotism  from  chloroform.  The  returns  of  the 
eight  clinics  show  favorable  results:  The  infant  mortality  was  63.5, 
as  compared  with  a  general  mortality  of  68.6.  A  deduction  of  lives 
destroyed  by  operations  would  increase  the  favorable  showing;  for 
instance,  in  twenty-one  cases  at  the  Dresden  clinic  there  were  four 
cases  of  perforation,  and  four  artificially  induced  labors. 

In  conclusion  Prof.  Lohlein  states  his  conviction  that  by  the 
emphatic  recommendation  of  morphine  in  large  doses,  Veit  has 
conferred  an  essential  service,  and  promoted  the  use  of  a  remedy 
which  yields  good  results,  but  which  is  of  great  and  especial  value 
in  lessening  convulsive  irritability,  and  preventing  the  outbreak. 
In  his  own  practice  it  has  led  to  a  much  less  frequent  resort  to 
chloroform  inhalation  and  rectal  injections  of  chloral,  but  he  is  not 
prepared  to  abandon  these  entirely — they  still  remain  as  valuable 
remedies  in  the  disease.  J.  C.  R. 

In  Centralblatt  fur  Gynaecology  of  January  9,  1892,  M.  Sanger, 
of  Leipsic,  has  an  article  on  the  operative  treatment  of  retro-dis- 
placements of  the  uterus  and  Schiicking's  vaginal  ligature  which  is 
chiefly  polemical  and  in  answer  to  Schiicking's  articles  in  previous 
numbers  of  the  Centralblatt. 

Dr.  Robert  Asch,  of  Breslau,  has  an  article  on  the  uses  of  der- 
matol  in  gynaecological  practice.  He  makes  the  following  claims 
for  this  new  remedy  : 

1.  It  is  absolutely  innocuous. 

2.  It  is  non-odorous. 

3.  It  is  a  powerful  desiccant. 

4.  Gauze  impregnated  with  it  can  be  sterilized  as  the  powder 
remains  unchanged  under  the  influence  of  dry  heat. 

In  the  same  journal  of  January  16,  1892,  Dr.  Siegfried  Stocker 
has  an  article  on  massage  in  adherent  retroflexions  in  which  he 
supererogatively  narro  ws  down  the  field  of  massage  so  as  to  make 
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room  for  his  method  of  reposition.  The  method  is  nothing-  more 
or  less  than  replacing  a  retroflexed  uterus  by  means  of  a  sound 
around  the  end  of  which  absorbent-cotton  is  wrapped.  Dr.  Schwarz 
reports  two  interesting  cases  of  uterine  rupture  caused  by  the 
application  of  force  externally. 

In  the  number  for  January  23,  1892,  Dr.  Sigmund  Gottschalk 
has  a  further  communication  on  the  influence  of  "The  Influenza" 
on  the  affections  of  the  female  genital  organs.  He  has  seen  cases 
of  endometritis  and  of  parametritis  which  he  attributed  to  the 
germ  of  influenza.  Dr.  Albrecht  Tannen  reports  at  length  a  case 
of  uterus  duplex. 

In  the  number  for  January  30,  1892,  Dr.  B.  Rosinski  has  an 
article  on  the  bacilli  found  in  cervical  catarrh.  The  bacillus  which 
he  found  had  the  form  of  delicate  long-  rods  with  abrupt  ends.  He 
is  of  the  opinion  that  it  had  a  pathogenic  quality  although  the 
experiments  that  he  made  were  not  decisive.  H.  N.  V. 

Midwifery  Among  ihe  Alaskan  Indians. 

Dr.  J.  K.  Simpson  gives  the  following  interesting  account  in  the 
Occidental  Medical  Times:  "When  a  woman  arrives  in  full  term  a 
tent  or  hut  is  erected  at  some  distance  from  the  Indian  village.  A 
hole  about  two  feet  deep  is  dug  in  the  ground  inside  the  hut  (or 
tent)  and  is  lined  with  moss.  A  stake  is  driven  into  the  ground 
a  few  inches  from  the  hole.  When  labor  begins  the  woman  is 
made  to  sit  over  the  hole  in  a  squatting  position  as  though  she 
were  in  the  act-of  defecation  and  using  the  hole  as  a  privy  vault. 
She  grasps  the  stake  with  both  hands.  One  squaw  sits  behind  with 
arms  clasped  around  the  patient's  abdomen,  and  another  sits  at 
each  knee  to  act  as  a  brace  or  support.  They  make  no  examina- 
tions, the  midwife  not  being  allowed  to  see  the  vulva  of  the  patient 
under  any  circumstance.  When  a  pain  comes  the  patient  holds 
on  to  the  stake,  the  midwife  clasps  her  arms  more  firmly  about  the 
abdomen,  and  the  other  two  women  press  firmly  against  the  knees 
of  the  patient  with  their  shoulders.  This  is  repeated  with  every 
pain  until  labor  is  concluded.  When  the  child  is  born  it  drops  into 
the  hole,  where  it  is  left  for  five  or  ten  minutes,  or  sometimes 
longer.  Sometimes  the  child  is  seriously  injured  by  the  fall,  and 
bones  are  occasionally  broken.  In  case  of  fracture  no  treatment  is 
followed,  the  bone  being  allowed  to  unite  as  it  will.  The  umbilical 
cord  is  divided  about  four  inches  from  the  navel.  They  do  not  cut 
it,  but  taking  hold  with  their  fingers  partly  twist  it  and  partly  pinch 
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it  off  with  their  nails.  They  do  not  tie  it,  as  the  torsion  prevents 
haemorrhage. 

The  third  stage  is  managed  same  as  the  second,  the  women  sup- 
porting the  patient  and  assisting  her  as  before.  *  The  placenta  is 
generally  burned  or  cremated  and  the  ashes  preserved  until  the 
child  dies.  The  Indians  here  cremate  their  dead,  the  ashes  being 
afterwards  put  in  a  receptacle,  which,  with  some  of  the  property 
of  the  deceased,  is  placed  in  a  small  burial-house.  With  those  ashes 
the  ashes  of  the  placenta  are  placed;  sometimes,  however,  the 
placenta  is  buried. 

After  the  placenta  is  removed,  the  binder  is  applied.  This  con- 
sists of  a  number  of  pieces  of  bark  about  a  foot  long  and  two  or 
three  inches  wide,  placed  parallel  to  each  other  and  quilted  between 
two  pieces  of  cloth  or  skin,  like  the  bones  of  a  pair  of  corsets. 
This,  when  applied,  resembles  a  very  coarse  set  of  stays.  The 
binder  is  left  on  ten  days,  during  which  time  the  woman  is  never 
washed.  The  blood  and  discharge  become  encrusted  about  the 
vulva  and  thighs,  and,  as  it  is  moistened  daily  by  the  urine  and 
lochia,  her  condition  may  be  better  imagined  than  described. 
Strange  to  say,  I  have  never  seen  nor  heard  of  a  case  of  puerperal 
fever  among  them,  although  there  have  been  about  two  hundred 
births  in  this  neighborhood  since  I  came  here.  During  labor,  and 
for  ten  days  after,  the  woman  is  not  allowed  to  eat  or  drink  any- 
thing cold.  Primiparae  remain  in  bed  in  the  hut  in  which  they  were 
confined  for  ten  days,  but  many  multiparas  get  up  and  go  about 
their  work  the  first  or  second  day. 

To  return  to  the  child.  It  is  first  "fished"  out  of  the  hole  and 
the  cord  divided.  The  midwife  has  a  box  or  bladder  containing  a 
foul-smelling  mass'consisting  of  the  leaves  of  some  herb  which  has 
been  chewed  months  before.  A  portion  of  this  is  applied  to  the 
stump  and  bound  on.  The  child's  face  is  then  wiped,  but  no  part 
of  the  body  is  washed.  It  is  wrapped  up  and  placed  in  a  laced, 
bag-like  arrangement  (stiffened  with  bark  in  the  same  manner  as 
the  binder)  which  covers  all  of  the  child  but  the  head.  It  is  taken  out 
of  this  to  be  cleaned  three  or  four  times  daily.  The  child  can  be 
carried  around  like  a  sack  of  grain,  but  it  is  generally  bound  on  the 
back  of  the  mother.  When  the  cord  becomes  detached  it  is  covered 
by  a  piece  of  buckskin,  which  is  nicely  beaded.  This  is  stitched  to 
the  breast  of  the  child's  clothing  (like  a  rosette),  and  is  worn  by  him 
until  he  is  three  or  four  years  of  age,  when  he  is  sent  into  the  woods 
to  hide  it.  There  is  a  superstition  connected  with  this  which  would 
take  too  long  to  detail. — St.  Louis  Medical  and  Surgical  Journal. 
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Jlie  Prevention  of  Secondary  Peritoneal  Adhesions  bv  Means  of  an 
Arts  tot  Film. 

In  speaking  of  the  prevention  of  peritoneal  adhesions  Dr.  Robert 
T.  Morris  says  :  "I  had  noticed  that  if  a  layer  of  aristol  were  inter- 
posed between  the  margins  of  a  wound,  it  would  sometimes  pre- 
vent primary  union  by  presenting  a  mechanical  obstacle  to  repair; 
and  this  aristol,  forming  a  film  with  coagulated  lymph,  remained 
attached  to  the  wound  surfaces  for  days  or  for  weeks  before  it 
finally  disappeared.  It  occurred  to  me  that  if  aristol  were  applied 
to  separated  peritoneal  adhesions,  it  would  form  a  film  with  exu- 
dates, and  by  offering  a  mechanical  obstacle  to  secondary  adhesion 
it  would  give  the  wounded  surfaces  ample  time  to  heal  separately 
without  interfering  with  their  neighbors. 

Two  patients  who  were  constipated  almost  to  the  point  of  in- 
testinal paralysis,  from  adhesions  that  had  followed  removal  of 
morbid  growths,  were  operated  upon,  and  after  separating  the 
dense  adhesions  I  waited  for  oozing  to  cease  and  then  sprinkled 
the  raw  peritoneal  wounds  with  a  thin  layer  of  fine  aristol  powder, 
which  adhered  closely.  After  waiting  a  few  moments  a  little  more 
aristol  was  sprinkled*  on,  and  I  soon  had  a  protective  coating. 
Secondary  adhesions  were  prevented  in  these  two  cases  without 
any  question,  for  the  patients  have  made  a  most  satisfactory 
recovery  from  their  former  condition  of  distress. 

In  order  to  obtain  ocular  evidence  of  the  value  of  this  method 
of  preventing  adhesions.  I  anaesthetized  a  rabbit,  and  having 
scratched  two  inches  of  opposed  intestinal  loops  with  the  sharp 
point  of  a  needle,  I  sutured  half  of  the  wounded  surfaces  together 
without  any  aristol  between  them,  while  the  remainder  of  the 
wounded  surfaces  were  covered  with  the  aristol  film  and  then 
sutured.  At  the  end  of  a  week  I  chloroformed  the  rabbit  and 
found,  much  to  my  discomfiture,  that  the  sutured  surfaces  without 
aristol  were  not  united,  while  the  aristol-covered  parts  were  quite 
firmly  adherent.  It  was  well  that  I  had  obtained  practical  results 
from  the  use  of  aristol  before  meeting  with  the  disappointment  of 
this  experiment.  The  adhering  peritoneal  surfaces  were  united  by 
such  a  succulent-looking  lymph  coagulum  that  it  seemed  probable 
that  this  would  have  become  absorbed  if  I  had  allowed  more  time; 
consequently,  I  experimented  with  three  more  rabbits  in  the  same 
way,  but  scratched  the  peritonaeum  more  deeply,  and  sutured  loops 
of  the  ileum  in  one,  and  of  the  colon  in  the  other  two.  The  rabbit 
with  the  sutured  ileum  died  of  intestinal  obstruction,  while  I  was 
out  of  town,  a  few  days  later.  After  waiting  five  weeks,  the  re- 
maining two  rabbits  were  chloroformed  and  the  intestines  ex- 
amined. In  one  there  were  dense  adhesions  at  the  parts  which 
were  sutured  without  aristol,  and  tiny  adhesions  just  at  the  points 
where  sutures  held  the  aristol-covered  surfaces  together.  Else- 
where over  the  aristol-covered  surfaces  there  were  no  adhesions, 
although  the  aristol  still  remained  attached  to  the  peritonaeum. 
The  process  of  repair  was  evidently  complete  The  aristol  had 
caused  no  irritation  and  was  slowly  disappearing. 
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In  the  other  rabbit  I  found  loose  adhesions  at  the  points  sutured 
together  without  aristol,  and  none  at  all  where  the  aristol  film  had 
kept  the  surfaces  apart.  In  this  case,  also,  the  aristol  remained 
attached  to  the  peritoneal  surfaces,  but  there  was  much  less  of  it 
than  I  had  allowed  to  remain  at  the  time  of  operation. 

Aristol  seems  to  be  just  the  substance  needed  for  this  sort  of 
work,  because  it  has  a  very  neat  way  of  adhering  closely  to  wound 
surfaces.  As  soon  as  lymph  coagulates  with  it  the  aristol  cannot 
be  brushed  away.  What  becomes  of  the  aristol  eventually,  I  do 
not  know.  While  it  remains  in  place  it  acts  beneficially  in  prevent- 
ing irritation  that  would  ensue  from  the  development  of  ptomaines, 
because  it  has  the  faculty  of  destroying  them,  as  any  thymol  iodide 
would  be  expected  to  do.  Aristol  is  insoluble  in  serous  fluids,  but 
the  little  particles  of  dust  are  probably  decomposed  slowly,  or 
encysted  in  out-of-the-way  places  where  they  do  no  harm." — Trans- 
actions of  American  Association  of  Obstetricians  and  Gynecologists. 

ITEMS  OF  INTEREST. 

[The  editors  will  gladly  publish  any  items  in  regard  to  Gynascologists  or  Obstet- 
ricians which  may  be  of  general  interest.] 

The  Belgian  Society  of  Gynaecology  and  Obstetrics  have 
elected  the  following  officers  for  the  coming  year :  Presi- 
dent, Dr.  C.  Kufferath;  Vice-President,  Dr.  F.  Fraipont;  Secretary.. 
Dr.  C.  Jacobs;  Treasurer,  Dr.  Popelin.  The  following  is  the  list  of 
honorary  members  :  Drs.  Emmet,  New  York:  Chroback,  Vienna; 
Bantock,  London;  Olshausen,  Berlin;  Pajot,  Paris;  Pawlick,  Prague; 
Pigeolet,  Brussels;  Porro,  Milan;  Saenger,  Leipzig;  Slavyansky, 
St.  Petersburg;  Spencer  Wells,  London;  Stoltz,  Andlau;  Tarnier, 
Paris;  Thiry,  Brussels. 

The  Section  in  Gynaecology  and  Abdominal  Surgery  of  the  Pan 
American  Medical  Congress  has  been  organized  by  the  election  of 
Dr.  William  Warren  Potter,  of  Buffalo,  as  executive  chairman;  Dr. 
Brooks  H.  Wells,  of  New  York,  as  English-speaking  secretary;  and 
Dr.  Ernst  W.  Cushing,  of  Boston,  as  Spanish-speaking  secretary. 
The  foreign  secretaries  of  the  section  thus  far  elected  are :  The 
Argentine,  Dr.  Dn.  L.  C.  Maglioni  Llobet,  Victoria  737,  Buenos 
Ayres;  Brazil,  Dr.  Dn.  Luiz  da  Cunha  Feibo,  Rio  de  Janeiro;  British 
North  America,  Dr.  J.  F.  W.  Ross,  Esq.,  Toronto:  United  States  of 
Colombia,  Dr.  Dn.  Jose  M.  Buendia,  Calle  10,  No.  212,  Bogota: 
Nicaragua,  Dr.  Juan  I.  Urtecho,  Calle  Real,  ciudad  Granada; 
Spanish  West  Indies,  Dr.  Dn.  Gabriel Casuso,  Virtudes  37,  Habana, 
Cuba:  Uruguay.  Dr.  Dn.  Enrique  Perey,  Uruguay  371,  Montevideo. 
St.  Louis  Medical  and  Surgical  Journal,  April,  1892. 
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The  next  number  of  the  Joi  rnal  will  contain  original  articles  by 
Doctors  Gill  Wiley,  Dickinson,  Harper,  Talbot,  Gilmer  and  Buck- 
master;  also  a  sketch  of  Dr.  Baker  of  Boston,  with  portrait. 
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THREE  CASES  OF  TUBO-ABDOMIXAL  PREGNANCY. 1 
By  Wm.  B.  Gilmer,  A.B.,  M.D., 

Macon,  Ga. 

The  rarity  of  extra-uterine  pregnancy,  the  gravity  of  the  affec- 
tion, its  various  forms  and  anatomical  relations,  the  obscurity  of  its 
aetiology,  and  the  difficulties  met  with  in  its  treatment  will,  I  think, 
make  the  report  of  even  a  small  number  of  cases  interesting  to  the 
Society.  It  would  take  too  long  to  go  into  the  literature  of  the  sub- 
ject. I  will  merely  relate  the  cases  and  present  to  you  for 
discussion  such  suggestions  as  occurred  to  me  during  their  obser- 
vation and  treatment. 

Case  I. — August  nth,  I  was  called  in  to  see  Mrs.  M.  by  Doctor 
Holt,  her  family  physician.  The  patient  was  twenty-eight  years 
old,  the  mother  of  three  children,  and  had  a  miscarriage  six  years 
ago.  Her  youngest  child  was  three  years  old.  Menstruation  was 
regular  up  to  six  and  a  half  months  ago.  Dr.  Holt  had  been  treat- 
ing her  daily  for  about  a  month,  during  which  time  she  had  been 
suffering  from  very  severe  pain  in  the  right  side  of  the  abdomen 
extending  down  along  the  course  of  the  sciatic  nerves,  a  constant 
bloody  discharge  from  the  uterus,  constipation  and  rapid  loss  of 
flesh  and  strength.  These  symptoms  became  so  alarming  that  Dr. 
Holt  had,  in  consultation  with  Dr.  McHatton,  decided  to  terminate 
the  pregnancy.  A  soft  bougie  was  accordingly  introduced  into  the 
uterus  and  remained  forty-eight  hours  without  producing  any  effect 
other  than  increasing  the  uterine  contractions.  Distinct  fcetal 
movements  had  been  felt  by  the  mother  and  clearly  recognized  by 
her  physician. 

1  Read  before  the  Alumni  Association  of  the  Woman's  Hospital,  January 
20.  1S92. 
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Examination  of  the  abdomen  disclosed  a  fluctuating  tumor,  ex- 
tending on  the  right  side  nearly  to  the  free  border  of  the  ribs. 
Below  on  the  left  side  was  a  hard,  firm,  rounded  mass.  The  cervix 
was  high  up  at  the  level  of  the  brim  of  the  pelvis  and  displaced  so  far 
to  the  left  that  very  little  could  be  learned  by  vaginal  examination. 

I  suggested  the  introduction  of  a  Barnes  dilator,  so  as  to  allow 
digital  exploration  of  the  uterus.  In  order  to  place  the  dilator  in 
position  it  was  necessary  to  pass  the  hand  into  the  vagina.  When 
the  cervix  was  sufficiently  dilated  four  fingers  were  introduced 
into  the  uterine  cavity  which  was  found  empty.  On  further 
examination,  with  the  hand  in  the  vagina,  I  found  occupying 
Douglas'  pouch  and  causing  the  displacement  of  the  uterus  a  large 
mass  of  moderately  firm  consistency.  The  patient  being  at  this 
time  much  exhausted,  it  was  thought  better  to  wait  for  a  day  or 
two  before  doing  an  operation  for  her  relief.  The  next  day  she  was 
seen  about  midday  and  was  very  much  improved.  At  our  evening 
visit,  however,  we  found  her  in  a  state  of  collapse,  and  a  few  minutes 
after  our  arrival  she  died. 

At  the  autopsy,  which  was  made  by  Dr.  Holt  and  myself,  a 
considerable  quantity  of  blood-stained  fluid  escaped  when  the  abdo- 
men was  opened.  There  was  no  evidence  of  peritonitis,  and  no 
adhesions  between  the  anterior  surface  of  the  tumor  and  the 
abdominal  wall.  A  large  sac  was  found  extending  upwards  on 
the  right  side  nearly  to  the  free  border  of  the  ribs.  The  sac  was 
thin,  of  a  dark  color,  lacking  the  glistening  appearance  of  the  adja- 
cent peritonaeum  and  traversed  in  every  direction  by  many  large 
veins. 

The  uterus  lay  well  to  the  left  and  was  adherent  to  the  sac 
posteriorly  and  on  each  side.  The  left  Fallopian  tube  and  ovary 
were  in  their  normal  position  in  relation  to  the  uterus.  The  right 
tube  could  be  traced  from  the  uterus  for  about  two  inches,  where  it 
expanded  and  became  continuous  with  the  anterior  surface  of  the 
sac.  The  right  ovary  was  not  identified.  A  female  foetus  weighing 
about  five  pounds  was  removed  from  the  sac.  A  number  of  large 
clots  were  also  found,  the  bleeding  having  come  from  a  large  vein 
which  was  torn  across  by  a  rent  in  the  upper  and  posterior  part  of 
the  sac  wall.  Firm  adhesions  bound  down  the  sac  to  the  caecum, 
the  descending  portion  and  the  sigmoid  flexture  of  the  colon,  the 
upper  part  of  the  rectum  and  the  peritonaeum,  covering  the  promon- 
tory of  the  sacrum  and  neighboring  parts.  The  placenta  was  large 
and  lay  in  the  pouch  of  Douglas,  giving  rise,  by  its  pressure,  to  the 
peculiar  displacement  of  the  uterus  observed  during  life. 


Three  Cases  of  Tnbo- Abdominal  Pregnancy . 
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The  uterus  was  very  much  enlarged,  and  measured  seven-and-a- 
half  inches  in  length,  its  walls  were  thickened  and  its  cavity  lined 
by  a  decidual  membrane. 

Case  II. — August  27th,  I  was  called  in  to  see  Mrs.  Ella  J., 
colored,  by  Dr.  Winchester,  her  physician,  of  this  city.  The 
patient,  aged  twenty-seven,  is  the  mother  of  three  children,  and  has 
had  no  miscarriages.  Her  last  child  was  born  ten  years  ago.  Her 
menstruation  was  regular  until  last  February.  From  that  time  the 
flow  did  not  appear  until  August  17th,  when  she  had  a  profuse 
haemorrhage  lasting  four  days.  At  an  early  period  of  pregnancy 
she  suffered  from  nausea  and  vomiting.  About  three  months  ago 
she  noticed  a  swelling  in  the  abdomen  which  has  increased  rapidly 
in  size.  During  the  past  four  or  five  months  she  has  suffered  from 
severe  pain  in  the  abdomen  radiating  down  in  the  right  thigh,  and 
has  been  confined  to  bed,  and  lost  flesh  and  strength.  The  patient 
stated  that  for  three  or  four  months  she  had  felt  distinct  fcetal  move- 
ments, 

Her  breasts  were  large  and  contained  milk  ;  the  temperature  in 
the  mouth  was  1010  and  pulse  no.  On  examination  of  the  abdo- 
men, a  rounded  elastic  tumor  could  be  felt  as  high  up  as  the 
umbilicus,  lying  more  to  the  right,  but  extending  a  good  way 
beyond  the  median  line.  There  was  great  tenderness  over  the 
tumor  on  both  sides  in  the  iliac  region.  The  placental  bruit  was 
heard  all  over  the  anterior  surface  of  the  tumor,  but  was  most  dis- 
tinct at  its  lower  part  in  the  median  line.  The  fcetal  heart-sounds 
were  not  heard,  and  no  movements  could  be  felt.  On  vaginal  ex- 
amination, the  cervix  was  felt,  pressed  hard  against  the  symphysis 
pubis,  and  the  fundus  was  made  out  a  little  above  the  upper  border 
of  the  junction  of  the  pubic  bones.  The  sound  passed  in  only  two- 
and-a-half  inches.  Filling  Douglas'  cul-de-sac  and  occupying  the 
greater  part  of  the  cavity  of  the  pelvis  was  felt  a  mass,  varying  in 
consistency  at  different  points  of  its  surface. 

The  diagnosis  of  extra-uterine  pregnancy  was  made  and  the 
patient  agreed  to  submit  to  an  operation. 

September  1st,  ether  operation,  done  with  the  assistance  of 
Drs.  Holt,  Winchester,  McHatton,  William  and  Deny  of  this  city. 

The  patient  lived  a  good  way  out  of  town,  in  a  negro  hut  by  the 
roadside.  Notwithstanding  the  primitive  surroundings  all  the  essen- 
tial antiseptic  precautions  were  carefully  carried  out. 

The  abdomen  was  opened  by  an  incision  four  inches  long. 
There  were  no  adhesions  between  the  tumor  and  the  abdominal 
wall.    On  palpation  of  the  sac  all  parts  were  equally  tense,  and  no 
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indication  of  the  placental  site  could  be  made  out.  A  trocar  was  in- 
troduced, but  no  fluid  was  drawn  off.  In  order  to  allow  an  incision 
into  the  sac,  above  the  point  where  it  joined  the  uterus,  sufficiently 
large  to  admit  the  hand,  it  was  necessary  to  extend  the  abdominal 
incision  nearly  to  the  umbilicus.  A  short  cut  made  into  the  sac 
disclosed  the  presence  of  a  placenta  praevia  extra-uterine.  En- 
couraged however,  by  the  moderate  bleeding,  I  enlarged  the  incision 
and  removed  a  dead  female  foetus  ten-and-a-half  inches  long.  On 
further  examination,  I  found  that  the  placenta,  which  was  large  out 
of  proportion  to  the  size  of  child,  was  spread  over  the  whole  an- 
terior surface  of  the  sac.  The  sac  considerably  diminished  in  bulk 
by  the  removal  of  the  fcetus  having  been  lifted  through  the  abdom- 
inal wound,  and  the  peritoneal  cavity  further  protected  by  flat 
sponges,  I  removed  the  placenta  by  tearing  away  large  pieces  at  a 
time.  The  bleeding  was  profuse,  but  was  controlled  by  irrigation 
with  hot  water.  The  sac  was  then  sewed  to  the  peritonaeum  and 
transversalis  fascia.  The  peritoneal  toilet  showed  that  no  blood 
had  entered  the  peritoneal  cavity.  The  wound  was  closed,  and 
two  rubber  drainage-tubes  were  inserted  into  the  sac. 

The  patient  did  well  from  the  first.  On  the  sixth  day,  there  was 
a  rise  of  temperature  to  102. 5  °,  and  some  fcetor  of  the  discharge. 
The  sac  was  accordingly  washed  out  with  a  solution  of  bichloride 
of  mercury,  1-2000.  The  irrigation  was  continued  at  first  every 
day,  and  afterward  at  longer  intervals.  Now  at  the  end  of  three 
months,  the  sac  has  contracted  to  a  sinus,  about  an  inch  deep,  and 
only  large  enough  to  admit  the  little  finger.  The  patient  attends 
to  her  regular  duties,  has  gained,  since  the  operation,  fully  twenty- 
five  pounds  in  weight,  and  is  in  good  health. 

Case  III. — In  reporting  the  following  case,  I  am  obliged  to  ask 
your  indulgence,  because  there  having  been  neither  an  autopsy  or 
an  operation,  it  is  possible  that  the  diagnosis  may  be  erroneous. 
The  case,  however,  illustrates  various  points  of  interest,  and  for 
this  reason  may  not  be  out  of  place. 

August  10th,  Mrs.  Mary  N.,  colored,  age  thirty-seven  years, 
consulted  me  about  an  abdominal  tumor.  Eighteen  years  ago,  the 
patient  had  a  miscarriage  at  four  months.  During  all  this  time,  she 
had  been  living  with  the  same  husband.  Her  menstruation  was 
regular  up  to  the  first  of  August  a  year  ago.  It  did  not  again  ap- 
pear until  February,  when  she  had  a  profuse  flow,  lasting  four  days. 
For  some  time  previous  to  the  haemorrhage  in  February,  she  felt 
what  she  thought  were  foetal  movements.    While  the  tumor  was 
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growing,  she  suffered  pain  in  the  abdomen.    For  several  months 
she  thinks  her  abdomen  has  been  growing  smaller. 

On  examination,  the  abdomen  was  enlarged  by  a  tumor,  ex- 
tending up  to  the  umbilicus  and  distinctly  larger  on  the  left  side 
than  on  the  right.  When  I  introduced  my  finger  into  the  vagina, 
the  first  thing  that  arrested  my  attention  was  the  apparent  absence 
of  the  cervix  uteri.  The  vagina  was  transformed  into  a  short  cul-de- 
sac,  encroached  upon  from  above  and  all  sides  by  a  fluctuating 
tumor,  which  extended  down  almost  to  the  vulva.  I,  at  length, 
however,  discovered  a  small  cervix,  high  up,  and  pushed  far  to 
the  right,  on  a  level  with  the  brim  of  the  pelvis.  At  the  anterior 
part  of  the  vagina,  surrounded  by  fluid,  I  could  make  out  a  hard 
mass  which  felt  like  the  foetal  head.  By  recto-vaginal  examination, 
I  found  that  the"  tumor  extended  down  into  Douglas'  cul-de-sac, 
and  protruded  into  the  rectum  as  a  fluctuating  swelling. 

When  I  explained  to  the  patient  her  condition,  she  decided  to 
wait  until  she  felt  greater  inconvenience  from  the  presence  of  the 
tumor,  before  submitting  to  an  operation.  The  friends  of  the  pa- 
tient in  Case  I.  refused  to  allow  the  specimen  to  be  taken  away, 
and  in  Case  II.  the  sac  was  left  in  the  abdomen,  consequently,  no 
microscopical  examination  was  made,  and  the  classification  of  the 
cases  as  tubo-abdominal  depends  entirely  upon  the  gross  appear- 
ances. The  ovary  had  disappeared  in  both  cases.  That  the 
adhesions  of  the  Fallopran  tube  to  the  sac  was  not  adventitious,  and 
that  the  gravitas  was  not  originally  abdominal  is  apparent  in  Case 
I.  by  the  fact  that  the  tube  was  shortened  by  at  least,  one  fourth  of 
its  length  as  compared  with  its  fellow  on  the  opposite  side,  by  the 
absence  of  any  trace  of  the  fimbriae,  and  the  abrupt  termination  of 
the  tube  in  the  sac,  by  a  dilated  extremity.  In  Case  II.  the  fim- 
briae had  also  disappeared.  The  enlarged  tube  running  obliquely 
upward  and  outwards  across  the  tumor  was  attached  only  by  its 
extremity,  and  no  adhesion  being  present  there  was  formed  a  deep 
pocket  between  the  broad  ligament  and  the  sac. 

In  Case  I.  there  was  no  history  of  sterility,  and  no  anatomical 
cause  for  the  occurrence  of  the  ectopic  gestation  could  be  discovered; 
the  right  tube  was  pervious  up  to  the  sac,  and  the  ovary  and  tube 
on  the  left  side  were  normal.  In  Case  II.  the  patient  had  not  given . 
birth  to  a  child  in  ten  years,  the  tube  attached  to  the  sac  was  en- 
larged and  thickened,  and  the  ovary  on  the  opposite  side  was  cystic. 
In  Case  III.  although  the  patient  had  had  an  abortion  at  the  fourth 
month,  and  lived  with  the  same  husband,  there  was  a  history  of 
sterility  lasting  seventeen  years. 
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The  symptoms  and  physical  signs,  if  we  leave  out  of  considera- 
tion those  that  were  due  to  pregnancy,  depended  in  great  part  upon 
the  adhesions  and  relation  of  the  tumors  with  surrounding  organs. 
The  distinctly  unilateral  position  of  the  sacs,  their  situation  low 
down  in  the  pelvis,  forcibly  displacing  the  pelvic  viscera,  the 
intense  pain  radiating  down  the  thighs  —  all  were  occasioned  by  the 
broad  unyielding  adhesions  formed  between  the  growing  tumor  and 
peritonaeum  in  the  pouch  of  Douglas,  and  that  covering  the  sacrum, 
the  sides  and  brim  of  the  pelvis  and  sacral  nerves. 

In  this  connection,  it  may  be  worth  while  to  speak  of  a  physical 
sign,  probably  more  curious  than  useful,  which  was  made  out  by 
palpation  of  the  abdomen  and  verified  at  the  operation,  viz.,  the 
enlarged  Fallopian  tube  could  be  felt  rolling  under  the  finger  as  it 
extended  upwards  and  outwards  over  the  sac.  Taking  into 
account  the  fact  that  the  child  had  evidently  been  dead  some  time, 
the  persistence  of  the  patient  in  saying,  up  to  the  day  of  the  opera- 
tion, that  she  both  felt  and  saw  the  movements  in  the  tumor  is 
interesting,  especially  when  her  statement  is  corroborated  by  her 
husband,  who  saw  them  too.  The  only  explanation  of  this  phenom- 
enon, that  seems  at  all  probable,  is  that  at  times,  during  relaxation 
of  the  muscles,  a  coil  of  intestine  slipped  down  between  the 
abdominal  wall  and  the  tumor,  which  was  tense  and  fixed  in  its 
position. 

The  mechanism  of  the  gradual  obliteration  of  the  sac,  in  Case 
II.  was  an  interesting  study  to  me.  Sixteen  days  after  the  opera- 
tion, I  removed  the  drainage-tube  and  introduced  my  index  finger 
into  the  sac.  The  general  shape  of  its  interior  was  conical  the 
apex  corresponding  to  the  abdominal  opening,  the  base  to  firm  ad- 
hesions binding  it  to  structures  above  the  promontory  of  the 
sacrum  and  extending  down  into  the  pouch  of  Douglas.  The 
sides  were,  as  a  result  of  intra-abdominal  pressure,  very  tense,  and 
there  was  a  deep  indentation  of  the  abdomen  at  the  point  of  their 
attachment.  The  internal  wall  of  the  sac  had  assumed  a  position 
exactly  in  the  median  line,  except  lower  down  where  it  bore  ab- 
ruptly to  the  left,  joining  that  portion  of  the  sac  covering  the 
posterior  surface  of  the  uterus,  forming  a  narrow  crevice  which 
barely  admitted  the  finger.  A  second  examination  a  week  later 
showed  that  the  lateral  walls  had  become  stretched  and  loosened, 
as  the  result  of  the  intra-abdominal  pressure,  and  that  the  folding  of 
the  internal  wall  over  the  uterus  had  become  complete  and  adhe- 
sion had  occurred.  As  the  case  progressed  I  continued  making 
digital  examinations  from  time  to  time,  and  found  that  the  same 
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process  of  gradual  folding  down,  and  subsequent  adhesion  was 
taking  place  between  the  lateral  walls,  and  the  broad  unyielding 
base  of  the  sac,  until  finally  there  was  union  throughout.  Mean- 
while, the  uterus  was  being  drawn  into  its  natural  position,  by  the 
traction  of  the  posterior  vaginal  wall.  The  posterior  fornix,  which 
had  been  depressed  by  the  tumor,  was  elevated  above  its  normal 
position.  The  little  finger  in  the  sinus  and  the  index  finger  of  the 
othei  hand  in  the  vagina  were  separated  by  only  a  thin  layer  of 
tissue  ;  posteriorly  was  felt  the  thick  hard  mass  formed  by  the  re- 
mains of  the  sac.  As  regards  treatment,  as  far  as  my  experience 
goes,  it  does  not  seem  possible  to  lay  down  any  fixed  rule  as  to  the 
time  of  the  operation,  or  the  case  which  should  be  operated  upon. 
Most  authorities  advise  delay,  when  the  child  is  alive,  until  the 
eighth  month,  and  discourage  operative  interference,  when  the 
child  is  dead.  In  Case  I.  the  operation  would  have  been  justifiable 
in  order  to  relieve  the  mother,  just  as  the  termination  of  the  preg- 
nancy by  abortion  was  indicated.  In  the  same  manner  in  Case  II. 
the  patient  had  been  confined  to  bed  for  four  months,  had  fever, 
was  very  much  emaciated,  and  suffering  constant  pain. 

In  Case  III.  however,  the  symptoms  were  not  urgent,  and  there 
was  no  positive  indication  for  operative  interference. 

The  chief  difficulty  encountered  in  the  operation,  done  in  Case 
II.  was  the  presence  of  the  placenta  over  the  whole  anterior  part  of 
the  sac.  I  removed  the  foetus  through  an  incision  into  the  central 
part  of  the  placenta.  The  tension  of  the  sac,  which  could  not  be 
relieved  because  the  liquor  amnii  had  been  absorbed,  and  the  great 
area  of  the  placental  implantation  left  no  alternative.  The  subse- 
quent removal  of  the  placenta  was  a  bloody  operation,  but  I  felt 
sure,  as  the  result  proved,  '  that  it  was  possible  and  for  various 
reasons  it  was  certainly  desirable.  For  fear  of  being  misunder- 
stood, however,  I  want  to  say  that  I  would  not  advise  such  a 
procedure  in  cases  where  the  child  was  alive.  The  danger  of  fatal 
haemorrhage  would  be  much  greater;  moreover,  the  liquor  amnii 
being  present  the  placenta  would  occupy  a  relatively  smaller  por- 
tion of  the  sac-wall  and  the  tension  could  be  relieved  by  the 
evacuation  of  the  fluid,  the  nutrient  vessels  might  be  ligated,  or  the 
incision  might  be  made  on  one  or  the  other  side  of  the  placental 
site. 

Although  the  removal  of  the  whole  sac,  when  the  fcetal  circula- 
tion has  been  cutoff  by  the  death  of  the  child,  has  been  accomplished 
by  Billroth,  Schroeder  and  others,  and  the  operation  considered  not 
impossible  even  in  the  case  of  a  living  child,  my  experience  tends 
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to  show  that  such  a  procedure  would  be  one  of  great  difficulty.  In 
Case  I.  when  at  the  autopsy  I  tried  to  separate  the  sac  and  the 
placenta  from  their  attachments,  I  tore  into  the  descending  colon 
and  lower  down  the  adhesions  could  be  overcome  only  by  an  arti- 
ficial dissection,  endangering  the  iliac  vessels  and  nerve. 
12  Landesgerichts  Strasse,  Vienna,  Austria. 


THE  DIAGNOSIS  OF  PREGNANCY  BETWEEN  THE  SECOND 
AND  SEVENTH  WEEKS  BY  BIMANUAL  EXAMINATION. 
THIRTY-FIVE  CASES.1 

By  Robert  L.  Dickinson,  M.D., 

Lecturer  on  Obstetrics  and  Assistant  Obstetrician  to  the  Long  Island  College  Hospital. 

The  Bimanual  Signs  of  Early  Pregnancy. 

1.  The  presence  or  absence  of  pregnancy  may  be  determined 
in  favorable  cases  by  bimanual  examination  between  the  second 
and  sixth  week  after  coitus,  or  between  the  third  and  eighth  after 
the  beginning  of  the  last  menstruation. 

2.  Bellying  or  bulging  of  the  surface  of  the  body  of  the  uterus 
is  the  most  constant  and  valuable  sign.  It  is  rarely  absent  (four 
per  cent.).  It  may  usually  be  found  by  the  twenty-eighth  day 
after  coitus,  although  often  present  by  the  sixteenth  or  twenty- 
second  day.  Occurring  most  frequently  on  the  anterior  face  (forty 
per  cent.),  it  may  appear  on  both,  while  in  retroversion  it  is  found 
posteriorly,  and  in  certain  cases  laterally. 

3.  Elasticity  or  resiliency  of  the  body  of  the  uterus  is  more 
readily  detected  than  the  above,  but  less  frequently  present 
(eighty  per  cent.).  It  was  present,  on  an  average,  by  the  thirtieth 
day  after  coitus,  but  occasionally  found  by  the  sixteenth  or  twenty- 
first  day.    Usually  it  appears  later  than  bellying. 

4.  Compressibility  of  the  lower  uterine  segment  (Hegar's  sign) 
is  less  often  found  than  the  two  preceding  (sixty-six  per  cent.)  ; 
when  it  appears  it  may  be  fairly  well  defined  by  the  twenty-fourth 
day  after  intercourse,  but  it  is  often  indistinct  until  the  thirtieth  or 
fiftieth.    It  is,  therefore,  a  later  sign  than  the  preceding. 

5.  A  transverse  fold  on  the  anterior  uterine  wall  is  usually  dis- 
tinct in  the  relaxed  condition.  Although  infrequently  found,  this 
sign  is  of  high  value. 

1  Read  before  the  Obstetrical  Section  of  The  New  York  Academy  of  Medi- 
cine, January  28,  1S92. 
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6.  One  should  not  depend  on  a  single  sign  unless  it  is  strongly 
marked,  nor  will  a  single  examination  always  suffice  to  make  a 
positive  diagnosis  2 

7.    INTERMITTENT  CONTRACTIONS. 

Between  the  second  and  the  sixth  week  after  coitus  the  uterus 
will  be  found  in  one  of  three  conditions  : 

a.  Relaxation. — The  fundus  a  pointed  arch.  The  corpus  soft, 
compressible,  slightly  elastic.  One  or  more  transverse  folds  or 
furrows  on  the  anterior  surface — in  retroversion  on  the  posterior. 
The  whole  organ  elongated,  flattened.  (Figs.  10,  10a,  16,  17,  19,  22.) 

b.  Partial  contraction.  —  (Most  common. )  Corpus  distinctly 
bellied  or  bulging  on  one  wall  or  both  (usually  the  anterior).  Cor- 
pus elastic,  resilient.  Lower  uterine  segment  compressible.  Whole 
organ  shortened.    Figs.  (1,  4,  n,  12,  13.) 

c.  Firm  contraction. — (Infrequent.)  Corpus  globular.  Corpus 
tense,  firm,  even  hard.  Whole  organ  distinctly  shorter  than  in  the 
two  preceding  conditions.  (Figs.  14,  15.) 

I  present  thirty-five  cases,  with  forty-seven  examinations.  I 
venture  to  draw  conclusions  from  so  small  a  number  because  they 
are  picked  cases  selected  from  a  much  larger  experience.  I  have 
excluded  all  those  wherein  careful  notes  and  drawings  were  not 
made  on  the  spot  and  where  the  outcome  was  not  confirmed  by 
knowledge  of  further  progress  of  pregnancy,  or  by  well-ascertained 
miscarriage.  Another  limitation  on  my  study  has  been,  that  in 
stating  that  a  certain  sign  appeared  at  a  given  time  after  a  single 
coitus,  I  have  had  to  throw  out  the  cases  where  the  intelligence  or 
trustworthiness  of  the  witness  were  not  established  to  my  satisfac- 
tion, which  is  a  difficult  and  delicate  matter.  Moreover,  when  I 
say  "single  coitus,"  I  mean  that  no  other  intercourse  has  occurred 
within  two  or  three  wreeks.  In  starting  with  the  purpose  of  gath- 
ering records  I  made  it  a  point  to  get  as  close  to  facts  as  possible, 
and  I  find  that  intelligent  women,  whether  legitimately  or  illegiti- 
mately exposed  to  the  chance  of  pregnancy,  can  usually  give  dates 
of  intercourse.  Some  cases  have  been  further  confirmed  by  reck- 
oning backward  from  the  delivery. 

Incidentally  I  make  a  plea  for  uniformity  in  gynaecological 
drawings,  and  propose  that,  wherever  possible,  in  showing  a  sec- 
tion, the  left  half  shall  be  used,  as  most  text-books  already  do,  and 
that  the  Schultze  scale  of  \  or  my  usual  scale  of  \  be  generally 


2  Softening  of  the  cervix  was  not  studied. 
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adopted.  All  sketches  in  this  paper  are  drawn  from  the  left  section, 
as  though  looking  down  on  Sims'  posture,  one-third  life-size. 

Method  of  examination. — The  patient  empties*  her  bladder  ;  she 
entirely  loosens  all  clothing  about  the  chest  and  abdomen  ;  then 
she  lies  down  on  her  back  with  the  thighs  flexed,  the  upper  part  of 
the  trunk  elevated,  and  the  head  well  bent  forward.  The  bunch  of 
skirts  raises  the  pelvis  slightly,  and  only  the  lumbar  region  rests  on 
the  table.  By  these  means  the  abdominal  muscles  and  skin  are 
effectively  relaxed,  and  our  reach  into  the  pelvic  brim  from  above 
is  distinctly  increased.  We  need  to  have  this  reach  increased,  and 
we  need  to  have  it  increased  by  less  harsh  and  painful  methods 
than  those  Hegar  recommends. 

One  or  two  fingers  are  passed  into  the  vagina.  The  high  posi- 
tion of  the  vulva  above  the  table  permits  free  backward  depression 
of  the  pelvic  floor.  If  possible,  the  uterus  is  gently  and  quickly 
caught  between  the  two  hands  and  examined.  If  not,  the  finger- 
tip is  slipped  under  the  cervix  (the  uterus  lying  in  the  normal  posi- 
tion), and  the  whole  organ  is  lifted  forward  toward  the  hypogastrium, 
whereby  the  intestinal  coils  are  pushed  away  from  before  it,  and  it 
comes  within  better  reach  of  the  outer  hand.  If  the  fundus  lies  toward 
the  right,  as  is  usual,  the  patient  is  asked  to  roll  slightly  so  that  the 
right  side  is  higher,  thus  spilling  the  intestines  out  of  the  right  iliac 
region  and  bringing  the  uterus  between  our  two  hands  with  as  little 
tissue  as  possible  intervening. 

The  inner  finger  steadies  the  uterus.  The  outer  fingers  laid 
nearly  flat  on  the  lower  abdomen,  make  gentle,  circling  massage 
movements  with  gradually  increasing  pressure  as  the  abdominal 
wall  yields.  They  reach  as  far  toward  the  cervix  as  may  be;  then 
as  the  uterus  is  held  between  the  two  hands,  the  anterior  and  pos- 
terior surfaces  are  examined  from  cervix  to  fundus,  and  the  con- 
sistency noted  —  paying  especial  heed  to  firmness  of  tissue  — 
searching  for  a  transverse  fold  and  for  compressibility  of  the  lower 
uterine  segment — next  seeking  a  bulging  on  the  anterior  or  pos- 
terior wall  of  the  body  of  the  organ,  and  finally  catching  the  body 
firmly  between  the  two  hands  to  determine  whether  resiliency  is 
present  or  absent. 

In  some  cases  where  the  upper  hand  cannot  reach  the  posterior 
surface  of  the  uterus,  the  pressure  from  above  holds  the  anterior 
surface  sufficiently  well  down  to  enable  the  finger-tip  inside  to 
travel  along  the  surface  and  find  many  signs. 

Where  the  uterus  is  markedly  retroverted  and  cannot  be  readily 
replaced,  a  Skene  double  tenaculum  or  volsella  is  hooked  into  the 
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cervix  to  draw  it  down  ;  one  index  finger  is  passed  into  the  vagina 
along  the  front  of  the  uterus  and  the  other  into  the  rectum  along 
its  back,  their  palmar  surfaces  facing.  Efficient  palpation  is  ordi- 
narily feasible.  The  method  is  less  painful  than  Hegar's.  He 
passes  the  index  finger  into  the  rectum  above  the  sacro-iliac  liga- 
ments, and  the  thumb  into  the  vagina  to  seize  the  lower  uterine 
segment. 

Bellying  or  bulging  of  the  walls  of  the  body  of  the  uterus.  — 
The  normal  uterus  is  nearly  straight  along  the  anterior  surface,  but 
somewhat  convex  along  the  posterior  surface  of  the  body.  During 
the  intermittent  contractions  that  occur  in  most  uteri  in  the  unim- 
pregnated  condition  (Lindblom,  Acconci),  a  rounding  of  the  anterior 
surface,  an  increased  convexity  of  the  posterior  surface,  and  a 
more  globular  form  of  the  whole  uterine  body  may  be  found,  the 
antero-posterior  diameters  especially  increasing.  (Figs.  24,  29.) 
During  the  early  weeks  of  pregnancy  this  shape  becomes  more  pro- 


Fig.  1.  Fig.  2.  Fig.  3. 

Fig.  1.  Well  defined  anterior  bulging,  cornicelike  in  shape,  at  the  twenty- 
first  day  from  coitus  and  twenty-eight  from  period. 

Fig.  2.    Bellying  posteriorly,  sixteen  days  after  isolated  intercourse. 
Fig.  3.    Bellying,  chiefly  anterior,  in  the  same  uterus  seven  days  later. 


nounced  and  may  be  nearly  always  developed — it  was  present  in 
ninety-six  per  cent,  of  my  examinations.  The  prominence  is  some- 
times on  the  anterior,  sometimes  on  the  posterior,  and  occasionally 
on  the  lateral  aspect  of  the  corpus.  The  bellying  is  vacillating, 
appearing  on  different  aspects  at  different  examinations.  (Figs.  2,  3.) 
It  appears  occasionally  as  a  globular  swelling  of  the  whole  upper 
third  of  the  organ.  (Figs.  11,  13.)  Frequently  it  occurs  as  a  kind 
of  rounded,  but  prominent  transverse  ledge  one-third  of  the  way 
down  the  uterus.  (Fig.  1.)  This  was  developed  at  the  same  spot 
in  a  subsequent  pregnancy  at  the  same  stage  in  one  patient.  Again 
the  more  projecting  and  vaulted  portion  may  be  near  the  fundus, 
either  front  or  rear.  Where  bulging  was  noted,  in  forty  per  cent, 
the  anterior  surface  only  showed  the  change ;  in  twenty-five,  the 
posterior  only;  in  twenty-five  per  cent,  both  faces ;  and  in  ten  per 
cent,  it  was  found  laterally. 
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At  an  examination,  sixteen  days  after  an  isolated  coitus  (the 
period  ten  days  over-due),  the  change  shown  in  the  illustration 
(Fig.  2.)  was  found,  while  at  twenty-one  days 'after  a  single  ex- 
posure (period  three  days  over-due),  it  has  shown  itself  in  the  most 
pronounced  way.  (Fig.  13.)  In  twenty-seven  cases  where  the  date 
of  coitus  could  be  fixed,  it  was  found  on  the  average  twenty-eight 
days  thereafter.  In  all  cases  together  five-and-one-half  weeks  from 
the  beginning  of  the  last  menstruation  was  the  average  time  of 
finding  it,  but  these  two  periods  would  be  shorter,  in  my  opinion, 
if  the  average  examination  had  been  made  earlier. 

Bellying  as  an  early  sign  (five  to  eight  weeks)  seems  to  have 
been  first  insisted  on  by  Grandin.     "The  finger  following  up  the 


Fig.  7.  Fig.  8. 

Fig.  4.  Bellying  on  both  walls  of  pregnant  uterus  of  early  weeks;  the  faint 
outline  showing  the  normal  shape. 

Fig.  5.  Lateral  bulging  in  uterus  drawn  sidewise,  five-and-a-half  weeks 
after  menses. 

Fig.  6.    Uterus  of  a  woman  never  pregnant. 

Fig.  7.  Same  uterus,  twenty-one  days  after  isolated  coitus;  twenty-seven 
days  after  menstruation,  (for  shape  in  subsequent  pregnancy,  Fig.  13.) 

Fig.  8.    Posterior  bulging  in  anteflexed  uterus  five  weeks  from  period. 

uterus  is  conscious  of  the  body  swelling  out  over  the  cervix   The 

body  bellies  out  over  the  cervix  in  all  the  transverse  diameters,  in 
particular  antero-posteriorly,  and  the  organ  resembles  a  fat-bellied 
jug."  He  wrongly  states  that  this  constitutes  part  of  Hegar's  sign, 
and  his  drawing  places  the  swelling  too  low  for  the  early  weeks. 
At  three  months  the  jug-simile  is  a  good  one. 
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Elasticity  or  resiliency  of  the  body  of  the  uterus. —  'The  empty 
uterus  is  us  hard  as  a  raw  potato." 

•  •  The  body  of  the  pregnant  uterus  of  the  early  weeks  is  elastic, 
resilient " 

Unhappily,  these  two  clear,  compact  statements  must  be 
qualified. 

Ftrst. — If  Lindblom  and  Acconci  are  right  and  my  massage 
experience  leads  me  to  agree  with  their  views,  the  empty  uterus 
has  the  same  habit  of  intermittent  contractions  as  the  pregnant 
uterus,  and  the  body  of  it  may  be  found  in  a  soft  condition  or  con- 
tracted and  globular.  The  pregnant  uterus  undergoes  the  same 
changes.  During  its  period  of  relaxation  the  body  may  be  flattened, 
relaxed  and  softened.  During  examination  it  becomes  larger,  more 
globular  and  firmer.  The  relaxed  state  is  seldom  found  because 
examination  starts  the  turgescence. 


Fig.  9.  Fig.  10.  Fig.  10 a. 


Fig.  9.  Beginning  contraction  in  pregnant  uterus  four-and-a-half  weeks 
since  coitus,  six  since  menses,  density  being  shown  by  darkness  of  shading. 

Fig.  10.  Relaxed  pregnant  uterus  without  fold,  twenty -five  days  after 
intercourse. 

Fig.  10a.  Relaxation:  corpus  flat  and  broad  and  soft,  suggesting  super- 
involution,  but  readily  made  to  contract  to  a  shape  like  Fig.  11.  (Six  weeks  after 
period.) 

Second. — The  same  contractions  continue  during  the  early 
weeks  of  pregnancy,  and  one  may  find  the  uterus  at  its  maximum 
tension,  and  therefore  very  firm.  The  examination  must  last  five 
minutes  to  give  the  uterus  time  to  relax,  or  a  subsequent  exami- 
nation may  be  required  to  detect  elasticity  in  the  fundus. 

The  pregnant  uterus  is  rarely  found  in  the  softened  and  relaxed 
condition,  probably  because  examination  starts  a  contraction. 
When  so  found,  a  little  friction  or  massage  develops  the  elastic 
quality.  Elasticity  was  present  in  eighty  per  cent  of  my  cases.  I 
found  it  on  an  average  by  the  thirtieth  day  after  coitus  (nineteen 
cases),  and  in  all  cases  taken  together  averaging  six  weeks  after 
the  beginning  of  the  last  period.  The  earliest  date  was  sixteen 
days  after  coitus  (period  ten  days  over-due).  Between  the  twentieth 
and  twenty-second  days  after  coitus  (period  a  few  days  over-due  1 
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it  is  noted  as  well  marked  in  four  instances.  I  found  once,  at  the 
twenty-second  day  after  coitus,  the  remarkable  and  sharply  defined 
contrast  shown  in  Fig-.  13,  in  which  the  density  is  diagrammatically 
shown  by  darkness  of  shading,  the  black  portion  representing  firm, 
unyielding  tissue,  and  the  circular  shading  elasticity. 

Compes  once  alludes  to  the  corpus  as  soft  and  elastic,  but 
Grandin  first,  as  far  as  I  know,  makes  the  broad  statement  that, 
"  bimanually,  the  body  is  faintly  boggy,  resilient,  compressible" 
in  pregnancy  between  the  fifth  and  eighth  week  after  menstruation. 

Compressibility  of  the  lower  uterine  segment.  (Hegar's  sign). 
— Just  above  the  cervix  the  tissues  of  the  uterus  of  early  pregnancy 
may  be  "  compressed  to  the  thickness  of  a  visiting-card"  in  many 
instances.  The  loss  of  resistance  at  this  point  is  sometimes  very 
striking — is  unmistakable.  Caught  between  the  finger  in  the  vagina 
and  the  hand  on  the  abdominal  wall,  or  by  combined  recto-vaginal 
touch,  the  contrast  between  the  dense  structure  of  the  cervix  and 


Fig.  11.  Fig.  12.  Fig.  13. 


Fig.  11.  Contracting  pregnant  uterus,  twenty-five  days  after  period, 
twenty-two  after  marriage. 

Fig.  12.  Partially  contracted  pregnant  uterus,  four  weeks  after  exposure, 
six  after  menses. 

Fig.  13.  Partially  contracted  pregnant  uterus  twenty-one  days  after  coi- 
tus, thirty-four  after  menses.  (See  Figs.  5  and  7.) 

the  yielding  tissue  above  is  a  sign  of  great  value.  (Figs.  1,9,  11,14,) 
15.)  The  limitation  of  this  sign  consists  in  the  fact  that  it  is  less 
frequently  present  than  bellying  or  elasticity,  in  my  experience,  and 
that  it  usually  appears  later  than  they.  I  found  it  in  sixty-six  per 
cent,  of  all  cases.  It  has  appeared  clearly  twenty  to  twenty-four 
days  after  intercourse,  but  generally  developed  between  the  thirtieth 
and  fiftieth  day  (four-and-a-half  to  six  weeks). 

Hegar  has  probably  not  published  anything,  but  his  method  is 
given  by  his  assistants,  Reinl  and  Compes.  Reinl  describes  the 
unusual  softening,  thinning  and  yielding  condition  of  the  lower 
uterine  segment ;  that  is,  of  the  part  immediately  above  the  utero- 
sacral  ligaments.  The  condition  is  distinctly  present  whether  the 
part  above  be  firm  and  hard  or  soft  and  elastic.    Flaccidity  may 
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be  so  great  as  to  cause  doubt  whether  any  connection  exists  be- 
tween the  neck  and  the  larger  swelling,  since  the  fingers  can 
almost  feel  each  other  (Fig.  14.)  The  septum  often  seems  mem- 
branous, so  thin  is  it.  The  cause  of  the  condition  is  that  the 
lower  uterine  segment,  as  the  thinnest  part  of  the  whole  corpus, 
must,  on  account  of  the  pregnancy,  become  succulent,  of  looser 
texture,  thinned  and  extremely  elastic.  In  twenty-two  cases  he 
missed  it  but  twice,  and  found  it  earliest  at  the  fifth  week. 


Fig.  14.  Firmly  contracted  pregnant  uterus,  seven  weeks  after  period,  six 
since  marriage,  Hegar's  sign  being  well  defined. 

Fig.  15.  Contraction  in  pregnant  uterus,  five  weeks  since  menses,  foursince 
marriage.    This  uterus  was  recently  retroverted,  with  extensive  adhesions. 

Compes  distinctly  found  the  change  described  above,  ''even  as 
early  as  the  seventh  week,"  and  does  not  find  it  at  the  twelfth  to 
fourteenth  day.  The  sign  is  positive ;  where  it  exists  pregnancy  is 
probable  in  the  highest  degree.  Once  it  was  found  in  retroversion, 
once  absent.    The  cause,  he  thinks,  is  that  the  uterine  walls  being 


Fig.  16.  Figs.  17,  18.  Fig.  19. 


Fig.  16.  Broad  transverse  fold  in  relaxed  uterus  twenty-nine  days  after 
only  intercourse.    This  condition  was  well  marked  in  a  subsequent  pregnancy. 

Figs.  17,  1S.  Below,  the  retroverted  imparous  uterus.  Above,  the  same 
five  weeks  after  menses. 

Fig.  19.  Narrow,  but  distinct  transverse  fold  near  the  cervix  in  the  re- 
laxed pregnant  uterus,  five  weeks  after  menses,  four-and-a-half  after  coitus. 

relaxed,  the  contents  can  easily  be  driven  into  the  upper  segment, 
leaving  the  lower  segment  empty  and  compressible. 

Kispert  finds  the  sign  of  value  to  determine  whether  a  uterine 
haemorrhage  is  due  to  abortion  or  not.  If  the  bleeding  had  con- 
tinued less  than  two  weeks  compressibility  was  present,  while  in  a 
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case  that  had  bled  three  weeks  it  was  absent.  "  Would  absence  of 
the  sign  point  towards  placenta  praevia  ?"  he  asks. 

The  transverse  fold. — Across  the  relaxed  uterus  of  early  preg- 
nancy, near  the  junction  of  cervix  and  corpus,  a  well-marked  trans- 
verse ridge  may  be  found,  with  a  furrow  on  one  side  or  both. 
Sometimes  a  lesser  fold  is  also  present  close  to  the  first.  The  posi- 
tion of  the  fold  varies.  Occasionally  it  lies  high  across  the  lower 
uterine  segment,  or  it  may  be  found  just  above  the  supra-vaginal 
cervix,  but  ordinarily  its  position  is  about  at  the  junction.  In  the 
same  patient  it  may  differ  at  different  examinations.3  The  cuts 
show  various  forms  of  it.  It  seems  to  me  due  to  a  folding  of  the 
relaxed  and  flabby  anterior  wall,  or  to  engorgement  of  the  large 
plexus  of  vessels  that  crosses  the  uterus  in  front  at  varying 
levels  (see  Hart's  Atlas  of  Pelvic  Anatomy,  plates  XII.  to  XIV.). 
The  round  band  of  acutely  inflamed  cellular  tissue  that  may  be 
found  across  the  cervix  is  too  firm  and  somewhat  too  low  to  mis- 


Fig.  20.  Fold  near  cervix  at  twenty-nine  days  after  menses.  This  is  the 
relaxed  condition  of  the  uterus  shown  at  Fig.  1,  at  the  same  examination. 

Fig.  21.  Well  defined  transverse  fold  across  body  of  uterus,  three  weeks 
from  coitus,  four  from  menses. 

Fig.  22.  Relaxation  in  pregnant  uterus  at  twenty-five  days  after  inter-' 
course,  with  a  very  broad  transverse  fold,  resembling  the  anterior  bellying. 

lead  us,  and  runs  off  into  the  base  of  each  broad  ligament,  (Figs. 
25,  26),  and  the  displacement,  tenderness  and  further  swelling  need 
never  leave  us  in  doubt. 

Earliest  time  at  which  diagnosis  is  possible. — No  inelastic  state- 
ment can  be  made.  I  believe  that  a  full  three  weeks  after  inter- 
course (twenty-one  and  twenty-three  days)  signs  are  present  in  a 
large  proportion  of  cases,  and  within  a  week  later  will  be  made 
out  by  any  one  skilled  in  pelvic  examination  where  a  satisfactory 
bimanual  is  feasible.  My  earliest  cases  are  sixteen,  nineteen, 
twenty-one,  twenty-two,  twenty-three  and  twenty-four  days  after 

3  After  compiling  this  paper  I  find  that  Compes  mentions  a  transverse  fur- 
row or  sulcus  (Furche)  found  at  the  fifth  month  in  one  case,  as  a  sign  of 
possible  value.    I  have  never  seen  it  after  the  fourth  month. 


Fig.  20. 


Fig.  21. 


Fig.  22. 
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a  single  coitus.  What  the  conditions  are  sooner  than  this  I  do  not 
know,  not  having  examined  any  patients  at  an  earlier  date  of 
pregnancy.  Between  the  fourth  and  sixth  week  the  signs  are  clear 
wherever  a  good  examination  is  possible. 

Differential  diagnosis  :  Mistakes  and  their  causes. — Intermittent 
contractions  of  the  unimpregnated  uterus  (turgor-uteri,  Lindblom) 
may  cause  doubt  in  diagnosis.  Those  who  are  addicted  to  uterine 
massage  are  aware  of  certain  vacillations  in  the  size  and  consist- 
ency of  the  organ.  The  change  takes  place  principally  in  the 
body,  but  also  in  the  upper  part  of  the  cervix.  By  quickly  stalking 
the  game,  a  uterus  may  sometimes  be  detected  in  the  soft,  flattened 
state.  Lindblom  has  been  able  to  feel  his  finger-tips  through  the 
fundus  in    this  condition,  which   was  immediately  followed  by 


Figs.  23.  24.  Above, an  anteflexed  uterus  never  pregnant;  below,  the  same 
in  turgescence  at  the  same  examination. 

Figs  25,  26.  Above,  in  transverse  section,  a  case  of  metritis  with  cellu- 
litis. F.  being  the  belt  of  thickened  cellular  tissue;  below,  the  same  seen  from 
in  front,  showing  that  the  belt  runs  into  the  bases  of  the  broad  ligaments. 

Figs.  27.  28.  Relaxed  uterus  not  pregnant,  and  below,  convalescence  from 
metritis. 

hardening  ;  with  friction  the  organ  grows  firm,  the  posterior  sur- 
face "humps  itself,"  the  whole  body  becomes  globular  and  hard, 
the  corpus  growing  denser  than  the  cervix.  Gradually  these 
changes  subside,  the  entire  process  lasting  from  twenty  seconds  to 
twenty  minutes.  Massage  of  the  cervix  produces  the  change  more 
rapidly  than  that  of  the  body,  while  massage  of  the  ovaries  or 
parametrium  is  ineffectual.     The  uterus  usually  enlarges  before 


Fig.  27. 


Figs.  23,  24. 


Figs.  25.  26. 
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menstruation  and  lessens  in  size  during  the  flow.  My  drawings  of 
the  past  two  years  show  these  changes  in  a  few  cases. 

The  relaxed  imparous  uterus  lacks  the  transverse  fold  and  dis- 
tinct elongation  of  pregnancy  ;  the  contracted  imparous  uterus  has 
no  elasticity,  no  compressibility  of  the  lower  uterine  segment,  and 
no  sharply  defined  bellying.  (Figs.  23,  24,  27,  28). 

Anteflexion  of  the  body  of  the  uterus,  with  an  atrophied  angle 
or  with  hypersemia  from  obstruction  to  the  circulation,  is  likely  to 
simulate  the  " bimanual  signs."  Well  defined  bulging  or  ledge-like 
prominence,  distinct  elasticity  and  the  transverse  fold  are  always 
lacking  in  anteflexion.  (Figs..  29  to  31). 


Fig.  29.  Fig.  30.  Fig.  31. 

Fig.  29.  Old  anteflexion,  uterus  never  gravid. 

Fig.  30.  Anteflexed  non-gravid  uterus  bound  to  sacrum. 

Fig.  31.  Thin-walled  junction  of  body  and  cervix  in  virgin  uterus. 


Subinvolution  gives  us  an  organ  enlarged  in  all  its  diameters, 
with  a  history  to  suggest  it  and  a  lack  of  elasticity  or  compressibility. 
Hyperplasia  of  the  corpus  uteri  produces  a  dense  structure. 
Marked  retroversion  may  present  most  difficulty,  because  the 
body  is  out  of  reach  and  swollen.    It  is  never  elastic. 

I  have  averaged  one  mistake  in  six  diagnoses  made  before  the 
sixth  week  ;  many  of  these  are  early  mistakes.  Some  were  due  to 
Lindblom's  contractions,  before  I  knew  of  them,  one  to  hyperplasia, 
two  to  retroversion,  two  to  anteflexion. 

I  am  well  aware  that  my  dates  cannot  be  called  accurate,  be- 
cause in  some  cases  immediate  insemination  (fecundation  of  the 
ovum)  may  occur — as  in  the  rabbit,  thirteen  hours  after  coitus, — 
while  in  others  the  spermatozoa  may  live  and  lie  in  wait  from 
eight  to  seventeen  days.  In  a  case  where  distinct  changes  in  the 
uterus  occur  sixteen  to  twenty  days  after  a  coitus  that  follows  a 
period,  fecundation  of  the  ovum  in  or  near  the  uterus  must  occur. 
The  same  condition  is  sometimes  found  forty  days  after  a  single 
coitus  as  at  the  twentieth  day.  In  such  case  delay  in  fecundation 
must  occur.  After  fecundation  in  the  usual  locality,  the  outer  part 
of  the  tube,  a  week  elapses  before  the  ovum  reaches  the  cavity  of 
the  uterus,  during  which  time  the  development  is  slight  (Thomson.) 
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There  it  develops  rapidly,  being  closed  into  a  decidua  rerlexa  by  the 
thirteenth  day,  the  development  of  chorion  and  amnion  being  ex- 
ceedingly precocious. 

Theoretically  we  should  be  able  to  make  an  early  diagnosis  of 
pregnancy.  The  various  ova  that  are  estimated  to  be  two  weeks 
older  than  the  first  omitted  period  (see  Minot,  Barnes,  Charpentier, 
Winckel),  or  six  weeks  after  the  first  day  of  the  last  period,  measure 
from  y\  to  |  of  an  inch  in  diameter  (5.5-16  mm.).  Add  decidual 
coverings  and  the  increase  in  thickness  of  the  uterine  wall — and 
that  increase  is  considerable  (Braun's  frozen  sections,  Hart's  second 
atlas) — and  we  should  have  a  palpable  augmentation  in  the  diam- 
eter of  the  uterine  body  at  this  sixth  week. 

My  cases  would  seem  to  bear  against  the  theory  adopted  by 
His  and  Minot  that  pregnancy  begins  from  the  first  omitted  period 
and  to  confirm  Pfliiger's  view  that  the  decidua  discharged  at  any 
period  is  not  related  to  the  ovum  set  free  at  that  period,  but  to  the 
ovum  liberated  at  the  period  immediately  preceding.  On  the  first 
or  second  day  of  an  omitted  period  I  have  repeatedly  found  well- 
defined  signs. 

145  Clinton  St.,  Brooklyn. 
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FORMATION  OF  ARTIFICIAL  ANUS  AT  ITS  NATURAL  LOCA- 
TION FOR  CONGENITAL  RECTO-VAGINAL  FISTULA. 
WITH  ABSENCE  OF  THE  LOWER  THIRD  OF  THE 
RECTUM.1 

By  A.  H.  Buckmaster,  M.D. 

It  is  not  my  intention  to  go  into  the  history  of  the  methods  of 
those  who  have  attempted  to  form -an  anal  opening  in  the  perinaeum. 
I  only  wish  to  report  a  case  of  this  nature  where  I  have  overcome 
the  chief  difficulties  and  to  state  the  steps  which  are  most  important 
to  insure  success.  The  condition  is  a  rare  one,  and  the  literature 
is  not  in  such  a  form  as  to  be  readily  available.  Ignoring  those 
cases  where  the  rectum  communicates  by  a  slit  or  opening  in  its 
walls  with  the  vagina,  only  those  will  be  considered  where  the 
rectum  terminates  in  the  vagina.  These  cases  divide  themselves 
into  two  classes.  In  the  first  class  are  included  those  in  which  the 
patient  has  partial  control  on  account  of  the  mechanical  relation 
which  the  rectum  bears  to  the  vagina.  There  is  a  vicarious 
sphincter,  imperfect  it  may  be,  but  which  has  command  over  the 
bowels  and  gives  the  patient  control  for  a  short  time.  This  may  be 
termed  comfort  when  compared  to  the  misery  of  those  who  feel  at 
any  time  that  they  may  become  an  object  of  disgust  to  themselves 
or  to  their  friends.  This  latter  class  can  properly  choose  any  course 
of  treatment  however  dangerous  which  promises  relief.  The 
patients  who  have  a  slight  control  by  the  valve-like  opening  into 
the  vagina  should  have  passed  the  age  of  puberty  before  any  attempt 
be  made  to  draw  down  the  rectum,  for  it  is  much  more  easily  drawn 
down  after  menstruation  becomes  established.  We  cannot  afford  to 
entail  on  the  little  sufferers  who  have  no  control  the  misery  which 
would  ensue  from  waiting  for  puberty. 

In  order  to  have  all  the  chances  of  success  in  our  favor,  it  is  nec- 
essary that  a  careful  preparatory  course  of  treatment  be  instituted, 
with  the  object  of  thoroughly  evacuating  the  bowels.  In  the  case 
which  I  am  about  to  narrate  the  patient  came  from  some  distance 
in  the  country  and  in  order  to  save  time  I  directed  the  use  of  oil 
at  her  home  several  days  before  the  operation  and,  while  my 
directions  were  carried  out,  owing  to  a  curious  habit  of  the  patient, 
the  result  was  not  what  was  anticipated.  The  little  one  was 
inclined  to  be  constipated  and  although  she  had  no  direct  control 
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over  the  bowels  she  had  educated  herself  to  go  just  as  long-  as 
nature  would  stand  it  without  a  movement.  When  she  had  pains 
in  the  abdomen  from  intestinal  distention  and  became  nauseated 
either  from  absorption  of  excrementitious  products  or  reverse  peri- 
stalsis she  would  take  a  cathartic,  "lie  up  "  several  days,  and  relieve 
the  bowels.  Not  being  aware  of  these  facts  my  directions  were 
not  sufficient,  and  I  was  obliged  to  stop  during  the  operation  to 
remove  about  a  quart  of  feecal  matter. 

The  operation  should  be  done  under  irrigation,  as  it  is  impos- 
sible to  maintain  the  rectum  aseptic.  Figure  i,  shows  the  condition 
of  the  recto-vaginal  fistula.     Figure  2,  shows  the  first  step  in  the 


Fig.  1.  Fig.  2. 

Tip  of  right  forefinger  in  recto- 
vaginal opening;  director  through 
artificial  canal. 


operation.  In  the  raphe  a  point  is  selected  immediately  behind  the 
point  at  which  the  anus  would  normally  appear.  This  point  is  the 
centre  of  a  semi-lunar  incision  across  the  raphe  the  convexity  being 
directed  upward.  The  forefinger  of  the  right  hand  is  forced  into 
the  vagina,  the  fistulous  opening  dilated,  aud  the  tip  of  the  finger 
explores  the  rectum.  A  blunt-pointed  instrument  like  a  stiff  director 
is  pushed  from  the  external  wound  until  it  meets  the  forefinger  in 
the  rectum.  It  should  not  be  forgotten  that  that  point  of  the  bowel 
should  be  pierced  which  will  permit  its  posterior  segment  being  most 
readily  drawn  down,  for  if  this  is  accomplished  the  success  of  the 
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operation  is  assured.  The  opening  made,  the  director  is  gradually 
enlarged  until  the  ringer  can  be  pushed  through  the  channel  which 
it  has  made.  Having  done  this  a  tenaculum  is  inserted  into  the 
margin  of  the  rectum  and  an  attempt  made  to  draw  it  down.  If  it 
does  not  yield  readily,  the  tissue  bounded  by  the  vagina,  rectum  and 
artificial  opening  is  laid  bare.  Figure  3  shows  this  condition.  An 
attempt  is  now  made  under  the  most  favorable  conditions  to  unite 
the  edges  of  the  rectum  and  skin.  (See  Figure  4).  If  we  are  satis- 
fied with  a  union  however  slight,  it  is  easy  to  gain  more  at  a  later 
date  and  it  is  from  the  desire  to  gain  too  much  at  the  first  time  of 
operating  that  so  many  failures  have  obtained.  I  cannot  find  that 
the  importance  of  this  observation  has  been  recognized.  Having 
attached  all  or,  if  there  is  much  tension,  a  portion  of  the  rectum 


Fig.  3.  Fig.  4.  Fig.  5. 

Skin  and  rectum  drawn  Appearance  when  op- 
together  by  two  sutures.      eration  is  completed. 


we  next  provide  for  the  raw  surfaces  shown  at  each  side  by  uniting 
their  edges.  This  is  only  done  provisionally.  At  a  subsequent  time 
these  are  again  made  bare  and  the  operation  resolves  itself  into  the 
simple  one  of  the  cure  of  a  complete  laceration  of  the  perineal 
body.  The  case  to  which  I  wish  to  call  your  attention  is  as 
follows  : 

V.  B.,  twelve  years  of  age,  has  never  menstruated.  A  few  hours 
after  birth  the  faeces  were  noticed  to  pass  by  the  vagina.  No  anal 
opening  existed.  The  attending  physician  called  in  two  distin- 
guished Connecticut  surgeons  who  performed  some  operation,  the 
nature  of  which  is  unknown.  Since  then  she  has  had  no  control 
over  the  bowels  and  is  unable  to  mix  freely  with  other  children. 
The  irritating  nature  of  the  discharge  causes  from  time  to  time  a 
local  inflammation  and  adds  to  her  other  troubles.  Five  years  ago 
the  parents  consulted  me  in  regard  to  operative  relief.    I  told  them 
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the  operation  was  not  without  danger  and  advised  delay.  The  con- 
dition of  the  child  of  late  has  been  so  bad  that  they  determined  to 
run  any  risk  in  order  to  afford  her  relief.  Three  weeks  ago  I 
operated  on  the  lines  referred  to  in  this  paper.  Laying  all  the 
tissues  open  down  to  the  artificial  canal  I  attempted  to  gain  too 
much  and  my  stitches  cut  out.  I  waited  a  week,  again  put  the 
child  under  ether  revivified  the  tissue  and  successfully  united  a 
small  portion  of  the  rectum  to  the  skin.  This  assures  the  ultimate 
success  of  the  operation. 

I  offer  this  paper  as  a  preliminary  report  and  hope  to  show  the 
patient  at  a  later  time  to  the  society. 


REPORT  OF  A  CASE  OF  INTERSTITIAL  FIBRO-MYOMATA 
OF  THE  UTERUS  REMOVED  BY  MORCELLATIOX  BY 
THE  VAGINAL  PASSAGE. 


THE   NEOPLASTIC    MASS    REMOVED   ENTIRE   WITH  THE  VOLSELLUM  FORCEPS. 


Cross  section  in  the  longitudinal  axis  of  the  neoplasm,  showing  solid, 
gelatinoid,  fatty  and  granular,  interstitial  changes,  from  the  centre  towards  the 
periphery. 

In  recent  years,  by  the  aid  of  anaesthetics  and  cleanliness,  im- 
proved haemostasis,  and  the  aids  which  have  been  placed  within 
our  reach,  surgical  intervention  in  the  way  of  radical  measures  has 
become  the  general  rule  in  dealing  with  neoplastic  formations  in  the 
genital  tissues  of  the  female,  regardless  of  the  situation,  or  whether 
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they  are  solid,  semi-solid,  or  liquid.  Hence,  the  recapitulation  of 
the  history  of  a  recent  case  of  fibroid  of  the  uterus  might  seem 
like  a  work  of  supererogation.  Besides,  as  it  may  seem  to  many  that 
we  cannot  improve  on  current  procedures,  any  effort  directed 
towards  suggesting  a  new  method  of  operating  or  improving  the 
technique  of  those  now  in  vogue  may  seem  a  needless  waste  of  time. 

Yet,  though  it  is  but  a  few  short  years  since  I  published  my 
first  case  of  operation  for  fibroid  of  the  womb — the  spring  of  1888 
— since  then  there  has  been  a  most  marvelous  change  in  the 
measures  adopted  for  the  relief  and  cure  of  these  neoplasmata. 
This  change  has  come  to  us  mainly  by  way  of  Paris,  through 
Apostoli  and  M.  Pean  ;  the  one  acting  on  the  most  conservative 
lines,  and  the  other  invariably  adopting  a  line  of  practice  which 
demands  the  immediate  and  complete  removal  of  the  growth  and 
every  thing  in  connection  with  it. 

The  subject  of  the  case  here  related  was  sent  to  me  by  Dr. 
Mark  Xivison,  of  this  city,  six  weeks  ago,  for  advice  and  surgical 
treatment.  She  was  a  colored  woman,  44  years  old,  unmarried. 
There  was  no  history  of  tumors  in  her  family,  and  until  three 
years  before  I  saw  her  her  health  was  excellent.  Now,  without 
any  known  cause,  she  felt  for  some  days  before  menstruation  a 
severe  pain  in  the  hypogastric  region.  With  the  advance  of  time, 
her  pain  not  only  became  greatly  aggravated,  but  she  was  having 
an  almost  constant  haemorrhage  from  the  uterus. 

For  two  years  she  was  cognizant  of  an  unusual  fulness  in  the 
suprapubic  region,  which  always  considerably  augmented  in 
size  immediately  before  menstruation,  and  considerably  diminished 
afterwards. 

She  was  placed  under  constitutional  and  local  treatment  for 
this  growth  for  more  than  two  years,  but  there  was  nothing  which 
would  make  any  impression  on  the  tumor,  or  give  her  even  a 
moment's  relief,  except  morphine  in  large  doses,  which  at  the 
time  she  came  under  my  observation  she  was  taking  at  the  rate  of 
from  four  to  five  grains  in  24  hours  when  she  could  get  it. 
Electricity  had  been  long  and  patiently  employed  ;  dieting, 
pressure,  and  the  internal  administration  of  drugs ;  but  all  to  no 
avail.  The  doctor  having  exhausted  all  ordinary  expedients,  felt 
that  the  case  was  relievable  now  only  by  surgical  means,  and  she 
without  hope  and  in  despair  was  ready  to  submit  to  such  a  line 
of  treatment  as  would  offer  the  best  prospect  of  recovery. 

On  examination  I  found  the  uterus  so  enlarged  that  its  fundus 
was  on  a  line  midway  between  the  pubic  symphysis  and  the  um- 
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bilical  opening,  the  greater  part  of  its  volume  being  in  the  left 
iliac  fossa.  The  surface  of  the  uterus,  as  felt  through  the  abdomi- 
nal walls,  seemed  to  have  a  smooth  outline,  but  it  had  a  strong 
hardness,  and  immovable,  impacted  in  the  tissues  in  which  it  was 
lodged  in  the  pelvis.  I  feared  that  it  was  a  growth  of  a  malignant 
character,  which  was  infiltrating  far  and  wide  into  the  neighboring 
organs  and  tissues. 

This  fulness  was  not  tender  to  the  touch  and  never  had  been. 
Examining  per  vaginam,  I  found  that  she  had  a  sort  of  vaginal 
hysterocele,  i.e.,  the  cervix  came  down  nearly  to  the  vulva.  The 
cervix  was  small,  and  the  os  well  contracted. 

Looking  through  speculum,  on  the  slightest  motion  of  the  body 
of  the  uterus  there  was  seen  an  oozing  of  blood  through  the  cervical 
canal. 

This  was  of  a  bright  red  color,  and  was  wholly  devoid  of 
fcetor.  A  sound  passed  through  the  uterine  neck  penetrated  into 
the  uterine  cavity  about  two  inches,  which,  when  withdrawn,  was 
well  besmeared  with  blood.  From  this  examination,  and  by  a 
process  of  exclusion,  it  seemed  to  me — bearing  her  age,  race,  and 
symptoms  in  mind — that  the  woman  had  a  fibroid  that  probably 
was  sub-mucous  and  interstitial,  which  was  growing  mainly  in  the 
left  wall,  turning  the  uterus  over  on  its  long  axis,  and  making  its 
way  upwards  through  the  layers  of  the  broad  ligament.  The 
question  of  diagnosis  having  been  decided  on,  we  now  turned  to 
treatment.  It  was  thought  that  the  best  course  to  pursue  in  the 
case  would  be  the  employment  of  prompt  and  radical  measures. 
Hence,  it  was  decided  to  remove  the  uterus,  ovaries,  tubes  and  all, 
through  an  abdominal  incision. 

With  this  end  in  view,  she  was  immediately  entered  into  my 
female  surgical  service  in  the  Harlem  Hospital,  and  prepared  for 
operation,  and  I  fixed  the  Wednesday  of  the  following  week  for 
the  operation,  in  the  meantime  warning  her  to  arrange  her  outside 
affairs  before  she  entered,  as  she  was  about  to  undergo  one  of  the 
most  formidable  operations  known  to  surgery. 

As  the  time  was  approaching  to  operate,  I  began  to  seriously 
appreciate  the  difficulties  which  lie  in  one's  way  in  removing  a 
uterus  by  abdominal  hysterectomy,  where  everything  is  bound 
down  and  fixed  together  by  thick,  tough  adhesions.  I  was  all  the 
more  impressed  with  my  responsibility  from  an  experience  which 
I  had  a  year  ago  in  removing  a  large  fibroid  with  the  uterus,  when, 
though  ably  assisted,  they  were  displaced  only  with  the  greatest 
difficulty  ;  and  though  our  patient  made  a  good  and  permanent 
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recovery,  still  for  a  few  days  her  condition  was  one  full  of  danger. 

While  thinking  over  the  various  modes  of  dealing  with  this 
class  of  tumors,  the  case  of  1887  occurred  to  my  mind.  This  case 
was  fully  reported  in  the  Annals  of  Gyncsco/ogy  for  May,  1888.  As 
the  case  was  one  of  extraordinary  interest,  I  trust  that  I  may  be 
excused  for  here  recapitulating  a  few  prominent  features  in  con- 
nection with  it.  The  patient  had  a  massive  uterine  growth,  which 
kept  growing.  She  was  examined  and  treated  in  one  of  the  best- 
known  and  deservedly  celebrated  institutions  for  the  treatment  of 
women's  maladies  in  this  country,  and  having  been  examined  and 
re-examined,  was  dismissed  as  an  inoperative  case.  Two  years 
later,  when  her  health  was  pretty  thoroughly  broken  down,  the  tumor 
larger  than  ever,  she  came  under  my  care,  and  I  removed  every 
trace  of  the  enormous  growth  successfully,  and  there  has  been  no 
return  of  it  since.  She  is  now  alive,  hearty  and  well.  After 
sending  my  woman  home  thoroughly  well,  I  reported  the  case, 
after  which  I  was  fiercely  scored  by  a  critic ;  first,  for  touching  the 
case  at  all,  and  next  for  dealing  with  it  by  so  un-surgical  a  method 
as  that  employed. 

Bearing  in  mind  the  simple  histological  elements  of  which 
myomata  of  the  uterus  are  composed,  with  their  low  form  of 
organization,  I  was  convinced  that  if  I  could  open  a  way  through 
the  periphery  of  the  neoplastic  mass  by  way  of  the  vagina 
through  the  cervix,  and  excite  an  inflammation  in  the  growth  with- 
out seriously  involving  the  uterine  walls ;  by  keeping  a  tract  clear 
with  the  liberal  use  of  irrigation,  the  entire  substance  would 
rapidly  give  way,  and,  as  a  foreign  body,  the  tumor  would  be 
thrown  off  by  uterine  contraction  in  fragmentary  segments.  My 
anticipations  in  this  direction  were  completely  realized  in  my  first 
case  :  and  now,  though  having  been  harshly  criticized  by  one  whose 
views,  I  fear,  were  based  rather  on  speculation  and  theory  than 
extensive  observation  and  practice,  I  decided  to  treat  this  case,  if 
possible,  on  precisely  the  same  lines.  Indeed,  I  found  when  it 
was  too  late  in  my  case  of  abdominal  hysterectomy  that  the 
perilous  operation  through  which  one  patient  went  might  have 
been  wholly  obviated,  and  the  mass  removed  piecemeal,  with  ease 
and  safety,  per  vias  naturales. 

With  this  case  we  commenced  on  the  evening  of  November  12, 
'91,  by  a  free  irrigation  of  the  vagina  with  simple,  sterilized  water, 
and  the  introduction  into  the  cervical  opening  externally  of  a  small 
sponge-tent.  The  following  morning  this  was  displaced,  and 
another  of  the  largest  size  introduced.     The  wedge  of  elastic 
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material  was  removed  on  the  evening  of  the.  same  day,  when  the 
cervical  canal,  throughout  its  whole  length  would  admit  two 
fingers.  The  uterine  neck  being  well  down  in  the  pelvis,  I  was 
enabled  readily  to  reach  the  uterine  cavity,  and  make  a  digital  ex- 
ploration of  its  cervical  floor.  On  one  side — the  left — my  finger 
tips  came  into  contact  with  a  sort  of  semi-solid  gristly  substance, 
which  I  was  able  to  break  down  and  scoop  away  by  a  moderate 
gouging  with  the  nails. 

On  the  right  side  I  could  make  out  a  large  sessile  neoplasm,  its 
surface  spreading  far  up  and  posteriorly,  and  its  capsule  through 
adhesive  inflammation  was  fused  with  the  endometrium,  but  was 
easily  detached  by  insinuating  the  finger  along  its  free  border,  and 
breaking  down  its  friable,  granular  bond.  Irrigating  the  uterine 
cavity  with  clean  water,  a  small  drainage-tube  was  introduced, 
around  which  was  placed  a  wick  of  iodoform-gauze.  For  this  mani- 
pulation ether  was  administered. 

I  saw  her  the  next  morning,  when  there  was  no  elevation  of  the 
temperature  or  perceptible  effect  on  the  pulse.  There  had  been  a 
very  large  vaginal  discharge  of  watery  material,  slightly  tinged 
with  blood.  The  packing  and  tube  were  then  removed.  The 
volume  of  the  mass  now  as  mapped  out  by  examination  over  the 
fundus  externally  had  reduced  more  than  half.  For  the  first  night 
in  twoyears,  she  said,  she  had  entire  relief  from  pain,  and  took  no 
morphine. 

It  was  deemed  advisable  to  wait,  maintain  cleanliness,  and  aid 
nature  in  dissipating  what  remained  of  the  growth.  With  this  end 
in  view  she  was  kept  in  bed,  ergot  being  given  to  hasten  uterine 
effort  in  expulsion. 

It  was  interesting  now  to  note  the  retrogressive  phenomena. 
The  mechanical  penetration  was  first  followed  by  a  free  discharge, 
as  has  been  stated,  but  after  the  tube  and  vaginal  tampon  were 
removed  all  liquid  flow  ceased,  yet  it  could  be  plainly  seen  that  the 
tumor  was  undergoing  slow,  though  steady,  diminution  in  size,  the 
absorbents  and  the  blood-vessels  which  had  formerly  fed  it  were 
now  doing  the  work  of  assimilation  and  resorption.  The  ergot 
with  this  woman  acted  in  the  usual  erratic  manner,  and,  instead 
of  inducing  pressure  from  above,  it  excited  simultaneous 
contraction  of  the  circular  and  spiral  fibres  of  the  neck  as  well  as 
of  the  vast  longitudinal  fasciculi  of  the  body  and  fundus.  Neverthe- 
less, the  tight  grip  in  which  it  held  the  partly  detached  uterine  con- 
tents, by  compressing  the  emulgent  vessels,  and  by  starving  them 
of  their  blood  supply,  exercised  a  most  salutary  action. 
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After  a  week's  rest  we  again  essayed  to  complete  the  work  of 
extirpation,  beginning,  as  formerly,  with  gradual  cervical  dilatation. 
On  the  evening  of  the  second  day  after  this  was  commenced,  with- 
out the  use  of  ether,  succeeded  by  digital  grattage  in  detaching 
and  clearing  away  the  remaining  material,  except  one  large  isolated 
tumor,  with  a  broad,  loosely  adherent  base.  This,  however,  as 
the  others,  I  was  able  to  wholly  separate  from  the  uterine  wall. 
Being  rather  oblong,  and  slightly  conical  in  form,  I  was  enabled  to 
bring  its  long  axis  in  the  direction  of  the  cervical  canal.  Then, 
by  seizing  its  pointed  end  within  the  uterine  cavity  with  a 
volsellum,  it  was  engaged  in  the  internal  os.  By  continued 
oscillating  traction  in  the  direction  of  the  vaginal  outlet,  we  were 
enabled  to  make  a  "forceps  delivery"  of  it.  It  was  followed  by 
but  slight  haemorrhage.  Now  that  there  was  a  large,  free  outlet, 
the  uterine  cavity  could  be  freely  examined.  Not  a  remnant  of 
neoplastic  formation  remained.  The  uterine  surface,  except  in  a 
few  very  limited  areas,  had  a  rough,  granular  covering,  though  it 
was  soft  and  elastic  to  the  touch.  A  douche  of  mercuric  solution 
was  now  directed  into  the  uterus,  not  so  much  for  its  antiseptic 
use  as  for  the  purpose  of  exciting  a  healthy,  peripheral  inflamma- 
tion of  the  mucous  surface,  and  hence  hastening  the  final  and  com- 
plete eradication  of  the  remaining  detritus.  This  completed  the 
operative  treatment  of  the  case. 

Our  patient  rapidly  and  completely  regained  her  strength 
when  once  mental  agony  in  anticipation  of  a  capital  operation  was 
no  longer  borne.  Except  for  a  slight  attack  of  sciatica,  her  con- 
valescence was  uninterrupted,  and  in  two  weeks  after  the  last 
stance,  she  returned  to  her  home  relieved  of  her  tumor  and  the 
opium  addiction. 

This  neoplasm  belonged  to  that  class  defined  by  pathologists  as 
myomata,  fibromata,  or  myo-fibromata.  Although  this  classifica- 
tion may  answer  for  clinical  purposes,  yet  it  is  not  a  clear  defini- 
tion ;  for  those  polypi,  no  matter  whether  they  are  located  in  the 
submucosa,  subserosa,  or  interstitially,  they  are  essentially  of 
a  real  neoplastic  origin,  and  not  as  the  generic  term  applied  to 
them  would  indicate,  a  multiplication,  derangement  or  hypertrophy 
of  the  normal,  histological  elements  of  the  uterus. 

Invariably,  almost  simultaneously  with  the  perceptible  develop- 
ment of  them,  degenerative  changes  begin  in  their  elements,  the 
question  of  their  advance  depending  on  whether  formative  proc- 
esses or  degenerative  changes  will  take  the  lead. 
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It  is  well  to  bear  in  mind  that  these  tumors  usually  have  a  life- 
limit,  and  also  the  cardinal  fact  that  there  is  nothing  that  the 
economy  per  se  elaborates  which  it  cannot  assimilate  :  in  other 
words,  that  through  deranged  physiological  processes,  it  contri- 
butes nothing  which  it  cannot  take  back. 

DISEASE  OF  THE  FEMALE  GENITALS  SIMULATED  BY 
DISEASES  OF  OTHER  PELVIC  ORGANS. 

CLINICAL  LECTURE. 

By  W.  Gill  Wylie,  M.D., 

Professor  of  Gynaecology  in  the  New  York  Polyclinic. 

One  cannot  practice  gynaecology  successfully  without  taking 
note  of  the  surrounding  organs.  Not  infrequently  a  disease  of  some 
of  these  is  mistaken  for  an  affection  of  the  uterus  or  Generative 
organs  when  the  latter  are  in  a  healthy  state.  In  fact,  the  mistake 
is  so  common  among  gynaecologists  and  others  that  I  shall  devote 
an  hour  to  the  consideration  of  diseases  of  the  rectum,  bladder,  etc., 
which  may  give  rise  to  symptoms  pointing  to  diseases  of  the  uterus 
and  its  appendages.  This  may  appear  all  the  more  justifiable  when 
I  say  that  I  practiced  general  surgery  at  the  commencement  of  my 
professional  career  under  Dr.  James  R.  Wood  at  Bellevue,  and  in 
connection  with  general  practice  for  ten  years  afterward.  Thus  I 
was  prepared  to  know  something  about  other  things  than  gynaecology 
when  I  took  up  this  specialty.  Men  commit  the  error  to-day  of  tak- 
ing up  a  specialty  too  early,  before  they  have  had  experience  in 
general  medicine  and  surgery.  There  are  specialists  in  this  city 
who  would  scarcely  be  able  to  distinguish  scarlet  fever  from  measles, 
or  bronchitis  from  pneumonia.  That  is,  they  would  not  be  positive 
of  their  diagnosis.  Perhaps  they  fear  offending  the  general  practi- 
tioner by  going  outside  their  own  special  field.  Such  men  look 
upon  the  practice  of  medicine  from  too  narrow  a  standpoint. 
Gynaecology  is  not  free  from  this  accusation,  especially  as  it  is 
practiced  by  younger  men.  It  is  not  uncommon  for  me  to  meet 
with  a  case  where  the  patient  has  been  treated  for  uterine  disease  a 
period,  perhaps,  of  two  years,  when  in  fact  there  was  no  disease  of 
the  uterus  at  all. 

Probably  the  most  important  organ  which  has  a  direct  relation  to 
the  generative  organs  is  the  rectum.  One  who  should  try  to  prac- 
tice gynaecology  and  not  have  a  knowledge  of  the  diseases  of  the 
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rectum,  and  how  to  treat  them,  would  often  fail  to  cure  his  patients. 
In  the  first  place,  the  blood-vessels  which  supply  the  rectum  and 
those  which  supply  the  uterus  and  ovaries  are  related  in  such  a 
way  that  when  there  is  lesion  of  one  organ  the  other  is  very  apt  to 
become  involved  to  a  greater  or  less  degree.  You  know  how  com- 
mon it  is  for  women  to  suffer  from  constipation,  and  bearing  this 
fact  in  mind  you  will  understand  why  they  also  suffer  so  much 
from  pain  in  the  left  side.  It  is  explained  by  the  anatomical  relation 
between  a  distended  lower  end  of  the  colon  and  the  left  broad 
ligament  and  ovary.  It  is  true  that  a  partial  explanation  exists  in 
the  fact  that  the  venous  circulation  on  that  side  is  not  so  direct  as 
on  the  right,  but  the  chief  reason  is  the  presence  of  the  rectum  and 
colon  on  the  left  side. 

Then,  if  there  has  long  been  distention,  relaxation  and  congestion 
in  the  rectum  and  colon,  the  uterine  vessels  will  also  come  to  share 
in  the  congestion.  On  the  other  hand,  a  chronic  case  of  uterine  dis- 
ease is  almost  always  complicated  by  haemorrhoids  or  anal  fissure,  or 
by  a  contracted  condition  of  the  anus  which  is  liable  to  result  in  a 
fissure  with  the  first  hard  movement.  Straining  at  stool  and  forcing 
down  hard  faecal  matter  through  the  pelvis  is,  in  my  opinion,  by  far 
the  greatest  force  which  can  be  brought  to  bear  in  displacing  the 
uterus.  It  is  by  far  more  potential  than  the  displacing  force  of  walk- 
ing or  falls.  A  complete  laceration  of  the  perinaeum  is  not  sufficient 
to  produce  displacement  of  the  uterus.  Take  a  number  of  women 
who  have  such  a  laceration,  yet  if  the  faecal  matter  can  come  down 
without  resistance,  there  will  be  in  a  great  majority  of  the  cases  no 
displacement.  If  under  such  circumstances  a  displacement  of  the 
uterus  existed,  it  would  have  nothing  to  do  with  the  perineal 
laceration.  But  when  the  levator  ani  is  torn  through,  and  the  lower 
end  of  the  rectum  thus  losing  its  support  is  pushed  forward  by 
the  faecal  matter,  it  tends  to  push  the  vagina  out  of  the  body,  and 
anything  which  pushes  or  pulls  down  on  the  posterior  wall  of  the 
vagina  must  also  pull  on  the  cervix,  displacing  it  downward  and 
forward.  And  of  course  the  cervix  cannot  be  pulled  downward  and 
forward  without  throwing  the  body  of  the  uterus  backward.  That 
•is  the  mechanism  by  which  the  retroversion  takes  place,  so  far  as 
the  perinaeum  is  concerned. 

Retroversion  after  labor  takes  place  before  the  woman  gets  out 
of  bed.  Keeping  her  in  bed  will  not  prevent  it.  It  is  straining  at 
stool  which  causes  it.  Strange  to  say,  until  a  few  years  ago  that 
fact  was  scarcely  at  all  appreciated.  Some  laceration  may  have 
taken  place,  involution  does  not  go  on  as  it  should,  the  rectum  is 
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full  of  hard  faecal  matter  which  pushes  the  vagina  forward  and 
downward,  the  cervix  also  downward  and  forward,  and  the  fundus 
falls  back. 

A  case  which  may  have  a  bearing  on  this  subject  is  that  of  the 
patient  now  on  the  table,  awaiting  examination.  She  is  thirty-six 
years  of  age,  has  been  married  six  years,  has  had  four  children,  the 
last  one,  one  year  ago ;  had  one  miscarriage  five  years  ago.  She 
menstruated  regularly  while  carrying  her  last  child,  and  also  while 
nursing  it.  She  has  complained  for  nine  months,  having  pain  in 
the  right  side  and  back,  exaggerated  menstruation,  has  a  profuse 
colorless  leucorrhcea.  Bowels  regular,  appetite  good,  is  very 
nervous,  gives  a  nephritic  history. 

On  examination  I  find  that  the  upper  portion  of  the  vagina  is  a 
mass  of  scars.  She  has  apparently  been  treated  by  caustics,  and 
the  caustics  running  off  from  the  os,  down  into  the  cul-de-sac,  has 
resulted  in  a  serious  scar.  The  case  is  like  those  which  we  used  to 
find  fifteen  or  twenty  years  ago,  when  the  treatment  consisted 
almost  exclusively  in  the  application  of  caustics  to  supposed  ulcer 
of  the  cervix.  Scars  thus  produced  were  very  common  in  the 
posterior  cul-de-sac,  and  while  the  patient  might  have  been 
temporarily  benefited,  she  nearly  always  had  serious  trouble  in 
later  life. 

To  illustrate  what  I  was  saying  about  the  rectum,  I  will  relate 
the  history  of  a  case  which  I  saw  recently  in  New  Haven.  The 
patient  was  the  daughter  of  a  wealthy  manufacturer.  It  seems 
that  about  two  years  before  I  saw  her  she  had  stopped  menstruat- 
ing, suffered  from  backache,  dragging  pains  in  the  pelvis,  was  seen 
by  a  woman  doctor  in  New  Haven  who  claimed  that  she  was 
suffering  from  uterine  disease,  and  that  she  would  require  treatment 
for  about  two  years,  that  the  first  year  would  not  produce  much 
effect.  It  was  true  that  the  first  year  brought  about  little  change, 
the  patient  lost  confidence,  and  I  was  asked  to  see  her.  I  found  a 
very  nervous,  hysterical  woman,  who  had  been  made  to  believe 
that  she  was  seriously  sick.  She  had  been  on  her  back  almost 
constantly  for  a  year,  and  had  an  idea  that  she  could  not  sit  up 
without  pain,  and  that  it  was  utterly  impossible  for  her  to  walk. 
She  had  not  walked  for  a  long  time.  I  examined  her  very  carefully, 
and  found  nothing  whatever  to  make  me  attribute  her  trouble  to 
the  uterus.  The  os  was  smooth,  the  uterus  about  of  normal  size, 
somewhat  movable,  no  signs  of  inflammatory  trouble  anywhere.  I 
refused  to  make  any  kind  of  diagnosis  until  I  had  the  patient  in  my 
hospital  where  I  could  put  her  under  ether  and  make  more  thorough 
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examination.  I  suspected  some  trouble  which  had  not  yet  been 
detected,  and  which  could  not  be  made  out  by  vaginal  and  bi- 
manual palpation  alone.  I  assured  them  that  there  would  be  no 
risk  in  the  trip  to  the  city,  and  it  so  proved.  I  kept  her  in  my  hos- 
pital two  days,  put  her  under  ether,  examined  the  uterus  carefully, 
found  no  evidence  of  uterine  disease  whatever,  this  organ  being  about 
normal  as  any  the  gynaecologist  often  has  opportunity  to  examine. 
But  the  rectum  was  in  a  bad  state.  I  had  already  got  a  history  which 
led  me  to  suspect  trouble  there.  She  had  not  had  a  natural  move- 
ment in  two  years.  There  had  been  bleeding  or  pain,  or  both,  at 
every  movement.  The  doctor  had  made  no  examination  of  the 
rectum.  The  patient  had  been  seen  by  some  men  doctors,  too,  but 
they  could  not  make  a  diagnosis. 

I  dilated  the  rectum  and  found  three  enormous  haemorrhoids. 
That  explained  the  symptoms.  The  woman  had  lost  blood  by  the 
rectum,  which  naturally  caused  amenorrhcea.  The  uterus  and 
other  genital  organs  were  apparently  perfectly  normal.  I  tied  off 
the  haemorrhoids,  having  stretched  the  rectum,  and  sent  her  home, 
gave  her  salicylate  of  soda,  followed  by  bi-carbonate  of  soda,  and 
in  three  weeks  she  was  completely  relieved.  Regarding  the  anti 
rheumatic  treatment  in  this  case,  I  may  say  I  have  seen  many 
women  treated  locally  for  backache  by  means  of  pessaries,  etc., 
without  taking  into  consideration  general  causes  of  the  local  trou- 
ble. A  woman  who  has  rheumatic  diathesis  and  imperfect  circula- 
tion will  have  backache,  not  because  she  has  retroversion  of  the 
uterus  or  congestion  about  the  pelvis,  but  because  she  has  the 
rheumatic  diathesis  In  such  a  case,  give  salicylic  acid  and  you 
will  get  results  which  you  could  not  without.  I  have  cured  cases  of 
backache  of  ten  years'  standing  by  using  boroglyceride  to  relieve 
congestion  in  the  pelvis  and  administering  salicylate  of  soda. 

Returning  to  the  case  before  us,  the  patient  has  an  old  uterine 
disease,  and  I  have  no  doubt  but  what  she  also  has  some  trouble 
with  the  rectum.  It  is  as  much  your  duty  in  examining  the  pelvic 
organs  of  women  to  inquire  into  the  condition  of  the  rectum  as  it  is 
to  examine  the  uterus  and  vagina.  You  can  see  here  posteriorly 
at  the  anus  an  old  fissured  condition  and  evidence  of  haemorrhoids. 
In  the  presence  of  a  fissure  the  sphincter  ani  muscle  becomes  hyper- 
trophied,  exerts  abnormal  pressure  upon  the  congested  mucous 
membrane,  continually  aggravating  the  diseased  condition,  and  a 
cure  cannot  be  effected  until  the  pressure  is  relieved  by  paralyzing 
the  sphincter  by  stretching.  In  ordinary  cases  where  haemorrhoids 
are  present  but  are  not  large,  no  more  is  necessary  in  effecting  a 
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cure  than  to  dilate  and  paralyze  the  sphincter  to  a  certain  degree. 
It  requires  some  judgment,  however,  to  tell  when  one  has  dilated 
enough.  If  the  sphincter  be  torn  to  any  great  extent  it  may  result 
in  incontinence.  The  condition  about  the  os  uteri  in  this  patient's 
case,  one  of  the  granular  erosions  and  scars  produced  by  caustics, 
shows  that  any  treatment  by  which  the  mucous  membrane  in  the 
os  is  destroyed  or  partially  destroyed  will  surely,  sooner  or  later, 
result  in  serious  reflex  disturbances.  The  mouths  of  the  glands  and 
follicles  are  burnt  off,  the  glands  go  on  secreting  fluid,  an  indurated 
nodule  is  formed,  sometimes  called  a  cicatricial  plug,  and  gives  rise  to 
reflex  troubles.  That  is  why  I  refuse  to  use  electricity  to  the  degree  of 
cauterizing  the  mucous  membrane  of  the  uterus  ;  that  is  why  we  re- 
fuse to  use  nitrate  of  silver,  or  nitric  acid,  or  anything  which  destroys. 

With  regard  to  the  condition  of  the  rectum,  if  on  stretching  the 
sphincter  to  a  moderate  degree,  you  find  the  mucous  membrane 
cracks  and  bleeds,  you  may  be  certain  your  patient  will  be  greatly 
relieved  by  simply  stretching  and  paralyzing  the  muscle  to  a  cer- 
tain extent.  If  there  are  enlarged  haemorrhoids,  you  can  tie  them 
off,  or  slough  them  off  with  carbolic  acid.  The  secret  of  treating 
haemorrhoids  without  causing  much  disturbance  and  yet  securing 
good  results,  is  to  put  the  needle  through  in  such  a  way  that  when  you 
tie,  you  simply  tie  off  mucous  membrane.  That  is,  tie  rather  up  in 
rectal  tissue,  coming  just  to  the  margin  of  mucous  membrane, 
then  with  a  pair  of  scissors  cut  a  nick,  in  that  way  you  will  avoid 
causing  pain.  Then  the  tendency  of  a  rectal  scar  is  to  contract, 
be  drawn  in,  or  invert,  and  therefore,  by  tying  in  the  manner  I 
have  described,  you  will  get  much  better  results  ordinarily  than  if 
you  tie  outside.  You  should  especially  avoid  putting  the  needle  in 
so  deep  that  you  include  muscular  tissue  in  the  knot,  because  the 
action  of  the  muscular  fibres  is  likely  to  cause  trouble  until  the 
ligature  sloughs  away.  The  gynaecologist  should  be  prepared  to 
perform  this  operation  at  all  times  when  doing  other  minor  operations. 

More  often  than  fissures  or  haemorrhoids,  will  you  find  a  peculiar 
hypercesthetic  condition  of  the  mucous  membrane  above  the  sphinc- 
ter. At  the  same  time  there  is  often  associated  with  it  more  or 
less  hemorrhoidal  or  fissured  condition  about  the  anus.  At  the  site  of 
the  hypersesthetic  point  there  maybe  a  semi-ulcerated  or  granular 
condition  which  bleeds  to  the  touch  and  causes  exceedingly  severe 
irritating  pain.  Backache  may  be  said  to  invariably  go  with  these 
sensitive  ulcers  or  abnormal  condition  of  the  rectum.  With  such  a 
condition  the  patient  may  complain  of  uterine  disease,  have  pain, 
a  feeling  of  prolapsus,  and  you  may  be  led  to  introduce  a  pessary. 
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In  many  of  the  cases  with  such  symptoms  the  sensitive  tissue  will 
be  in  the  rectum,  not  in  the  uterus.  The  rectum  may  be  so  sensitive 
that  the  mere  touch  of  the  cervix,  if  the  uterus  is  somewhat  pro- 
lapsed, may  cause  great  pain.  On  examination  per  vaginam,  you 
find  the  patient  is  exceedingly  sensitive.  You  may  then  make 
pressure  with  your  finger  forward  in  the  vagina,  and  elicit  no  pain  ; 
but  on  pushing  it  backward  and  touching  the  rectum,  she  shrieks 
with  pain.  On  further  investigation  you  find  that  nearly  her  whole 
trouble  lies  in  the  rectum.  Now,  that  condition  is  often  more 
difficult  to  cure  than  fissures  and  haemorrhoids.  It  is  most  often 
associated  with  a  very  bad  general  condition,  and  that,  of  course, 
must  be  attended  to.  You  must  do  what  you  can  to  improve  the 
general  health,  keep  the  rectum  clear  by  laxatives  and  enemata, 
and  apply  local  treatment.  The  best  local  treatment  which  I  know 
of  for  that  hyperaesthetic,  sensitive  condition  of  the  rectum  is,  to  tie 
off  the  haemorrhoids  and  cure  the  fissures  if  any  exist,  paralyze  the 
sphincter  to  a  pretty  complete  degree,  then  inject  into  the  rectum 
after  each  movement,  a  solution  of  antipyrine,  ten  grains  to  two  or 
four  ounces  of  water.  It  is  surprising  what  good  results  will  some- 
times follow  this  treatment.  I  have  found  some  cases  incurable  by 
any  other  means  than  by  the  use  of  antipyrine  in  this  manner. 
Sometimes  it  is  necessary  to  touch  the  hyper-sensitive  spots  in  the 
rectum  with  nitrate  of  silver,  or  to  scrape  them  off  with  the  curette. 

You  will  often  find  trouble  not  only  in  the  rectum,  but  also  in 
the  colon.  There  is  one  very  obscure  trouble  of  the  colon,  yet  by 
no  means  a  rare  one.  You  will  sometimes  meet  with  patients  who 
have  been  supposed  to  have  some  pelvic  trouble,  who  perhaps 
have  been  treated  for  years  with  the  idea  that  they  had  a  uterine 
affection.  Besides  having  pain,  they  are  peculiarly  melancholy  and 
in  an  excitable  nervous  state  ;  many  patients  think  they  are  going 
crazy.  I  have  seen  patients  of  this  kind  treated  not  only  by  profes- 
sors of  nervous  diseases,  but  who  were  in  institutions  on  account  of 
their  melancholia.  The  real  difficulty  was  an  affection  of  the  colon, 
consisting  in  some  cases  in  a  kind  of  lacerated  state  of  the  large- 
intestine  brought  about  by  accumulation  of  hard  faecal  matter.  In 
making  a  diagnosis,  remember  that  the  patient  will  complain  of 
distention  with  gas,  pain  located  over  the  ascending  and  transverse 
colon,  more  severe  sometimes  than  others,  but  always  there.  Then 
there  is  a  dragging-down  feeling  in  the  region  of  the  left  ovary. 
There  may  be  some  uterine  trouble  mixed  up  with  the  case,  which 
may  have  been  treated  for  an  indefinite  length  of  time  without  at- 
tention being  paid  to  the  rectum  and  colon.      On  giving  the 
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patient  a  dose  of  oil  or  some  laxative  and  examining  the  passages, 
you  will  find  more  or  less  hard  balls,  perfectly  round,  varying  in 
size  from  that  of  a  horse-chestnut  to  that  of  a  hen's  egg,  and  covered 
with  mucus  and  blood.  When  these  balls  are  passed  you  may 
take  it  for  granted  that  there  is  this  ulcerated  condition  of  the  rectum 
or  colon,  and  that  the  case  will  be  a  difficult  one  to  cure.  The 
great  difficulty  will  be  in  keeping  the  patient  under  treatment  long 
enough  to  get  a  result  which  will  satisfy  her  that  you  know  any- 
thing about  her  trouble.  You  cannot  trust  to  laxatives.  You  will 
have  to  bring  tone  to  the  colon  before  you  can  overcome  the  diffi- 
culty. The  colon  will  refill  in  spite  of  all  that  you  can  do.  You  will 
have  to  keep  the  patient  constantly  under  observation,  and  retain 
the  movements  in  a  normal  state  if  possible,  for  six  months  or  a 
year  before  you  can  rely  upon  your  results.  I  have  seen  a  post- 
mortem in  such  a  case  in  which  ulceration  had  taken  place  entirely 
through  the  colon,  causing  death  before  the  nature  of  the  trouble 
had  been  recognized.  I  have  had  ten  or  fifteen  cases  which  had 
been  treated  for  years  and  years  for  uterine  trouble  when  practically 
the  uterine  disease  was  of  little  or  no  consequence,  the  symptoms 
being  due  to  this  form  of  constipation  and  ulceration  of  the  colon. 

Those  are  the  principal  rectal  troubles  which  you  will  often  find 
in  examining  for  uterine  disease.  Of  course  simple  constipation  is 
hardly  worth  speaking  about,  since  it  is  so  common.  Yet  it  fre- 
quently results  in  one  of  the  three  conditions  which  I  have  already 
mentioned  : — an  abnormal  state  of  the  anus,  of  the  rectum,  or  of  the 
colon.  In  cases.of  chronic  constipation,  one  of  the  three  conditions 
named  is  likely  to  exist. 

The  next  patient  who  has  been  brought  in  is  thirty-four  years  of 
age,  married  for  fifteen  years,  has  had  seven  children,  the  last  one 
thirteen  months  ago;  one  miscarriage  eleven  years  ago.  She  com- 
plains of  pain  in  the  right  ovarian  region,  returning  with  every 
menstrual  period.    The  bowels  are  constipated. 

On  vaginal  examination  we  find  it  to  be  a  plain  case  ;  almost 
any  one  could  make  a  diagnosis.  Yet  it  might  not  prove  to  be  a 
diagnosis  to  satisfy  me.  One  thing  is  so  prominent  here  that  it  is 
just  the  kind  of  case  in  which  a  person  would  be  likely  to  overlook 
a  possible  serious  condition  in  the  rectum.  On  finding  the  cervix 
badly  torn,  and  the  uterus  enlarged,  one  would  be  likely  to  jump  at 
the  conclusion  that  all  the  symptoms  were  due  to  the  uterine  trouble. 
Yet  you  might  sew  up  that  os  and  find  the  patient  in  even  a  worse 
condition  than  before,  simply  because  a  complicating  trouble  had 
been  overlooked. 


5/2 


W.  Gill  Wylie,  M.D. 


Another  class  of  cases  which  sometimes  give  a  history  pointing 
to  disease  of  the  reproductory  organs,  are  those  in  which  there  is 
some  affection  of  the  urethra,  bladder  or  even  of  the  kidneys.  A 
teacher  came  to  me  within  a -few  days,  saying  that  she  had  been 
treated  by  several  doctors  the  past  two  years  for  uterine  disease, 
and  recently  had  been  seen  by  a  very  prominent  gynaecologist  in  the 
city.  They  had  said  that  there  were  bladder  symptoms  accompany- 
ing the  uterine  trouble,  and  a  part  of  the  time  had  treated  the 
bladder,  but  most  of  the  time  the  uterus.  I  examined  her,  found  no 
signs  of  uterine  trouble,  except  that  she  said  she  occasionally  had 
amenorrhcea  which  I  was  satisfied  was  due  to  her  general  condition. 
I  then  examined  the  bladder,  found  it  somewhat  sensitive,  but  not 
sufficiently  sensitive  to  account  for  her  symptoms.  The  pain  was 
most  marked  on  the  left  side,  which  is  apt  to  be  the  case.  I 
examined  her  a  little  higher  in  the  pelvis,  and  the  first  thing  which 
I  felt  was  a  tumor,  nearly  as  large  as  my  two  fists.  It  was  a  diseased 
kidney,  and  from  this  she  had  been  suffering  during  these  two  years. 
She  had  had  septic  fever,  so  I  had  her  go  to  Belle  vue,  made  an  incision, 
came  down  upon  the  enlarged  kidney  which  contained  an  abscess 
and  broken  down  stone.  I  drained  it  and  she  is  improving.  Some 
of  the  material  is  being  examined.  The  indications  are  that  the 
girl  had  had  a  tubercular  kidney,  that  she  had  been  treated  for  two 
years  for  uterine  and  bladder  trouble  when  her  entire  difficulty  lay 
in  the  kidney.  Probably  she  had  been  examined  with  her  clothes 
on,  and  the  doctors  had  failed  to  examine  high  enough. 

I  can  assure  you  that  that  was  not  an  uncommon  case.  Many 
girls  have  been  treated  for  months  and  years  on  account  of  pain  in 
the  right  side  when  the  whole  trouble,  which  had  been  overlooked, 
lay  in  the  kidney  or  in  partial  strangulation  of  the  ureter.  Prolap- 
sus of  the  right  kidney  is  so  common  that  it  is  probable  I  would  be 
able  to  find  it,  on  close  examination,  in  three  to  twelve  cases  of  a 
hundred  women  whom  you  might  point  out  on  Fifth  Avenue.  Women 
lace,  they  begin  early  ;  may  be  unconscious  of  it,  but  they  do, 
and  hold  their  breath  in  fastening  the  corset.  They  usually  swear 
they  do  not,  yet  they  do,  and  the  result  is  that  the  pressure  exerted 
on  the  ribs  displaces  the  right  kidney  downward.  Any  enlarge- 
ment of  the  kidney  beyond  a  certain  point  will  result  in  forward 
dislocation  in  the  abdominal  cavity.  In  women  this  is  an  exceed- 
ingly common  thing.  A  woman  has  borne  children,  has  laced,  has 
a  relaxed  belly,  the  kidney  becomes  displaced,  and  not  infrequently 
when  the  kidney  prolapses  the  ureter  is  held  up,  becomes  strangu- 
lated, urine  accumulates  in  the  pelvis  of  the  kidney  and  causes  a 
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peculiar  aching  or  spasmodic  pain,  which  in  severe  cases  is 
excruciating.  A  stone  may  form  as  a  result  of  this  condition,  or  a 
stone  existing  first  may  be  the  cause  of  the  kidney  becoming 
prolapsed.  The  moment  the  kidney  has  become  prolapsed  to  any 
degree  you  will  find  irritable  bladder.  Sometimes  it  contains  pus, 
sometimes  blood,  or  pus  and  blood.  The  pain  is  so  low  in  the 
pelvis  that  it  may  very  easily  be  mistaken  for  ovarian  or  reflex  pain. 

You  know  how  common  it  is  for  women  to  have  trouble  with 
the  bladder,  especially  when  there  is  gonorrhoea  or  other  affection 
of  the  vagina.  I  saw  a  case  a  few  days  ago  which  illustrated  very 
well  the  peculiar  relation  existing  between  the  bladder  and  the 
rectum.  The  patient  was  a  strong,  vigorous-looking  English  woman, 
who  had  been  married  twelve  years,  had  never  menstruated  since 
the  age  of  eighteen,  and  only  once  or  twice  before.  Married  life  was 
exceedingly  painful.  She  was  gloomy,  melancholy.  On  examina- 
tion I  found  a  small  smooth  vagina,  imperfectly  developed,  as  was 
also  the  vulva.  The  vagina  was  hyperaesthetic,  bordering  on  what 
is  called  vaginismus.  I  dilated  it  and  made  use  of  boroglyceride  to 
relieve  congestion  and  sensitiveness.  The  uterus  was  small,  but 
whether  it  was  only  imperfectly  developed  or  had  atrophied  after 
development  I  cannot  say.  Under  electricity  and  other  means  of 
stimulating  the  uterus  she  improved,  menstruated  regularly  for  a 
day  or  two,  became  more  cheerful,  and  soon  became  a  new  woman 
morally,  simply  because  she  had  a  kind  of  menstruation,  and  inter- 
course was  not  painful.  But  she  developed  irritability  of  the  blad- 
der, came  to  my  private  hospital,  I  dilated  the  urethra  with  a 
smooth  bougie,  but  found  nothing  in  the  bladder  nor  any  evidence 
of  kidney  trouble.  But  she  was  relieved  temporarily.  But  one  day 
she  came  back,  with  the  symptoms  very  much  intensified,  so  that 
to  pass  water  was  excruciating,  causing  her  to  scream  out.  On 
examining  the  ureter  I  found  very  little  trouble.  I  had  noticed 
some  trouble  about  the  rectum  before,  but  special  attention  was 
not  directed  to  it.  She  was  sent  to  Dr.  Emmet,  who  said  after 
examination  that  there  was  trouble  with  the  mucous  membrane  of 
the  bladder  and  of  the  urethra,  and  he  advised  button-holing  the 
urethra  and  sewing  the  mucous  membrane  outside.  But  owing  to  the 
fact  that  the  vagina  was  small  and  she  had  suffered  somewhat  from 
vaginismus,  I  did  not  care  to  do  that  ;  was  afraid  of  getting  up  a 
hyperaesthetic  state  which  would  be  very  troublesome.  Not  being 
satisfied  with  Dr.  Emmet's  diagnosis  and  recommendation,  I 
thought  I  would  examine  the  rectum,  and  to  my  surprise  I  found 
two  ulcers,  very  much  like  phagedenic  sores,  one  about  the  size  of 
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a  pea,  the  other  as  large  as  a  ten-cent  piece.  How  they  came  there 
I  do  not  know,  but  on  seeing  them  I  simply  dilated  the  sphincter  freely, 
cut  them  out,  and  sewed  the  mucous  membrane  together.  They 
healed  readily,  and  every  symptom  connected  with  the  bladder  dis- 
appeared.   Her  vesical  trouble  had  been  simply  of  a  reflex  nature. 

I  have  had  two  cases  this  winter  in  which  the  women,  having 
been  treated  for  uterine  disease  by  some  physician,  were  found  to 
have  nothing  but  a  relaxed  condition  of  the  generative  organs,  wilh 
loose  long  ligaments  and  subinvolution  of  which  I  readily  cured 
them.  But  they  complained  of  a  dragging  sensation  about  the 
pelvis,  of  being  tired  out,  and  of  having  slight  diarrhoea.  I  could 
not  make  out  the  existence  of  acid  indigestion,  or  that  condition 
where  the  food  leaves  the  stomach  too  soon,  not  having  been 
rendered  alkaline  before  it  enters  the  intestine,  and  thus  causing 
diarrhoea.  Not  having  been  able  to  make  this  out,  and  failing  to 
get  good  results  from  treatment  of  what  I  have  termed  acid  diarrhoea 
from  indigestion,  I  was  puzzled  to  know  why  the  pain  was  centered 
on  the  right  side.  There  was  marked  sensitiveness  at  one  place.  The 
vermiform  appendix  could  actually  be  felt  through  the  abdominal 
walls,  it  was  double  the  normal  size,  very  sensitive.  I  had  this 
patient  enter  my  hospital,  where  I  watched  the  movements,  found 
now  and  then  a  little  blood  and  mucous  with  the  passages,  then  a 
true  diarrhoea,  after  which  the  pain  would  entirely  disappear.  I 
became  satisfied  that  the  woman  had  an  ulcerative  typhlitis,  that 
faecal  matter  would  accumulate,  cause  distention  and  pain,  then  a 
diarrhoea  would  take  place,  unload  the  gut,  and  relieve  the  pain. 
The  typhlitis  had  simulated  uterine  disease  so  perfectly  that  I  had 
been  deceived  myself  at  first.  The  other  case  was  almost  identical, 
and  was  about  to  undergo  an  operation,  but  escaped,  although  the 
symptoms  remain. 

Thus  you  see  how  many  troubles,  simple  or  complicating,  may 
be  mistaken  for  uterine  disease,  and  be  treated  as  uterine  disease 
for  a  long  time  without  result,  even  by  very  eminent  men.  The 
subject  is  so  important  that  you  should  make  it  a  rule,  whenever 
examining  a  supposed  gynaecological  case,  to  always  inquire  into 
the  condition  of  the  rectum,  colon,  anus,  bladder,  urethra,  kidneys, 
and  in  fact  any  organ  which  may  give  rise  to  pains  that  may  be 
attributed  to  the  uterus.  A  great  many  of  supposed  incurable  cases 
of  uterine  disease  are  just  of  that  nature.  But  there  are  some  men 
who  make  even  graver  mistakes  by  treating  uterine  diseases  for 
rectal  disease.  Therefore  do  not  jump  at  a  diagnosis  when  you 
first  see  a  patient.  Rather  see  her  several  times  and  be  careful  to 
differentiate  the  several  conditions  which  may  be  present. 
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EDITORIAL. 

GYNECOLOGY  IN  THE  SCHOOLS. 

What  subject  is  more  pertinent,  more  deep-rooted  in  the  future 
interests  of  our  specialty  ?  Gynaecology  to-day  is  more  popular  as 
a  study  than  ever  before  and  students,  undergraduates  and  gradu- 
ates, flock  in  ever-increasing  numbers  to  every  recognized  place  of 
instruction.  It  seems  to  matter  little  who  instructs  if  he  but  in- 
struct under  the  aegis  of  a  well-known  college.  In  the  generation 
preceding  us  when  men  taught,  they  taught  themselves,  their  ex- 
periences, and  the  deductions  to  be  drawn  therefrom.  Then  it  was 
the  teachers  who  gave  the  cachet  to  the  place  of  learning ;  to-day 
this  situation  is,"  in  large  measure,  reversed. 

We  believe  it  to  be  a  practice  commoner  than  ever  before  in 
gynaecology  to  elect  men  to  teach  others  not  because  they  bring 
with  them  special  knowledge  of  their  own  nor  because  they  have 
pondered  deeply  upon  the  published  knowledge  of  others,  but  be- 
cause they  possess  the  trick  of  speech  and  manner  which  holds  the 
attention  of  students  and  of  patients,  are  bold  and  frequent  opera- 
tors, or  they  possess  the  "influence  of  promotion  "  which  oftener 
than  otherwise  exerts  itself  regardless  of  the  personal  worth  of  its 
object. 

While  fully  recognizing  these  abuses  as  universal,  and  as  common 
to  every  age  and  every  condition,  we  maintain  they  are  noticeably 
common  to  this  age  and  to  the  specialty  of  which  we  write.  The  effect 
of  this  is  in  daily  evidence.  Gynaecological  teachers  under  these 
conditions  for  the  most  part  teach  an  unsystematized  and  contradic- 
tory hotch-potch  culled  from  the  writings  of  many  masters  who  dif- 
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fer  fundamentally  in  their  conceptions  of  radical  principles.  Let  us 
suppose,  for  decency's  sake,  that  every  man  who  is  now  considered 
a  master  by  his  fellow-specialists  has  or  had  a  clear- logical  system 
of  cause  and  pathological  effect  which  he  enunciated  as  principles 
upon  which  his  particular  manner  of  treatment  and  operative  pro- 
cedures are  founded.  Prove  these  principles  to  be  false  and  both 
treatment  and  operations  invented  to  meet  the  conditions  thus 
falsely  understood  become  themselves  useless  and  therefore  mis- 
chievous. What  would  be  thought  to-day  of  the  operator  who 
taught  that  the  perinaeum  was  not  a  pedestal  for  the  vagina  to  rest 
upon  and  that  uterus  and  vagina  were  suspended  from  above  and 
who  should  yet  endeavor  to  cure  a  rectocele  by  means  of  the 
Baker-Brown  operation?  Yet  equally  grotesque  incongruities  are 
common  in  the  teaching  and  practice  of  to-day.  How  few  teachers 
fully  understand  the  underlying  principles  of  operations  they  advo- 
cate !  If  they  don't  understand  them,  why  do  they  teach  them  ? 
It  cannot  be  that  because  a  certain  one  has  a  great  reputation  his 
dicta  are  worthy  of  adherence.  Unless  his  statements  prove  their 
reasonableness  to  us  as  facts,  we  cannot  accept  them.  And  until 
we  ourselves  prove  experimentally  that,  first,  they  fulfill  the  condi- 
tions claimed  in  the  matter  of  remedial  relief;  secondly,  that  there 
lies  in  them  a  sound  logical  connection  between  cause  and  effect, 
we  cannot  teach  them  to  others.  Yet  how  often  we  hear  the  Tait 
flap-splitting  operation  for  so-called  laceration  of  the  perinaeum  and 
the  Emmet  operation  upon  the  posterior  wall  for  rectocele  quoted 
in  almost  the  same  breath,  by  the  same  teacher,  as  of  equal  remedial 
value  in  the  same  conditions  !  The  two  operations  are  in  principle 
diametrically  opposed.  Or  who  should  talk  of  "lacerations  of  the 
perinaeum  "  if  he  believe  that  the  injury  from  which  a  patient  with 
prolapse  suffers  be  due  to  separation  of  the  fascial  attachments  of 
the  vaginal  wall,  to  the  exclusion  of  the  perinaeum  altogether? 
Again,  how  can  we  consistently  teach  the  benefits  of,  and  practice, 
the  Emmet  operation  upon,  the  cervix  uteri,  if  we  also  teach  the 
importance  of  doing  Alexander's  operation  upon  the  same  patient 
and  at  the  same  time?  The  great  object  of  the  former  is  to  bring 
about  involution,  then  why  the  latter  operation  ?  or  why,  after 
operating  upon  the  cervix,  anterior  wall  and  posterior  wall  of  the 
vagina  where  these  operations  are  indicated,  is  an  Alexander  super- 
added? Is  not  the  object  of  the  first  three  to  cause  involution,  to 
preserve  anteversion,  and  consequent  restoration  of  the  uterus  and 
vagina  to  their  normal  condition  and  situation  in  the  pelvis  ?  Does 
not  Alexander  in  this  case  bring  coals  to  Newcastle,  or  worse?  And 
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if  these  former  operations  cannot  accomplish  the  results  which  their 
author  or  authors  claim  they  do,  why  are  they  done  at  all  ?  More- 
over, Dr.  Emmet,  for  example,  has  invented  three  operations  for 
the  cure  of  this  condition,  viz. :  prolapsus  uteri,  and  their  raison  d'etre 
depends  upon  the  principle  that  each  uterus  has  its  own  proper 
plane  in  the  pelvis,  at  which  point  its  functional  and  general  physio- 
logical life  is  normal.  Does  Alexander  s  operation  fulfill  this  indica- 
tion? Does  it  raise  the  uterus  to  its  individual  proper  plane  or 
does  it  drag  all  uteri  to  the  same  level  and  that  an  arbitrary  one  ? 
Yet  are  not  Emmet's  operations  and  Alexander  s  performed  upon  the 
same  patient  at  the  same  time  and  do  not  many  men  teach 
them  as  interchangeable  in  the  same  conditions  of  disease  ?  Why 
does  one,  who  teaches  the  theory  that  dysmenorrhcea  is  due  to 
interference  (viz.  :*  excessive  venous  congestion)  with  the  pelvic  cir- 
culation, expect  to  relieve  this  condition  by  dilatation  of  the  cervix 
and  the  introduction  of  a  stem-pessary  ?  And  how  is  the  same  pro- 
cedure indicated  if  it  is  believed  with  Tait  that  dysmenorrhcea  is 
due  to  disease  of  the  tubes  ?  Is  not  practice  and  principle  quite 
contradictory  in  both  these  cases  ?  Yet  are  not  these  very  incon- 
gruities and  many  more  daily  taught  in  our  schools  with  never 
a  care  for  the  self-contradiction  ? 

On  the  same  lines,  though  I  can  merely  touch  upon  it,  is  the  com- 
mon practice  of  many  an  operator  to  announce  to  a  class  of  students 
that  he  will  do  Dr.  So-and-So's  operation,  and  then  to  go  through  a 
surgical  performance  that  must  make  the  Angel  of  Truth  cover  his 
face  with  his  wings. 

This  arraignment  is  a  severe  one,  we  know,  and  yet  we  believe 
we  have  understated  its  prevalence.  We  also  gladly  admit  that 
there  are  many  consistent  and  logical  teachers — exceptions  which 
but  emphasize  the  rule. 

The  cause  of  this  condition  of  things  in  the  teachers  is  manifold. 
First  is  the  fact  that  comparatively  few  are  really  specialists  but 
rather  general  practitioners,  out  of  which  grows  want  of  time  to 
systematize  and  to  deeply  study  the  stray  and  disjointed  and  oft- 
times  contradictory  data  in  their  possession,  while  overlying  all  is 
the  struggle  of  competition  which  when  combined  with  the  above  con- 
ditions in  a  teacher  makes  the  seizing  upon  a  novelty,  because  it  is 
novel,  as  important  as  is  the  weekly  new  "gag"  to  the  singer  of  a 
topical  song  in  our  comic  operas.  With  such  teaching  what  can 
be  the  knowledge  of  the  taught  but  a  miniature  Tower  of  Babel  ? 

And  what  is  the  already  evident  consequence  even  among 
matured  students  in  our  schools?    They  flock  to  an  abdominal 
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operation — the  rarer  the  disease  and  the  more  difficult  the  perform- 
ance the  better  are  they  repaid — while  the  study  of  those  pathologi- 
cal conditions  and  their  remedial  operations  which  will  confront 
them  daily  in  their  own  practice  excite  but  a  languid  interest  in 
comparison. 

In  laparotomy  the  field  is  clear  and  the  indications  evident  when 
the  work  has  begun,  while  the  dexterous  operator  in  action  rouses 
our  interest  and  appeals  to  the  dullest  as  does  a  fine  gymnast  or 
a  sprinter.  Muscle,  nerve,  dexterity,  and  judgment  are  the  elements 
required.  But  the  judgment  is  never  obscure,  hence  such  operations 
are  understood  and  appreciated  by  all.  But  when  the  student  is 
brought  face  to  face  with  the  conditions  of  disease  of  daily  practice, 
his  confused  knowledge  due  to  the  teaching  we  have  described 
must  needs  make  his  interest  a  languid  and  almost  contemptuous 
one.  If  he  be  of  ordinary  intelligence  and  honesty,  his  practice  of 
gynaecology  must  become  eclectic,  but  if  he  be  better  than  his  fel- 
lows in  thought  and  honest  intent,  he  must  feel  that  the  only  reli- 
able principle  in  the  speciality  is  that  of  destruction.  If  the  uterus 
and  its  appendages  can  be  safely  and  successfully  removed  what 
need  to  care  whether  the  patient  suffered  from  endometritis  or  pel- 
vic peritonitis,  cellulitis  or  even  from  tubal  disease,  from  laceration 
or  from  ulceration  ?  "  What's  in  a  name  ?  "  She  cannot  suffer  from 
any  of  them  again.  This  case,  apparently  extravagant,  is  but  the 
natural  outcome  of  thoughtless  jumbling  of  the  teaching  of  our 
masters,  while  the  masters  themselves  are  gradually  brought  into 
contempt  by  the  ignorant  expositions  of  their  protean  disciples. 

Many  general  surgeons  without  pretence  to  special  knowledge 
maintain  to-day  their  ability  to  perform  all  plastic  gynaecological 
operations  and  do  perform  them  daily  nor  are  they,  as  a  class, 
wanting  in  expressed  contempt  for  our  science  as  a  specialty.  In 
no  other  branch  of  surgery  is  the  specialist  thus  derided.  And  to 
what  can  this  be  due  save  to  the  false  and  mischievous  style  of 
teaching  so  prevalent  among  us,  to  its  underlying  causes,  and  to  the 
thus  evident  want  of  respect  gynaecologists  themselves  show  for  the 
special  knowledge  which  they  claim  to  possess. 

Let  every  would-be  teacher  master  those  fundamental  principles 
of  pelvic  disease  which  appear  to  him  logically  correct  in  their  de- 
pendence upon  known  facts  and  reasonableness  of  theory.  Let  him 
then  adopt  these  as  his  own  and  teach  them  only,  rejecting  every 
mode  of  treatment  or  operative  procedure,  by  whomsoever 
offered,  which  is  founded  upon  principles  contradictory  to  those 
which  he  believes  to  be  true,  while  adopting  all  that  which  he  finds 


Editorial. 


579 


consonant  with  these  principles.  If  he  finds  reason  to  doubt  the 
truth  of  the  principles  he  has  maintained  and  gives  them  up  for 
others,  let  him  also  give  up  all  practice  of  those  principles,  but  let 
him  attempt  to  teach  nothing  which  he  himself  does  not  both  clearly 
understand  and  believe.  By  this  method,  students  might  be  taught 
to  make  clear  diagnoses  of  the  condition  of  every  pelvic  organ  in 
health  as  in  disease  and  to  have  a  comprehensive  knowledge  of  the 
pathological  conditions  found,  of  their  origin,  and  of  the  principles, 
in  view  of  this  origin,  necessarily  involved  in  any  attempt  at  rem- 
edy. In  other  words,  they  would  then  know  that  any  plastic  oper- 
ation proposed  to  meet  certain  indications  must  possess  certain  me- 
chanical principles,  even  before  they  knew  its  technique  or  had  ever 
seen  such  an  operation  done. 

All  this  should  students  know  before  they  are  encouraged  to 
flock  to  operations  which  they  cannot  understand.  Then  would 
fewer  men  care  to  operate  "before  the  class"  and  "  manglers " 
could  not  mangle  long  with  impunity.  In  this  age  of  gynaecology 
conscious  eclecticism  is  a  crime. 
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Sketches  of  Eminent  Living  Gynaecologists  and  Obstetricians  of 

America. 


WILLIAM  HEXRY  BAKER,  M.D.,  LL.D., 

Professor  of  Gynaecology,  Harvard  ;  Surgeon  to  the  Free  Hospital  for  Women,  Boston  ;  Fellow 
of  the  American  and  British  Gynaecological  Societies;  Member  Alumni  Association 
Woman's  Hospital,  New  York,  and  of  the  Boston  City  Hospital;  Member 
Boston  Obstetrical  Society,  and  Mass.  Medical  Society;  Ex- 
Vice -President  American  Gynaecological  Society; 
Hon.  President  International  Congress, 
Belgium;  etc.,  etc. 

Dr.  Baker  was  born  in  Medford,  Mass.,  March  n  1845,  and  is 
descended  from  a  Richard  Baker  who  came  from  England  and  set- 
tled in  Dorchester,  Mass.,  in  1630. 

Dr.  Bakers  father  was  a  Congregational  clergyman,  the  Rev. 
Abijah  R.  Baker,  and  his  maternal  "grandfather  was  also  a  clergy- 
man, the  Rev.  Leonard  Woods,  D. D. ,  LL.D.,  an  eminent  man  of 
his  day. 

Our  subject's  boyhood  was  spent  in  Wellesley  where  he  attended 
the  public  schools,  and  later  he  was  educated  at  the  Atkinson 
Academy,  N.  H.  Leaving  school  at  eighteen,  he  was  engaged  for 
six  years  in  business  in  New  York,  but  though  successful  therein 
and  with  good  promise  for  the  future,  he  nevertheless  had  the  wis- 
dom to  knowr  his  vocation  and  to  embrace  it.  Hence  we  find  him 
at  the  age  of  twenty-four  matriculating  in  the  Medical  Department 
of  Harvard  University  and  receiving  three  years  later,  in  1872,  his 
degree  from  that  institution.  After  an  interneship  of  one  year  in 
the  Boston  City  Hospital,  he  came  again  to  New  York  and  served 
the  full  interne-course  in  the  Woman's  Hospital. 

Considering  his  race  and  birthplace  it  is  not  surprising  that  he 
should  elect  as  the  field  of  his  life's  work  the  city  of  Boston — that 
pride  and  glory  and  paradoxical  outcome  of  New  England  civiliza- 
tion— and  here  we  find  him  at  the  outset  of  his  career,  in  1874, 
physician  to  the  Woman's  Room  in  the  Boston  Dispensary. 

He  first  began  to  disseminate — to  use  his  own  words — the 
knowledge  he  had  just  acquired  from  his  masters  in  the  profession 
at  the  Woman's  Hospital  in  New  York. 

About  a  year  later  he  was  appointed  Clinical  Teacher  of 
Diseases  of  Women  at  the  Harvard  Medical  School,  and  for  the 
past  seventeen  years  he  has  continuously  taught  there  this  subject. 
He  now  holds  the  Chair  of  Gynaecology.  In  1875  he  organized  the 
Free  Hospital  for  Women  in  Boston,  which  was  greatly  in  need  of 
a  special  hospital  of  this  kind.    He  stills  holds  in  this  very  success- 
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ful  institution  the  dual  post  of  Surgeon  and  Member  of  the  Board 
of  Trustees — a  most  fortunate  combination  which  would  in  all  hos- 
pitals tend  to  their  own  best  interests  in  better  discipline,  better 
care  of  patients  and  better  medical  results. 

Among  Dr.  Baker's  best-known  contributions  to  special  literature 
may  be  mentioned  :  "  Mechanical  Appliances  in  Uterine  Surgery" 
11  Lacerations  of  the  Cervix  Uteri  as  a  Cause  of  Uterine  Disease;" 
" Malpositions  of  the  Uterus;"  "  Vaginal  Ovariotomy  ;"  "Drainage 
in  the  Removal  of  Sub-mucous  Fibroids  ;"  "  The  Treatment  of  Cancer 
of  the  Uterus;"  " Hypercemia  of  the  Vesica-Urethral  Membrane;" 
"  Cancer  of  the  Uterus  :  Its  Treatment  by  High  Amputation  Compared 
with  Total  Extirpation;"  11  Diseases  of  the  Urethra  and  Bladder ;" 
"  Ca?icer  of  the  Cervix  Uteri:  Results  of  Its  Treatment  by  High 
Amputation. " 

His  first  published  medical  paper  was  written  in  1872,  the  year 
of  his  graduation  in  medicine,  and  entitled  :  "Amenorrhea  and  Its 
Treatment  by  Electricity ."  His  second  paper  was  written  a  year 
later  and  entitled:  "  Cases  of  Amenorrhcea  Resulting  from  Undevel- 
oped Uteri." 

It  is  rarely  that  a  man  so  young  in  his  professional  life  and  in  so 
populous  and  old  a  locality  attains  to  such  eminence.  This  indeed 
was  considered  however  almost  an  assured  futurity  even  during  his 

'interneship  at  the  Woman's  Hospital.  He  very  soon  attracted  the 
attention  of  the  attending  surgeons  by  his  intelligent  interest  and 
untiring  zeal  in  his  hospital  duties.  We  have  had  frequent  occasion 
to  point  out  in  other  sketches  in  this  series  that  opportunity  which 
opens  the  door  in  every  case  to  achieved  greatness  and  in  the 
opinion  of  Dr.  Baker  himself  this  opportunity  came  to  him  with 
his  service  at  the  Woman's  Hospital. 

His  success  is  the  more  marked  because  it  has  not  consisted  in 
excessive  and  untiring  operating  with  marvelous  results  ("records" 
are  so  common  now,  thanks  to  "  asepsis  made  easy,"  that  they 
have  ceased  to  excite  wonder)  but  it  has  had  a  more  solid  and 
individual  foundation.  Judged  by  foreign  standards  which  just 
now  are  so  much  in  vogue  among  us  he  would  appear  rather 
conservative.  He  is  an  excellent  plastic  surgeon,  while  doing  much 
abdominal  work,  and  he  has  compelled  the  city  of  his  adoption  to 
recognize  his  ability  step  by  step  and  not  without  opposition,  as 
what  successful  man  has  not,  until  now  his  name  is  known  and 
his  writings  are  quoted  all  over  the  medical  world. 

His  most  striking  Characteristic  is  perhaps  an  unfailing  courtesy 

1  and  kindliness  of  manner.    To  those  who  know  him  better  his 
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character  appears  a  remarkably  well-balanced  one,  in  which  energy 
and  order  place  their  stamp  upon  every  act.  His  executive  ability 
must  therefore  be  excellent  and  this  is  well  shown  in  the  Boston  Free 
Hospital  for  Women  which  owes  its  inception,  its  organization,  and 
its  preeminent  success  to  him.  It  required  no  small  amount  of 
courage,  energy  and  clear-headedness  to  undertake  such  a  scheme 
after  one  year  of  practice.  If  Boston  claims  him  hers  in  the  list  of 
eminent  specialists,  it  is  a  satisfaction  that  ours  at  least  is  his 
Alma  Mater. 


BOOKS  AND  PAMPHLETS  RECEIVED. 

Diseases  of  the   Fallopian   Tubes    and  Their    Treatment,   by  Thomas  Moore  Madden  M.D. 

F.R.CS.,  Ed.  John  Falconer  Dublin  1892. 
A  Manual  of  Practical  Obstetrics  by  Edward  P.  Davis.     P.  Blakiston,  Son  &  Co.,  Phila.,  1891. 
The  Science  and  Art  of  Midwifery  by  William  Thompson  Lusk  A.M.,  M.D.  new  edition  revised 

and  enlarged  with  numerous  illustrations.    D.  Appleton  &  Company,  1892. 
Die  Palpation  der  Bauch  und  Beckenorgane  von  Prof.    Dr.  F.  Skutsch,  Jena,  Leipzig.  Bretkoff 

und  Haertd  1892. 

The  Bacteria  in  Wounds   and  Skin-stitches,  by  Hunter  Robb,  M.D.,  and  Albert  A.  Ghristky, 
M.D.  Rep. 

The  Use  of  Morphine  and  Other  Strong  Sedatives  in  Gynaecological  Practice.  Rep. 
A  Clinical  Study  of  Primary  Carcinomatous  Neoplasms  between  the  Folds  of  the  Broad  Liga- 
ments, with  a  Report  of  Cases  by  J.  E.  Janvrin.  Rep. 
Albuminuria  in  Pregnancy  by  W.  H.  Wenning  M.D.  Rep. 

Manual  Rectification  of  Certain  Malpositions  of  the   Head  in  Labor  by  W.  H.  Wenning,  M.D. 
Rep. 

Femoral  and  Ventral  Hernia  in  Women  :    The  Kangaroo  Suture  by  Henry  O.  Marcy,  A.M., 
LL.D.,  Rep. 


CORRESPONDENCE. 

To  the  Editors  of  the  New  York  Journal  of  Gynecology  and  Obstetrics. 

Dear  Sirs  ;  I  wish  to  serve  as  interne  in  a  hospital  devoted  to 
gynaecology  or  in  which  there  is  a  distinct  gynaecological  depart- 
ment and  write  to  you  for  particulars.  I  graduated  some  years 
ago  and  had  a  short  term  of  service  in  a  general  hospital.  My 
practice  since  then  has  been  in  the  country  and  while  I  have 
done  fairly  well  I  am  tired  of  doing  so  much  hard  work  for  such 
small  compensation.  ...  If  you  can  give  me  this  informa- 
tion without  too  much  trouble  it  will  greatly  oblige. 

Yours  very  truly, 


[The  question  asked  is  of  general  interest,  and  in  the  next 
number,  we  will  give  an  account  of  those  hospitals  in  the  city  which 
have  special  departments  and  the  conditions  of  service.  ] 
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REVIEWS. 

These  articles  are  written  by  men  noted  for  their  ability,  prominent  stand- 
ing in  the  profession,  and  peculiar  excellence  in  this  work,  but  the  Journal 
does  not  hold  itself  responsible  for  any  views  expressed  unless  such  articles 
appear  unsigned.  Furthermore,  should  principles  be  advocated  or  opinions 
expressed  in  any  Review  which  are  radically  opposed  to  those  maintained  by 
this  Journal,  it  reserves  the  right  to  note  this  editorially  at  the  end  of  such 
article. 

Transactions  of  the  American  Gynecological  Society  Vol.  16  for 
the  Year  1891.    Philadelphia  Wm.  J.  Doran,  printer  1891. 

This  volume  is  a  collection  of  many  valuable  monographs.  It 
is  impossible  to  consider  the  papers  individually.  The  work  is  up 
to  the  society's  high  standard.  The  material  topography  and  bind- 
ing are  all  that  could  be  desired.  The  volume  forms  a  desirable 
addition  to  the  library. 

Practical  Midwifery.  A  Hand-book  of  Treatment  By  Edward 
Reynolds  M.D.,  Fellow  of  the  American  Gynaecological  So- 
ciety, of  the  Obstetrical  Society  of  Boston,  etc.  Assistant  in 
Obstetrics  in  Harvard  University  ;  Physician  to  Out-Patients  of 
the  Boston  Lying-in  Hospital  etc.  etc.  (With  121  illustrations.) 
Xew  York  Wm.  Wood  &  Co.  1892. 

To  write  a  popular  text-book,  by  which  we  mean  one  that  is 
concise  clear  and  accurate,  is  not  as  easy  a  task  as  it  may  appear 
on  the  surface..  The  book  under  review  must  be  classed  under  the 
head  of  text-books  as  the  author  evidently  had  the  medical  student 
before  his  mental  vision  in  preparing  it,  and  this  is  as  much  as  ac- 
knowledged in  the  preface.  Two  of  the  objects,  conciseness  and 
accuracy,  may  be  said  to  have  been  very  well  achieved,  but  we 
think  had  the  author  employed  simpler  and  more  direct  language 
the  impression  on  the  mind  of  the  medical  student  would  have  been 
more  lasting  and  forcible.  As  the  book  aims  to  be  practical  and 
aspires  to  be  a  book  of  reference  for  the  general  practitioner  we  will 
endeavor  to  review  it  from  a  thoroughly  practical  standpoint.  From 
that  standard  the  advice  of  making  frequent  examinations  in  the 
first  stage  of  labor  to  ascertain  the  exact  position  of  the  head,  and 
in  the  second  stage  to  ascertain  the  advance  it  makes,  we  think 
savors  not  a  little  of  meddlesome  midwifery.  So  also  do  the  in- 
structions for  delivering  the  body  in  normal  labor  and  for  giving, 
as  a  matter  of  routine,  a  vaginal  douche  after  the  completion  of  the 
third  stage.    Intra-uterine  injections  of  bichloride  (1  in  4000)  are 
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not  as  safe,  according  to  our  experience  and  that  of  others,  as  the 
author  would  leave  us  to  infer.  We  consider  the  author  over-timid 
in  the  use  of  chloroform  for  the  production  of  quasf-narcosis  during 
labor  and  cannot  agree  with  him  that  ether  is  so  much  safer  for  that 
purpose.  We  must  confess  to  a  feeling  of  surprise  that  in  the  treat- 
ment of  post-partum  haemorrhage  no  mention  is  made  of  the  very 
valuable  method  of  tamponing  the  uterus  with  iodoform-gauze. 
The  subject  of  septicaemia  considering  its  importance  seems  to  us 
to  have  been  treated  too  briefly.  Barring  these  faults  the  author,  to 
our  mind,  deserves  the  highest  praise  for  having  written  a  thoroughly 
practical  book  containing  many  valuable  hints  not  to  be  found  in 
larger  works  and  which  cannot  fail  to  be  of  great  service  to  the 
beginner  of  obstetrics.  H.  N.  Vineberg. 

Transactions  of  the  American  Associaton  of  Obstetricians  and 
Gynecologists.    Philadelphia  Wm.  J.  Dornan,  printer  1892. 

This  is  the  fourth  volume  of  the  transactions  of  the  Association. 
It  contains  twenty-five  original  papers  and  is  well  illustrated.  The 
Association  should  be  congratulated  on  this  showing.  We  regret 
that  the  proceedings  of  this  society  and  the  American  Gynaecologi- 
cal do  not  appear  between  the  same  covers.  The  multiplicity  of 
societies  increases  the  amount  of  material  but  tends  to  spread  it 
out  and,  however  valuable  these  papers  may  be,  we  believe  that  a 
national  society  where  five  or  six  subjects  of  greatest  interest  at 
the  present  day  were  discussed  would  achieve  the  greatest  usefulness. 
It  is  not  so  much  the  formal  presentation  of  these  subjects  that  we 
want,  for  this  we  get  in  the  local  societies,  but  the  statement  of 
individual  opinion  founded  on  personal  experience  of  the  country; 
it  is  by  these  meetings  that  the  slower  work  of  the  medical  press 
is  anticipated.  The  society  which  succeeds  in  bringing  out  such  a 
result  and  curbs  the  tiresome  platitudes  and  aimless  wanderings 
of  men  who  rarely  talk  on  the  subject  will  accomplish  a  great  work. 

Surgical  Diseases  of  the  Ovaries  and  Fallopian  Tubes,  including 
Tubal  Pregnancy.  By  J.  Bland  Sutton,  F.  R.C.S.,  Assistant 
Surgeon  to  the  Middlesex  Hospital,  London  ;  Late  Hunterian 
Professor,  Royal  College  of  Surgeons,  of  England.  In  one 
121110.  volume  of  513  pages,  with  119  engravings  and  5  colored 
plates.    Cloth,  $3.00.   Philadelphia  Lea  Brothers  &  Co. ,  1892. 

The  author  of  this  work  is  favorably  known  as  an  anatomist, 
pathologist  and  general  surgeon.    A  thorough  knowledge  of  pa- 
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thology  and  general  surgery  is  the  best  foundation  for  the  pelvic  sur- 
geon and  if  to  these  acquirements  we  add  some  familiarity  with 
comparative  anatomy  we  place  a  man  in  the  position  to  unravel 
many  gynaecological  problems.  Dr.  Sutton  has  these  advan- 
tages and  has  produced  a  book  to  which  we  must  accord  high 
praise  and  while  there  are  some  things  within  its  500  pages  from 
which  we  dissent  yet  his  originality  and  knowledge  make  the  book 
indispensable  to  progressive  surgeons. 

The  book  is  divided  into  four  parts — the  first  part  treats  of  dis- 
eases of  the  ovaries,  the  second  part  treats  of  diseases  of  the  Fallo- 
pian tubes,  the  third  part  considers  tubal  pregnancy  and  the  fourth 
part  concerns  methods  for  performing  operations  for  ovarian  and 
tubal  disease. 

Under  the  caption  of  diseases  of  the  ovaries  the  greater  part  of 
the  first  chapter  is  devoted  to  menstruation.  The  result  of  his 
studies  of  Macaque  monkeys  in  this  connection  is  well  known  and 
is  confirmed  by  his  examinations  of  human  uteri.  The  conclusions 
may  be  stated  as  follows ; 

The  mucous  membrane  of  the  Fallopian  tube  in  the  human 
female  undergoes  no  structural  change  during  menstruation  and 
the  destructive  change  in  the  uterus  is  limited/ to  the  shedding  of 
the  epithelium  and  it  is  doubtful  if  this  occurs  normally. 

Menstruation  in  the  Macaque  monkeys  and  baboons  is  unac- 
companied by  any  destructive  change  of  the  epithelium,  either  in 
the  uterus  or  the  Fallopian  tubes.  He  speaks  of  the  evidence  rapidly 
accumulating  to  show  that  the  process  of  ovulation  and  menstrua- 
tion are  not  identical  but  confesses  his  inability  to  explain  the  util- 
ity of  menstruation.  Tait's  claim  for  the  influence  of  the  Fallopian 
tube  in  causing  menstruation  is  rejected,  he  confirms  the  numerous 
observers  who  affirm  that  in  the  ovary  of  the  human  foetus,  ova 
ripen,  form  follicles,  and  undergo  suppression  during  the  last  month 
of  intra-uterine  life.  Similar  observations  were  made  by  him  in 
the  ovaries  of  foetal  mammals,  including  forms  as  widely  separate 
as  kangaroos  and  lemurs,  deer  and  monkeys,  sloths  and  lions. 

In  speaking  of  corpora  lutea  the  author  states  that  the  largest  he 
had  ever  seen  occurred  in  women  who  were  not  pregnant. 

The  chapter  on  oophoritic  cysts  and  on  solid  tumors  of  the 
ovary  are  excellent. 

The  form  of  cyst  known  as  tubo-ovarian  in  which  the  Fallopian 
tube  opens  directly  into  the  cyst-cavity  is  called  by  the  author 
ovarian  hydrocele.  The  origin  of  this  formation  is  cleared  up  by 
referring  to  an  analogous  condition  in  guinea-pigs.     Dr.  Sutton 
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clearly  shows  that  these  heretofore  mysterious  productions  arise  in 
a  tunic  of  the  peritonaeum  that  occasionally  invests  the  ovary  much 
in  the  same  way  that  the  tunica  vaginalis  clothes  the  testis. 
In  speaking  of  pericecal  abscess  he  says 

"  Inflammatory  affections  about  the  caecum  are  occasionally  confounded 
with  suppurating  ovarian  cysts  and  pelvic  abscesses.  It  is  generally  believed 
that  inflammation  of  the  vermiform  appendix  is  rare  in  females.  The  truth  is 
that  appendicitis  occurs  in  women  but  is  usually  regarded  as  pelvic  cellulitis. 
It  should  be  remembered  that  the  pus  in  a  retro-peritoneal  abscess,  secondary 
to  appendicitis,  readily  finds  its  way  between  the  layers  of  the  right  broad 
ligament,  the  disposition  of  the  peritonaeum  favoring  the  burrowing  of  pus  in 
this  direction." 

In  concluding  the  section  on  diseases  of  the  ovaries  the  forms 
of  ovarian  tumor  which  give  the  surgeon  the  most  anxiety  are  said 
to  be  those  with  firm  pelvic  adhesions  ;  paroophoritic  cysts  with 
papillary  contents  which  burrow  deeply  between  the  layers  of  broad 
ligament  ;  and  lastly,  ovarian  sarcomata.  The  author  states  that 
the  size  of  the  tumor  rarely  influences  the  result  and  places  the 
mortality  after  ovariotomy  in  experienced  hands  at  from  five  to  ten 
per  cent,  while  with  less  experienced  operators  the  mortality  will 
vary  from  fifteen  to  twenty  per  cent. 

Section  II.  on  diseases  of  the  tubes  is  the  most  complete  and 
practical  treatment  of  the  subject  we  have  seen  and  well  worth 
careful  study.  It  is  stated  that  the  Fallopian  tube  becomes  thinned 
out  from  distention  with  fluid  or  when  an  embryo  develops  within 
it.  This  fact  is  considered  constant  enough  to  help  make  a  diag- 
nosis in  doubtful  cases  between  a  unicorn  uterus  shut  off  from  the 
cavity  and  a  case  of  tubal  enlargement.  In  the  former  case  the 
muscular  tissue  becomes  thickened.  Of  course  the  tube  may  be 
thickened  by  inflammatory  deposit  but  in  such  cases  the  muscular 
and  mucous  tissues  are  destroyed. 

"It  is  worth  noting  that  in  tubo-oyarian  abscesses  the  abdominal  end  of 
the  tube  is  occluded.  Up  to  the  present  time  I  have  not  met  with  an  exception 
to  this  rule.  This  indicates  that  the  primary  trouble  is  in  the  tube.  Pyosal- 
pinx  occurs  frequently  without  an  ovarian  abscess.  When  ovarian  abscesses 
occur  independently  of  salpingitis,  my  observations  lead  me  to  believe  that  it 
is  generally  tubercular." 

In  speaking  of  a  form  of  mild  catarrhal  inflammation  which 

affects  the  tube  he  states  it  is  often  secondary  to  adenoma  of  the 

neck  of  the  uterus  "the  condition  known  by  the  ridiculous  term 

erosion."    We  do  not  believe  that  the  term  erosion  has  greater 

claims  to  this  title  than  has  his  theory  which  is  not  sustained  by 

any  facts. 

In  speaking  of  conditions  simulating  salpingitis,  retroflexion  is 
mentioned.  "I  remember  well  seeing  an  enterprising  obstetric 
physician  introduce  a  sound  '  to  straighten  a  retroflexed  uterus  '  in 
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a  woman  twenty-four  years  of  age."  The  patient  died  in  a  few 
days  of  a  ruptured  pyosalpinx.  "It  is  in  such  cases  that  the  so- 
called  minor  gynaecological  operations  are  often  productive  of  mis- 
chievous and  even  fatal  results.  To  dilate  and  curette  the  interior 
of  the  uterus  in  a  woman  whose  tubes  are  distended  with  pus  will 
in  many  instances  endanger  life. M 

The  chapters  treating  of  tubal  pregnancy  are  particularly  inter- 
esting. Mr.  Sutton  is  in  accord  with  the  increasing  number  who 
believe  that  impregnation  occurs  normally  in  the  uterus  and  that 
when  fecundation  occurs  in  the  tube,  it  is  accidental  and  gives  rise 
to  tubal  gestation.  Mr.  Tait's  views  that  desquamative  salpingitis 
is  so  important  as  a  causative  factor  are  regarded  by  our  author  as 
largely  speculative. 

The  condition  of  tubal  pregnancy  is  regarded  as  occurring  much 
more  frequently  than  is  generally  supposed,  indeed,  he  says,  that 
his  experience  leads  him  to  believe  that  nearly  all  dilated  tubes  filled 
with  blood-clot  are  the  result  of  this  condition. 

An  interesting  subject  brought  to  the  attention  of  the  profession 
by  the  author  is  that  of  tubal  moles.  These  blighted  products  of 
tubal  pregnancy  are  similar  to  the  carneous  mole  of  the  uterus  and 
are  considered  by  Sutton  to  place  the  patient  in  great  danger.  In 
this  he  is  consistent  with  his  advice  to  operate  in  all  cases  of  ectopic 
•  pregnancy  as  soon  as  the  diagnosis  is  made  but  we  cannot  com- 
pliment him  in  avoiding  a  hasty  conclusion,  and  we  are  disposed 
to  believe  that  either  this  condition  is  a  rare  one  or  the  mortality 
attending  it  is  low.  On  the  contrary  with  the  evidence  before  us 
we  know  the  condition  is  common  and  yet  the  deaths  are  compar- 
atively infrequent. 

The  statement  that  in  some  instances  after  death  of  the  foetus 
the  placenta  continues  to  grow  is  repeated  but  no  authority  for 
the  statement  given.  "At  any  rate  "  the  author  says,  "it  is  quite 
certain  that  now  and  then,  in  cases  of  tubal  gestation,  a  shrivelled 
fcetus  is  found  attached  to  a  placenta  which  is  not  only  out  of  rela- 
tive proportion  to  the  fcetus,  but  absolutely  larger  than  the  placenta 
of  a  uterine  fcetus  at  full  term.  "  We  have  never  seen  any  evidence 
of  such  a  nature  as  would  warrant  this  statement  and  it  is  too  im- 
portant a  matter  to  be  taken  on  the  ipse  dixit  of  any  investigator 
however  careful.  The  situation  of  the  placenta  influences  the 
mortality  materially  as  has  been  carefully  pointed  out.  If  it  lies  on 
the  levator  ani  muscle  it  is  in  such  a  position  that  it  can  develop  with 
far  less  danger  than  when  it  is  pushed  upward  by  the  growing  fcetus. 
The  author  formulates  the  treatment  of  the  placenta  as  follows  : 
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1.  When  the  placenta  is  situated  above  the  foetus  it  is  good 
practice  to  attempt  its  removal  with  the  foetus. 

2.  In  some  instances  the  placenta  becomes  -detached  in  the 
course  of  the  operation,  and  leaves  no  choice. 

3.  When  the  placenta  is  below  the  foetus,  it  may  be  left. 

4.  Should  the  placenta  be  left,  the  sac  closed,  and  symptoms  of 
suppuration  occur,  then  the  wound  must  be  re-opened  and  the 
placenta  removed. 

5.  If  the  foetus  dies  before  the  operation  is  attempted,  the  pla- 
centa can  be  removed  without  risk  of  haemorrhage. 

Dr.  Sutton  considers  it  objectionable  practice  to  delay  operating 
in  cases  after  primary  rupture  where  there  is  evidence  that  the  child 
is  developing  in  the  broad  ligament.  His  reasons  for  this  view 
are  that  the  children  are  puny,  ill-formed,  rarely  survive  and  that 
the  dangers  to  the  mother  from  delay  are  very  great. 

Mr.  Tait  characterizes  those  who  act  in  accord  with  the  above 
idea  very  severely  and  with  we  believe  an  unanswerable  argument 
when  in  his  work  on  the  "Diseases  of  Women  and  Abdominal 
Surgery,  "  referring  to  an  immoral  element  being  introduced  in -the 
discussion  of  the  question  of  the  treatment  of  ectopic  gestation,  he 
says, 

"It  is  to  the  effect  that  if  the  child  is  alive  the  proper  thing  is  to  kill  it,  in 
the  belief  that  the  child's  interests  sacrificed  is  the  mother's  safety.  I  am  no 
theologian,  and  this  is  hardly  the  place  for  a  discussion  on  morals,  but  I  am 
bound  to  say  that  this  seems  a  most  mysterious  kind  of  belief,  and  it  would 
put  legitimate  practitioners  of  medicine  quite  on  a  level  with  abortion-mongers 
and  reckless  craniotomists." 

The  fourth  division,  in  the  method  of  performing  operations  for 
ovarian  and  tubal  disease,  is  a  concise  and  clear  representation  of 
the  methods  which  the  author  prefers.  While  many  will  differ 
from  him  in  details  the  methods  will  make  a  successful  operator. 

We  note  no  mention  of  Trendelenburg's  position  and  we  must 
strongly  object  to  the  teaching  that  "when  it  is  found  necessary  to 
remove  the  tube  and  ovary  for  inflammatory  disease,  experience 
teaches  the  necessity  of  removing  the  parts  on  the  opposite  side,  or 
the  operation  will  fail  to  be  beneficial.  We  saw  a  case  where  Dr. 
James  13.  Hunter  hesitated  to  allow  a  partially  diseased  organ  to  re- 
main. He  decided  to  do  so  and  the  woman  afterwards  bore  a  fine 
child.  Dr.  Hunter  told  me  of  another  similar  case  occurring  in  his 
practice.  The  importance  of  Dr.  Martin's  work  in  this  connection 
was  brought  out  in  the  February  number  of  the  Journal. 

Mr.  Sutton  has  written  a  book  which  deserves  unstinted  praise 
for  the  clearness  with  which  it  presents  the  subject  and  for  the 
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originality  of  the  material.  No  specialist  should  fail  to  read  it  and 
it  is  so  written  as  to  be  of  the  greatest  service  to  the  general  practi- 
tioner who  wishes  to  post  himself  in  the  earliest  views  upon  the 
subject  of  which  it  treats. 

TRANSACTIONS  OF  THE  NEW  YORK  OBSTET- 
RICAL SOCIETY. 

Stated  Meeting,  Friday,  May  3,  1892. 

The  President,  Dr.  Clement  Cleveland,  in  the  chair. 

A  Case  of  Right  Occluding  Salpingitis  and  Ovaritis,  and  Left 
Multiple  Ovarian  Cyst  and  Purulent  Salpingitis.  Dr.  W.  R.  Pryor 
presented  the  specimen  and  read  the  history  of  the  case. 

Mrs.  B. ,  aet.  twenty-three,  married  three  years.  June,  1891, 
aborted  at  three  months.  Gives  a  history  of  septic  infection  at  that 
time.  • 

April  15  was  examined  under  ether  and  found  to  have  a  tumor 
sessile  upon  the  uterus  on  the  left  side.  On  the  right  side  the  tube 
could  be  felt  enlarged  but  the  ovary  could  not  be  found.  At  the 
operation  it  was  found  drawn  high  up  at  the  brim  of  the  pelvis  by 
peritonitic  bands  and  omentum.  As  the  patient  had  a  purulent 
uterine  discharge  she  was  curetted,  the  uterus  packed  with  gauze 
and  the  vagina  filled  with  the  same  material.  Her  temperature  re- 
mained perfectly  normal  for  the  three  days  she  was  being  prepared 
for  laparotomy.  This  was  done  April  18,  Trendelenburg's  posture. 
Drs.  Lindsey,  Zitz  and  Miiller  present.  Pelvis  filled  with  adherent 
intestines  and  the  omentum  attached  to  right  ovary  and  broad  liga- 
ment. All  the  adhesions  were  old  and  very  firm,  and  nowhere 
could  the  least  evidence  of  recent  inflammation  be  found.  In 
taking  out  the  tumor,  as  large  as  an  orange,  I  exposed  a  raw  sur- 
face in  the  floor  of  the  pelvis  and  on  the  broad  ligament  as  large  as 
the  hand  ;  this  oozed  a  good  deal.  The  contents  of  the  tumor 
were  perfectly  clear.  The  tube  extended  across  the  tumor  very 
much  injected  and  enlarged. 

In  tying  off  the  right  tube  and  ovary  the  pedicle  was  so  broad 
that  the  ligature  cut  through  the  distal  side,  necessitating  tying  the 
ligament  in  three  places.  The  abdomen  was  closed  without  drain- 
age. I  would  not  have  dared  do  this  if  I  had  not  cleaned  out  the 
uterus  beforehand.    The  short  right  ligament  with  the  ligature 


590 


Transactions  of  Societies. 


cutting  through  would  have  prevented  any  post-section  treatment 
of  the  uterus  if  I  had  left  the  endometritis  to  be  attended  to  after  the 
laparotomy  as  some  advise.  I  do  not  think  I  could  have  avoided 
drainage  in  this  case  and  might  possibly' have  had  an  unfortunate 
result,  if  I  had  not  curetted  before  the  laparotomy.  The  cyst 
seems  to  spring  from  the  hilum  of  the  ovary,  and  pus  can  be 
squeezed  from  the  tube.  No  signs  of  recent  rupture  of  Graafian 
follicles  can  be  found  in  the  right  ovary  and  the  tube  on  this  side 
is  also  occluded  at  both  ends. 

Last  observation  May  2.    Patient  perfectly  convalescing. 

Dr.  Pryor  said  that  the  adhesions  showed  that  there  must  have 
been  a  good  deal  of  raw  surface  left,  and  no  doubt  a  few  years  ago 
he  would  have  drained  or  probably  packed  with  gauze,  but  feeling 
positive  that  here  he  had  a  perfectly  clean  uterus  and  could  do  a 
perfectly  aseptic  operation,  he  closed  the  abdominal  wound.  This 
case  was  only  one  of  a  number  of  similar  cases,  others  of  which  he 
would  report  later.  The  mistaken  diagnosis  of  broad  ligament 
cyst  was  due  to  the  fact  that  the  tumor  was  prolapsed  and  firmly 
adherent  owing  to  the  pus-tube,  and  was  sessile  on  the  uterus. 

Extra- Uterine   Pregnancy    Successfully  Treated  by    the  Galvanic 
Current.    Dr.  Malcolm  McLean  presented  the  patient  who  had 
been  treated  by  the  galvanic  current  with  the  result  of  almost 
total  absorption  of  the  elements  of  the  extra-uterine  pregnancy. 
It  was  one  of  several  cases  of  extra-uterine  pregnancy  the 
histories  of  which  he  had  given  at  the  November  meeting,  which 
were  treated  by  the  galvanic  current  with  satisfactory  results. 

So  much  had  been  said  of  late,  during  this  hey-dey  of  lapa- 
rotomy, as  to  the  very  bad  remains  of  the  foetus  and  its  envelopes, 
and  the  great  danger  of  the  bony  portions  of  the  skeleton  being  left 
behind,  forming  abscesses,  etc.,  that  he  wished  to  present  this  case 
as  representing  a  very  large  class  of  cases  of  extra-uterine  preg- 
nancy which  have  been  treated  during  the  last  ten  or  fifteen  years 
by  the  American  method,  of  the  galvanic  current  properly  applied. 

The  President  requested  Drs.  Coe,  Krug  and  Grandin  to  ex- 
amine the  patient. 

Tubal  Pregnancy ;  Laparotomy  and  Removal  of  Tube  and  Sac  Con- 
taining a  Six  Weeks'  Fcetus.  Recovery.    Dr.  H.  C.  Coe  presented 
the  specimen  and  gave  the  history  of  the  case. 
Dr.  H.  C.  Coe  reported  the  following  case,  for  the  notes  of  which 
he  was  indebted  to  Dr.  Henry  Hungerford,  of  Stamford,  the  attend- 
ing physican. 
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Mrs.  K. ,  aet.  thirty-three,  married  seven  years,  had  an 
early  abortion  two  years  ago,  but  no  other  pregnancy.  She 
menstruated  for  the  last  time  on  January  15,  and  two  weeks  later 
began  to  have  a  feeling  of  uneasiness  in  the  pelvis,  which  at  times 
amounted  to  a  constant  severe  pain.  On  February  23  an  irregular 
bloody  discharge  from  the  vagina  was  noted,  which  sometimes 
ceased  for  twenty-four  hours  at  a  time.  On  March  6  during  the 
night,  the  patient  was  seized  with  a  severe  pain  in  the  lower  part 
of  the  abdomen  and  fainted  the  next  day,  but  soon  revived  and 
was  able  to  attend  to  her  household  duties.  There  were  some  in- 
definite symptoms  of  pregnancy,  such  as  occasional  nausea  and  a 
sensation  of  fullness  in  the  breasts.  Dr.  Hungerford  was  called  to 
see  the  patient  on -March  22,  when  her  symptoms  were  those  of  im- 
pending abortion,  i.e..  haemorrhage  and  expulsive  uterine  pains. 
On  making  a  vaginal  examination  he  found  the  uterus  enlarged  to 
the  size  of  the  pregnant  organ  at  two  months,  while  behind  it  lay 
what  was  apparently  an  hypertrophied  prolapsed  ovary.  The 
doctor  did  not  see  the  patient  again  until  April  1,  when  he  was  in- 
formed that  the  patient  had  aborted  on  the  day  following  his  former 
visit.  From  the  description  of  the  mass  which  was  passed,  it  was 
inferred  that  it  was  a  decidual  membrane  only.  An  examination 
on  April  7  showed  that  the  tumor  behind  the  uterus  had  increased 
to  the  size  of  a  pullet's  egg.  The  breasts  had  become  hard  and 
the  nipples  prominent.  A  week  later  the  tumor  had  doubled  in 
size  since  the  first  examination,  while  the  pelvic  pain  and  irregular 
haemorrhages  persisted.  Dr.  Hungerford  now  stated  to  the  husband 
his  suspicions  that  ectopic  gestation  was  present,  and  asked  me  to 
see  the  patient  on  the  following  day,  which  I  did,  confirming  the 
diagnosis  and  advising  laparotomy.  I  inferred  from  the  history 
that  a  partial  rupture  had  occurred  a  month  before  and  that  the  sac 
was  surrounded  by  a  blood-clot  and  had  become  encysted.  At  the 
same  time,  the  rapid  enlargement  of  the  tumor  was  hardly  con- 
sistent with  this  theory.  I  assisted  Dr.  Hungerford  in  the  opera- 
tion, whicn  was  performed  April  23.  The  tube  was  non-adherent 
and  intact,  but  ruptured  with  slight  pressure  while  it  was  lifted 
from  the  pelvic  cavity,  two  ounces  of  bloody  fluid  escaping. 
Irrigation  ;  no  drainage.  The  opposite  tube  and  ovary  were  per- 
fectly healthy.    The  patient  had  a  normal  convalescence. 

The  specimen  is  a  peculiarly  interesting  one,  as  the  embryo  is 
certainly  not  over  five  or  six  weeks  old,  lying  in  a  cavity  lined  by 
a  smooth  membrane,  surrounded  by  a  large  old  blood-clot — the 
"  tubal  mole  "  of  Bland  Sutton.    The  wall  of  the  tube  is  so  thin  at 
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the  point  at  which  the  tear  occurred  during  the  manipulation,  that 
an  early  rupture  must  have  taken  place  into  the  peritoneal  cavity. 
It  is  fair  to  infer,  both  from  the  history  of  the  case  and  an  examina- 
tion of  the  specimen,  that  the  threatening  symptoms  noted  six 
weeks  before  the  operation  were  due  to  a  sudden  haemorrhage  into 
the  tube,  that  the  embryo  was  killed  at  this  time,  and  that  the  sub- 
sequent enlargement  of  the  sac  was  due  not  to  the  growth  of  the 
foetus,  but  to  the  gradual  accumulation  of  fresh  blood  within  the 
distending  tube.  In  such  a  case  as  this  the  use  of  electricity  after 
the  diagnosis  was  made  would  not  only  have  done  no  good,  but 
would  probably  have  caused  a  rupture,  when  laparotomy  must 
have  been  performed  under  far  less  favorable  circumstances.  As 
in  Caesarean  section,  the  ''elective  operation''  presented  better 
chances  of  recovery. 

Fibro -Adenoma  of  the  Parovarium.     Dr.   Clement  Cleveland  pre- 
sented the  specimen  and  read  the  history  of  the  case. 

Mrs.  G.  Admitted  to  Woman's  Hospital  Twenty-six  years  old. 
[Married  five  years.  First  menstruation  occurred  at  the  age  of  six- 
teen and  has  always  been  irregular;  always  profuse  not  accompanied 
with  pain.  She  has  had  one  child  born  three  years  ago.  Her 
labor  was  but  four  hours  long  and  the  lying-in  uneventful.  She  got 
up  on  the  ninth  day.  The  first  two  menstrual  periods  after  the 
birth  of  the  child  were  normal,  but  ever  since  that  she  has  had 
almost  constant  flow. 

A  year  ago  last  October  she  was  a  patient  in  the  hospital.  The 
diagnosis  then  made  was  tumor  (probably  fibroid)  of  right  ovary, 
lacerated  perinaeum  and  cervix.  Laparotomy  for  removal  of  the 
tumor  was  proposed  to  her  and  declined.  Curetting  was  performed 
and  trachelorrhaphy  and  perineorrhaphy.  Quite  a  large  crop  of 
fungosities  were  removed.  After  a  few  weeks  the  patient  left  the 
hospital  and  returned  to  her  home.  The  haemorrhage  was  not 
relieved  and  she  again  entered  the  hospital  and  on  March  28th  I 
removed  the  tumor  of  the  right  ovary,  which  had  grown  a  little  in 
the  year.  The  left  ovary  was  found  healthy  and  not  removed.  The 
patient  has  had  one  very  proper  menstruation  since  the  operation, 
but  has  now  gone  five  weeks  and  I  am  therefore  in  hopes  the 
removal  of  the  right  ovary  has  produced  a  cure. 

I  present  the  case  chiefly  from  the  interest  that  pertains  and  the 
pathological  condition.  The  tumor  as  far  as  Dr.  Freeborn  can 
make  out  is  a  fibro-adenoma  of  the  parovarium.  In  examining 
the  specimen  the  ovary  will  be  seen  at  one  end  of  the  tumor  con- 
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gested  and  flattened  out  by  the  tumor.  The  pathological  report  is 
below: 

Microscopic  Examination.  —  Ovary  semi-ovoid  in  shape  7x/2  cms. 
in  its  long  diameter  and  6  cms.  in  its  short.  Section  shows  a  solid 
white  tumor  enclosed  in  a  thin  fibrous  capsule.  At  the  outer  and 
lower  end  of  tumor  is  a  semilunar-shaped  mass  3  cms.  long  and 
iY4  cms.  thick  composed  of  tissues  resembling  ovarian.  The 
elongated  tube  is  attached  to  the  upper  surface  of  the  mass.  Shows 
compressed  ovary  attached  to  one  side  of  the  tumor  and  separated 
from  it  by  a  thin  layer  of  fibrous  tissue.  The  tumor  proves  to  be 
a  fibro-adenoma  of  the  parovarium  [?]. 

DISCUSSION  EXTRA-UTERINE  PREGNANCY. 

Drs.  Coe,  Krug  and  Grandin,  having  examined  Dr.  McLean's 
patient,  reported  as  follows  : 

Dr.  Coe  found  only  a  small  induration  on  the  left  side  and  be- 
hind the  uterus  ;  the  organ  was  quite  movable  and  only  slightly 
enlarged.  He  thought  it  was  a  remarkable  disappearance  of  the 
mass,  or  extra-uterine  gestation,  if  there  was  known  to  have  been 
one  there. 

Dr.  Krug  had  found  the  same  conditions  mentioned  by  Dr.  Coe, 
and  thought  the  result  was  remarkable,  but  even  a  number  of  such 
cases  would  not  change  his  opinion  that  laparotomy  was  the  only 
proper  treatment  in  extra-uterine  pregnancy.  This  condition  of 
extra-uterine  pregnancy  is  much  more  frequent  than  was  thought 
ten  or  twelve-  years  ago,  when  a  great  many  women  died  from  it 
but  a  certificate  was  given  of  paralysis  of  the  heart,  peritonitis, 
apoplexy,  and  many  other  causes  and  the  real  condition  was  never 
revealed.  Dr.  Formad,  of  Philadelphia,  from  many  autopsies  per- 
formed had  found  that  the  death-rate  from  extra-uterine  pregnancy 
was  much  higher  than  was  generally  thought,  and  out  of  a  great 
many  cases  where  extra-uterine  pregnancy  was  found  to  be  the 
real  cause  of  death,  very  few  were  diagnosed  as  such.  The  state- 
ment that  extra-uterine  pregnancy  is  the  most  malignant  disease 
that  occurs  in  the  female  pelvis  and  should  be  treated  from  the 
standpoint  of  a  malignant  disease  the  speaker  thought  was  a 
correct  one,  and  he  always  so  treated  it.  If  he  should  be  mistaken 
in  his  diagnosis,  the  woman  suffered  very  small  risk  from  the 
opening  of  the  abdomen,  and  if  he  was  correct  and  found  and  re- 
moved it,  the  woman  would  be  free  from  future  danger. 

The  killing  of  the  foetus  by  electricity  or  by  other  means  does 
not  put  the  woman  out  of  danger,  and  even  if  there  are  some  cases 
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that  will  recover,  such  as  the  one  that  Dr.  McLean  has  presented, 
a  dozen  or  more  of  them  would  not  prove  anything  against  lapa- 
rotomy. Imagine  an  open  keg  of  gunpowder  with  a  burning  candle 
on  the  top  of  it,  you  would  take  no  chances  of  the  candle  burning 
down  thinking  it  might  perhaps  fail  to  ignite  the  powder,  but 
would  take  it  away  and  blow  it  out.  Extra-uterine  pregnancy  is  a 
similar  condition  in  a  woman's  pelvis,  the  sac  may  rupture  and  the 
woman  be  dead  by  the  time  you  have  the  belly  opened. 

To  make  the  diagnosis  you  must  have  a  good  rational  history 
and  positive  anatomical  changes;  then  do  not  lose  any  time,  but 
take  out  the  tumor  and  you  will  save  your  patient. 

Dr.  Grandin  corroborated  the  report  of  Dr.  Coe  and  Dr.  Krug, 
but  the  case  was  to  him  a  further  evidence  of  the  distinct  value  of 
electricity  in  the  treatment  of  ectopic  gestation,  provided  there  be 
present  absolutely  no  symptoms  of  rupture  whatsoever.  He  re- 
ferred to  a  case  which  he  had  seen  last  August  and  had  reported  in 
full  in  the  "American  Journal  of  Obstetrics,"  where  all  the  symptoms 
suggested  the  presence  of  ectopic  gestation,  and  one  in  which  .the 
advocates  of  primary  laparotomy  would  not  have  hesitated  to  open 
the  abdomen.  There  were  irregular  discharges,  accompanied  by 
spasmodic  pain,  and  a  distinct  tumor  could  be  determined  to  the 
right  of  the  uterus.  As  there  were  no  symptoms  of  rupture  pres- 
ent, he  suggested  galvanism,  with  the  precaution  of  having  every 
instrument  prepared  for  immediate  laparotomy  should  rupture  occur. 
A  few  weeks  afterwards  the  tumor  had  disappeared,  and  a  few  days 
ago  the  patient  was  delivered  of  a  ten-pound  boy.  He  was  hardly 
prepared  to  argue  that  his  diagnosis  was  correct  unless  his  hearers 
would  admit  an  interstitial  gestation  converted  into  a  normal  one 
by  the  galvanic  current,  but  the  fact  remained  that  in  a  case  de- 
manding immediate  laparotomy,  the  knife  being  withheld  the 
woman  went  to  term  and  was  delivered  of  a  living  child.  Not- 
withstanding, therefore,  the  numerous  specimens  shown  here  of 
late  years,  notwithstanding  his  own  personal  experience  with 
ectopic  gestation  which  was  not  of  a  very  unfavorable  kind,  he 
was  still  prepared  to  use  electricity  in  these  cases,  always  provided 
there  be  not  present  any  symptom  whatsoever  suggestive  of  rup- 
ture. But  if  the  woman  was  bleeding  into  the  peritoneal  cavity  he 
would  hold  himself  criminally  responsible  if  he  did  not  open  the 
abdomen.  He  thought  the  advocates  of  primary  laparotomy  would 
in  the  course  of  time  have  to  admit,  there  being  no  symptoms  of 
rupture  present,  that  there  is  one  other  method  of  treatment,  and 
one  only,  namely,  galvanism. 
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Dr.  E.  L.  H.  McGinnis  asked  how  Dr.  Grandin  applied  the  cur- 
rent and  suggested  the  possibility  of  a  dual  pregnancy,  that  is  if  he 
did  not  pass  the  current  through  the  uterus  proper,  might  not  a 
fcetus  also  have  been  present  in  the  uterus. 

Dr.  W.  R.  Pryor  thought  Dr.  Grandin's  case  showed  clearly  how 
electricity  does  not  kill  the  fcetus  when  situated  interstitially,  and 
that  the  discussion  seemed  to  hang  on  the  fact  that  this  was  a  case 
of  extra-uterine  pregnancy  which,  in  the  absence  of  any  positive  sign 
of  the  condition  as  decidual  tissue  or  rupture,  he  would  not  admit. 

We  know  that  these  masses,  so-called,  accompanied  by  most 
decided  symptoms,  are  frequently  nothing  but  masses  of  lymph. 
That  they  will  get  well  under  the  rest  cure  alone  or  on  even  elec- 
tricity has  been  -  shown.  It  is  saying  too  much  to  say  that  when 
digital  examination  so  often  fails  to  discover  extra-uterine  pregnancy, 
that  in  this  case  it  must  have  discovered  it  so  early.  In  regard  to 
Dr.  Coe's  specimen,  I  think  if  you  will  squeeze  that  tube  you  will 
see  how  much  pus  there  is  in  it  and  will  be  able  to  understand  the 
probable  cause  of  the  purulent  tubes  in  many  cases. 

Dr.  Cragin  believed  that  many  cases  of  ectopic  gestation  of  very 
early  period  were  expelled  from  the  tube  in  the  shape  of  a  tubal 
abortion,  and  that  the  woman  would  recover  without  anything  being 
done;  that  the  expulsion  of  the  ovum  through  the  tube  into  the 
peritoneal  cavity  was  a  condition  which  would  be  disposed  of  with- 
out much  difficulty  by  the  peritonaeum.  But  the  question  is  how  to 
determine  whether  a  tubal  abortion  will  be  associated  with  only  so 
small  an  amount  of  haemorrhage  that  the  woman  may  recover,  or 
whether  rupture  may  occur  with  so  much  haemorrhage  that  the 
woman  will  die  before  you  can  do  anything  for  her.  Those  women 
who  have  a  tubal  abortion  with  a  small  amount  of  haemorrhage, 
recover  whether  you  leave  them  alone  or  use  galvanism  or  fara- 
dism,  if  you  simply  put  them  to  bed.  On  the  other  hand  you  may 
have  a  case  that  resembles  one  of  these  very  distinctly  and  yet 
moving  the  patient  from  the  bed  to  the  table  may  cause  rupture  of 
the  tube  or  haemorrhage  so  severe  that  the  woman  dies  before  you 
can  do  anything.  How  is  it  possible  to  tell  whether  there  is  im- 
pending rupture?  From  what  symptoms  can  you  decide  that  there 
is  danger  of  rupture?  I  have  seen  cases  where  the  patient  was 
perfectly  quiet,  no  pain,  and  yet  in  fifteen  minutes  rupture  had 
occurred,  the  scene  had  completely  changed  and  the  woman  was 
in  danger  of  death  every  moment. 

Dr.  A.  H.  Buckmaster  said  the  symptoms  of  internal  haemor- 
rhage as  given  in  the  books  are  very  clear,  but  as  they  appear  in 
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the  living  subject  they  are  very  obscure.  I  have  in  my  note-book 
the  temperature  and  pulse  record  of  a  case,  seen  in  consultation, 
which  died  from  internal  haemorrhage.  The  symptoms  at  no  time 
were  such  as  to  indicate  the  cause  of  death.  Haemorrhage  can 
occur  in  the  abdominal  cavity  and  the  symptoms  be  so  obscure 
that  the  preponderance  of  the  testimony  is  not  sufficient  to 
warrant  an  operation  until  the  patient  is  far  beyond  the  reach  of 
any  good  result  from  that  operation.  The  speaker  agreed  with 
the  gentlemen  who  advised  operation  for  symptoms  of  internal 
haemorrhage  or  shock.  He  believed  at  the  same  time  that 
this  condition  of  extra-uterine  pregnancy  is  one  that  nature,  in 
the  majority  of  cases,  can  perfectly  well  take  care  of.  He  thought 
the  final  settlement  of  the  question  was  merely  a  matter  of  statistics. 
He  did  not  think  that  these  symptoms  were  usually  so  dangerous 
that  they  justified  and  demanded  operative  procedure,  but  would  go 
far  as  to  say  that  untoward  symptoms  were  probably  so  exception- 
ally present  that  most  cases  should  be  treated  by  the  expectant 
plan. 

Dr.  H.  C.  Coe  called  attention  to  the  fact  that  in  his  case  the 
haemorrhage  into  the  tube  undoubtedly  occurred  six  weeks  before 
the  operation,  killing  the  foetus,  and  yet  the  tumor  doubled  in  size. 
He  thought  the  fact  that  the  foetus  was  killed  and  yet  the  tube  went 
on  increasing  in  size  would  be  an  important  point  in  connection 
with  the  electrical  treatment. 

Dr.  Henry  Hungerford,  of  Stamford,  Conn,  (present  by  invita- 
tion), remarked  that  the  patients  of  country  practitioners  were  more 
scattered  than  in  the  large  cities  ;  that  this  patient  lived  four  miles 
from  his  office  and  he  considered  it  would  have  been  dangerous  to 
have  delayed  in  this  case.  He  thought  the  case  was  a  direct  blow 
to  Dr.  McLean's  argument,  because  with  all  the  delicacy  possible 
in  taking  out  the  sac  it  ruptured  during  the  removal.  The  growth 
was  very  rapid,  increasing  in  size  from  that  of  a  walnut  at  the  first 
visit  to  the  size  of  a  large  orange  four  weeks  later. 

Dr.  Ralph  Waldo  thought  that  Dr.  Coe!s  case  was  one  in  which 
electricity  was  not  at  all  indicated  as  there  had  been  symptoms  of 
rupture.  He  thought  that  rupture  of  some  of  the  small  vessels  took 
place  before  the  entire  rupture  or  abortion  of  the  ovum,  thus  in- 
creasing the  size  of  the  tumor. 

Dr.  Bachot,  of  Dublin  (present  by  invitation),  had  seen  a  few 
cases  that  had  recovered  but  thought  the  absorption  of  the  mass 
w  as  very  uncertain,  and  he  considered  these  masses  as  very  malig- 
n  ant  things  to  leave  behind,  because  they  might  become  infected  if 
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not  absorbed.  He  believed  in  removing  the  tumor  before  rupture 
which  was  a  comparatively  simple  matter  as  soon  as  the  diagnosis 
was  made,  but  was  very  much  more  difficult  to  remove  after  rup- 
ture had  occurred.  His  experience  had  taught  him  that  patients 
rarely  came  for  treatment  until  rupture  had  taken  place,  but  if  the 
cases  could  be  seen  early  enough  to  apply  electricity,  then  he 
believed  it  would  be  the  better  treatment. 

Dr.  R.  A.  Murray  thought  if  a  case  is  diagnosed  early,  and  it 
can  be  diagnosed  early  only  when  the  patient  comes  to  be  examined 
and  treated  generally  for  some  other  condition,  then  electricity  may 
be  applied.  If  the  patient  comes  complaining  of  pain  at  the  side 
of  the  womb  or  in  the  lower  abdomen,  and  she  has  had  discharges 
of  decidua  and  slight  flow  and  symptoms  of  pregnancy  as  far  as 
she  can  make  out  herself,  and  the  pain  shows  that  rupture  is  immi- 
nent, or  already  taking  place  to  a  more  or  less  degree,  there  the 
question  of  electricity  is  thrown  aside.  The  question  is  when  are 
we  to  diagnose  it.  The  diagnosis  of  ordinary  uterine  pregnancy  at 
the  second  month  is  not  easy  and  is  not  absolutely  sure.  The 
diagnosis  of  an. extra-uterine  pregnancy,  where  the  physician  for 
the  first  time  makes  his  physical  examination  of  the  pelvic  organs, 
where  he  has  not  examined  them  before  to  see  if  there  was  any 
induration  or  fixation  of  the  organs,  the  primary  diagnosis  of  an 
irregular  mass  growing  in  the  tube,  fixed  more  or  less  and  with  a 
uterus  slightly  enlarged  with  slight  haemorrhage,  is  difficult  to 
make,  and  when  we  hear  one  operator  reporting  thirty  or  forty 
cases  of  ectopic  gestation  operated  on,  and  not  more  than  a  tenth 
of  them  diagnosed  primarily,  we  commence  to  think  that  electricity 
has  a  pretty  small  scope.  But  when  the  diagnosis  is  made,  electricity 
certainly  can  do  some  good,  and  it  should  kill  the  foetus  and  cause 
absorption.  Dr.  McLean's  case  brings  the  question  to  this  issue: 
that  if  we  can  diagnose  primarily,  we  can  use  electricity.  If  we  are 
called  to  a  case  where  there  is  rupture  and  where  a  hasmatocle  is 
forming,  whose  size  we  cannot  by  any  means  differentiate  or  tell 
whether  it  will  implicate  the  patient's  life  or  not,  whether  occurring 
in  the  broad  ligament  or  intra-peritoneally — in  such  a  case  taking 
into  consideration  the  condition  of  the  patient  the  evidence  of 
shock,  collapse,  loss  of  blood,  or  serious  nerve  affection  and  impli- 
cation of  life,  we  should  certainly  operate.  If  the  rupture  symptoms 
were  not  present  we  might  wait.  Electricity  should  certainly  not 
be  used  if  rupture  has  taken  place,  but  only  in  the  primary  cases 
where  the  symptoms  of  rupture  have  not  been  present.  Those 
cases  must  be  very  few,  however,  because  the  patient  as  a  rule 
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applies  for  relief  only  when  she  has  pain,  which  is  the  symptom  of 
rupture. 

Dr.  Floriax  Krug  thought  there  had  been  same  severe  blows 
dealt  to  the  use  of  electricity  in  the  presence  of  ectopic  gestation 
and  that  they  had  been  dealt  by  the  exponents  of  this  method,  as 
was  evidenced  by  the  two  cases  (Dr.  Grandin's  and  Dr.  McGinnis') 
where  electricity  fortunately  failed  to  kill  the  foetus,  and  the  women 
were  each  delivered  of  a  living  child  at  full  term.  He  claimed  that 
even  if  electricity  succeeds  in  killing  the  foetus  that  the  woman  is 
far  from  being  out  of  danger.  In  some  cases  of  tubal  abortion  rest 
in  bed  alone  will  enable  the  patient  to  recover  and  if  the  effusion  of 
blood  be  small  it  will  be  absorbed,  electricity  or  no  electricity  ;  but 
if  a  greater  amount  of  blood  is  effused  septic  disease  is  likely  to 
spring  up  in  that  blood-clot  and  in  other  cases  pyosalpinx  will 
result.  He  had  seen  cases  of  purulent  disease  within  the  pelvis 
where  there  was  no  history  of  gonorrhoea  or  puerperal  infection 
that  forcibly  struck  him  as  being  the  result  of  a  former  ectopic  ges- 
tation. Recapitulating  :  One  thing  is  sure,  and  it  is  proved  beyond 
peradventure  by  a  great  many  cases,  that  the  woman  is  far  from 
being  out  of  danger  after  the  foetus  is  killed.  In  the  first  place 
septic  infection  might  take  place  and  jeopardize  the  patient's  health 
if  not  her  life  ;  in  the  second  place  fatal  haemorrhage  can  take  place 
after  the  foetus  is  dead  and  has  been  dead  for  some  time. 

This  is  sure.  On  the  other  hand  it  is  not  sure  that  electricity 
will  kill  the  foetus,  much  less  will  it  prevent  secondary  and  dangerous 
complications.  Now  I  ask  you,  what  rational  claim  can  be  made 
in  favor  of  electricity  ? 

Dr.  Malcolm  McLean  said  he  wished  to  emphasize  the  point  that 
with  great  ingenuity  Dr.  Krug  stated  that  this  septic  disease  results 
from  tubal  abortion,  and  that  haemorrhages  have  been  reported  in 
numerous  cases  after  the  death  of  the  foetus.  I  stand  here  to- 
night to  challenge  Dr.  Krug  to  name  two  cases  that  have  been 
properly  treated  by  the  galvanic  current  where  these  results  have 
been  obtained.  It  is  of  the  greatest  importance  to  make  the  dis- 
tinction that  what  the  doctor  says  is  perfectly  true,  but  I  do  not 
think  he  means  it  is  the  result  of  the  electrical  treatment.  It  is 
nonsense  to  say  that  if  the  ovum  is  killed  by  electricity  that  the 
patient  is  exposed  to  such  dangers  as  those  first  alluded  to — namely 
the  abscesses  etc.  from  the  bony  residue. 

My  object  was  simply  to  emphasize  one  point  which  I  have 
always  dwelt  upon,  and  that  is  that  the  dangers  of  the  condition 
of  the  woman  after  she  has  been  successfully  treated  by  electricity 
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in  extra-uterine  pregnancy  have  been  immensely  exaggerated  by 
the  exponents  of  laparotomy.  I  can  bring  you  another  case  at  the 
next  meeting  treated  in  the  same  way,  with  about  the  same  results. 
Unfortunately,  or  fortunately,  I  have  seen  a  number  of  them,  but  I 
am  perfectly  willing  to  state  that  I  had  no  idea  of  making  any  con- 
troversy here  over  the  merits  of  laparotomy.  My  object  was  to 
prove  that  that  point  has  been  immensely  exaggerated,  that  if  the 
results  are  favorable  to  the  woman  at  all  by  electricity,  the  results 
are,  in  a  vast  majority  of  cases,  good,  and  do  not  leave  the  woman 
in  any  worse  condition  if  it  fails.  If  it  fails,  then  comes  the  ques- 
tion of  laparotomy,  and  I  claim  that  I  can  operate  on  a  woman 
who  has  had  the  electric  current  used  upon  her  just  as  well  as 
upon  one  who  has  not,  and  I  am  not  sure  but  a  little  better. 

For  the  benefit  of  Dr.  Hungerford  I  would  say  that  I  had  no 
theories.  I  presented  nothing  but  cold  facts,  and  the  treatment 
left  the  woman  with  a  comparatively  healthy  pelvis.  The  only 
theory  was  the  one  thrown  out  by  Dr.  Pryor  as  to  whether  or  not 
a  correct  diagnosis  had  been  made.  The  diagnosis  was  made  by 
two  or  three  of  the  best  men  in  this  city,  one  of  whom  had  laid  her 
out  for  a  laparotomy  when  I  took  charge  of  the  case.  My  assist- 
ants who  are  good  examiners  made  the  diagnosis  separately  and 
all  agreed' with  me.  I  wish,  Mr.  President,  to  have  this  point  espe- 
cially brought  out,  that  it  was  not  with  the  object  of  bringing  up  a 
discussion  on  the  relative  merits  of  electricity  and  laparotomy  that 
I  presented  this  case,  but  simply  to  clear  that  one  stigma  put  on 
the  electrical  treatment,  and  which  I  do  not  wish  Dr.  Hungerford 
or  anybody  else  to  carry  away — that  electricity  will  imperil  his 
cases.  I  do  not  believe  it  will,  but  that  in  the  large  proportion  of 
cases  it  will  cure  them  and  the  laparotomist  will  not  be  needed. 
If  it  fails  to  cure  then  the  laparotomist  may  safely  perform  the 
operation. 

Dr.  Coe  still  believed  that  in  this  particular  case  his  patient  was 
exposed  to  further  dangers  after  the  foetus  was  dead.  Six  weeks 
after  the  haemorrhage  occurred  in  the  tube  and  the  foetus  was 
killed,  the  patient  was  operated  upon  and  during  the  removal  of  a 
non-adherent  tumor  it  burst  and  a  quantity  of  blood  escaped.  The 
tube  was  doubled  in  size  after  the  foetus  was  killed  and  certainly 
would  have  ruptured.  In  country  practice,  as  referred  to  by  Dr. 
Hungerford,  where  the  patient  is  not  accessible  she  is  running  a 
great  risk  if  operation  is  delayed.  The  important  point  is  the 
positive  diagnosis  of  the  cases  in  which  electricity  can  be  used, 
and  I  think  the  great  controversy  is  on  the  question,  diagnosis. 
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Here  was  a  case  in  which  diagnosis  could  not  have  been  positively 
made.  We  see  patients  with  tubal  abortion  and  some  of  the 
symptoms  closely  resemble  those  of  rupture.  I  think  in  these 
cases  the  pains  are  the  stretching  of  the  tube  from  the  growing 
fcetus  and  not  from  the  slight  haemorrhage.  There  were  no  symp- 
toms of  rupture  in  this  case.  I  diagnosed  it  "unruptured  tubal 
pregnancy,"  or  possibly  a  slight  rupture.  If  you  find  a  patient 
with  an  enlarged  uterus  and  behind  it  a  prolapsed  ovary,  I  do  not 
see  how  you  are  going  to  make  a  distinction  between  such  a  con- 
dition and  a  simple  ectopic  gestation.  I  recollect  a  case  of  small 
ovarian  cyst  which  had  the  typical  symptoms  of  rupture.  If  I  had 
treated  that  case  by  electricity  instead  of  by  an  exploratory  incis- 
ion, it  would  have  gone  on  record  as  a  cure  by  electricity.  I  do 
not  wish  to  pose  as  a  radical,  but  I  do  think  very  few  men  can 
diagnose  an  ectopic  gestation  at  an  early  enough  stage  to  cure  by 
electricity. 

Dr.  Graxdix  in  answer  to  Dr.  McGinnis's  question  said  in  the  first 
place  the  case  was  not  his  but  was  only  seen  in  consultation,  and 
second  that  he  admitted  it  was  an  error  in  diagnosis.  He  was 
perfectly  willing  to  have  the  case  go  on  record  with  the  latter 
qualification  for  it  proved  that  if  primary  section  became  the  rule 
in  the  absence  of  rupture  there  was  considerable  risk  of  often  find 
ing  only  a  gravid  u/e?'us. 

DISCUSSION  OX  DR.    PRYORS  SPECIMEN. 

Dr.  G.  M.  Edebohls  wished  to  comment  on  one  feature  in  the 
operative  treatment  of  these  cases,  namely,  that  the  fact  that  the 
pelvic  cavity  has  been  somewhat  soiled  during  a  laparotomy  does 
not  necessarily  call  for  irrigation  and  drainage.  He  thought  the 
debris  could  be  removed  by  means  of  sterilized  cloths  and  the  ab- 
domen closed  and  the  chances  of  recovery  be  as  good  or  better 
than  with  irrigation  and  drainage.  He  had  for  the  last  few  months 
employed  a  method  which  heretofore  had  not  been  in  common  use 
in  treating  these  cases.  In  removing  pyosalpinx,  ovarian  abscess 
and  other  purulent  collections  in  the  pelvis  the  abscess-sac  occa- 
sionally ruptured  discharging  some  of  its  pus  into  the  peritoneal 
cavity.  In  such  cases  in  order  to  keep  the  pus  from  running  about 
he  so  arranged  as  to  catch  it  up  with  sterilized  gauze  serviettes. 
After  drying  the  parts  thoroughly  he  took  a  piece  of  gauze  wrung 
out  of  a  solution  of  i-iooo  or  even  1-500  sublimate  applied  it  with 
gentle  pressure  to  the  soiled  parts,  again  dried  and  closed  the  ab- 
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domen.  By  this  method  he  had  had  more  satisfactory  results  than 
with  any  other  method  previously  employed. 

Dr.  W.  R.  Pryor  said  he  used,  instead  of  the  sterilized  cloth,  a 
twenty  per  cent,  iodoform-gauze,  which  he  left  in  until  the  last 
moment,  taking  it  out  after  tying  all  the  sutures  but  two. 

DISCUSSION  ON  DR.    CLEVELAND'S  SPECIMEN. 

Dr.  A.  H.  Buckmaster  thought  there  were  a  number  of  cases  of 
haemorrhage  to  which  no  cause  could  be  assigned.  They  curette 
the  uterus  without  result  and  try  unavailingly  every  other  means 
of  treatment.  The  specimen  presented  illustrates  that  we  are  justi- 
fied in  pursuing  a  more  radical  treatment — that  is  opening  the 
abdomen  and  ascertaining  the  cause  of  the  trouble  in  these  obscure 
cases  of  haemorrhage. 

Dr.  Cleveland  in  reply  to  a  question  from  Dr.  Murray  stated 
that  the  symptoms  of  haemorrhage  had  been  present  for  three  years. 
That  subinvolution  of  the  uterus  had  been  present;  that  the  cervix 
which  was  badly  lacerated  had  been  sewed  up  two  years  ago  at 
which  time  a  tumor  was  found  and  removal  advised,  but  lapa- 
rotomy was  refused.  In  nearly  all  cases  where  he  sewed  up  thf 
uterus,  where  it  was  enlarged,  it  was  his  custom  to  curette. 

Dr.  R.  A.  Murray  said  that  he  advocated  the  curette  and  thought 
every  member  of  the  society  would  advocate  its  use  when  there  is 
a  haemorrhage  from  the  uterus  and  the  uterus  is  found  enlarged, 
but  curetting  would  do  no  good  if  there  be  a  tumor  outside  the 
uterus  which  is  the  cause  of  the  uterine  congestion,  but  on  the  con- 
trary that  it  would  do  much  harm,  because  as  a  rule  the  manipu- 
lation necessary  to  curette  with  the  hand  outside  the  abdomen  and 
the  curette  inside  the  uterus,  renders  the  patient  liable  to  infection 
unless  the  uterus  is  washed  out  very  carefully  immediately  after  the 
curetting.  The  chances  of  infection  are  so  great  that  the  patient 
instead  of  being  benefited  will  be  harmed  by  the  setting  up  of  a 
purulent  infection  resulting  in  a  septic  peritonitis,  or  possibly  before 
that  a  septic  salpingitis.  Curetting  an  intra-uterine  fibroid  destroys 
the  granulations  on  the  mucous  membrane,  and  oftentimes  a  sub- 
mucous will  become  an  intra-uterine  fibroid,  the  capsule  being 
ruptured  and  the  curetting  aiding  its  expulsion.  But  in  the  case  of  an 
extra-uterine  fibroid  curetting  can  accomplish  nothing  but  harm, 
and  I  have  seen  a  number  of  cases  where  purulent  salpingitis  has 
resulted  from  the  use  of  the  curette  in  competent  hands  and  after 
the  uterus  has  been  washed  out,  the  salpingitis  being  no  doubt  the 
direct  result  of  the  manipulation,  and  consequent  septic  infection, 
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necessitated  by  the  curetting,  because  before  the  curetting  there  was 
no  evidence  of  it.  While  greatly  in  favor  of  the  curette,  where 
the  tumor  is  directly  in  the  uterine  cavity  I  would  make  this  pro- 
viso :  that  it  should  not  be  used  when  the  growth  is  outside  of  the 
uterus  and  the  uterus  is  only  secondarily  affected. 

Dr.  A.  F.  Currier: — It  has  been  said  that  most  of  us  present  are 
in  favor  of  the  curette  where  the  uterus  is  enlarged  and  there  is 
haemorrhage  present,  but  Dr.  Murray  would  limit  the  operation  to 
those  cases  in  which  the  tumor  is  within  the  uterus,  or  in  the  im- 
mediate vicinity  of  the  uterus. 

Dr.  Murray  said  he  would  limit  the  operation  of  curetting  to 
those  cases  where  the  tumor  is  so  connected  with  the  uterus  as  to 
cause  the  mucous  membrane  to  be  in  a  haemorrhagic  condition. 

Dr.  Currier  thought  it  was  difficult  to  decide  that  point,  that 
there  were  some  cases  in  which  that  accuracy  of  diagnosis  could 
not  be  made.  He  had  seen  a  case  in  which  the  tumor  was  as 
large  as  a  duck's  egg,  intimately  connected  with  the  uterus,  sessile, 
and  in  which  the  whole  uterus  had  undergone  enlargement  which 
you  would  expect  in  the  presence  of  such  a  new  growth,  but  in 
which  the  appearance  of  the  tumor  was  not  made  out  until  the  ab- 
domen was  opened.  The  tumor  was  supposed  to  be  an  integral 
portion  of  the  uterus,  although  there  were  symptoms  of  haemorrhage 
and  enlargement  of  the  uterus  consequent  upon  such  growths.  He 
thought  it  would  be  very  difficult  to  treat  many  of  the  cases  that 
were  met  with  if  the  limitations  for  curetting  were  made  so  narrow 
as  those  laid  down  by  Dr.  Murray;  that  curetting  in  a  very  large 
majority  of  cases  under  suitable  precautions,  which  every  one  who 
curettes  the  uterus  ought  to  be  able  to  use,  would  not  be  productive 
of  anything  like  serious  harm. 

Dr.  H.  C.  Coe  called  Dr.  Murray's  attention  to  the  result  of 
cauterization  of  the  endometrium,  which  he  thought  was  about 
the  same  thing  as  curetting. 

Dr.  W.  R.  Pryor  could  not  see  any  similarity  between  curetting 
and  cauterization.  The  electrode  leaves  a  nasty  dead  mass  there, 
while  the  curette  removes  the  mass. 

Dr.  Murray  thought  the  curette  and  the  cautery  were  two  very 
different  things.  Cauterization  destroys  the  mucous  membrane. 
Curetting  is  taking  away  from  the  mucous  membrane  what  is  ad- 
ventitious but  it  is  not  destructive.  He  could  not  see  the  impor- 
tance of  curetting  the  uterus  when  there  was  a  growth  outside  of  it. 
The  effect  of  such  a  growth  on  the  uterus  is  only  reflex— you  might 
just  as  well  curette  a  patient's  mouth. 
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Dr.  Cleveland  said  the  two  factors  at  work  in  this  case  were 
subinvolution  and  a  lacerated  cervix.  The  uterus  was  kept  in  a 
congested  state  by  the  lacerated  cervix,  and  the  result  of  the  curet- 
ting was  the  removal  of  a  large  amount  of  fungosities. 

Dr.  A.  H.  Buckmaster  read  a  paper  entitled,  The  Formation  of  an 
Artificial  Anus,  with  Report  of  a  Case. 

DISCUSSION. 

Dr.  Cragin  recalled  the  case  of  a  young  woman  nineteen  years 
of  age  who  was  sent  to  him  from  Canada  three  years  ago.  She 
was  born  with  two  vaginae  and  two  uteri,  and  the  rectum  opened 
into  the  cloaca,  that  is  the  vagina  as  it  seemed  to  be,  but  soon 
after  the  child  was  born  some  physician  in  Canada  had  made  an 
incision  into  the  cloaca,  in  the  place  where  the  anus  ought  to  be. 
She  came  to  the  hospital  and  passed  faeces  through  the  vulva 
opening  and  also  through  the  incision  the  surgeon  made.  The 
two  vaginae  and  rectum  opened  into  the  cloaca,  and  also  opening 
into  the  cloaca  was  this  incision  with  the  cicatricial  border.  I 
dissected  up  the  posterior  vaginal  walls  from  the  cloaca  and  brought 
those  forward,  and  then  dissected  up  around  the  rectum  and 
brought  that  down  and  stitched  it  into  the  hole  the  doctor  had  al- 
ready made,  first  incising  the  skin  and  septum  that  divided  the 
vulvae  opening  and  the  cicatricial  opening  made  by  the  surgeon. 
The  patient  was  seen  recently  and  had  control  over  the  bowels 
except  when  they  were  loose.  There  was  found  to  be  a  distinct 
septum  now  existing  between  the  two  vaginae  and  anus,  and  the 
patient  seemed  in  good  condition. 

Dr.  Ralph  Waldo  reported  a  case  in  his  service  at  the  Maternity 
Hospital  of  a  child  born  without  an  anus.  A  simple  operation  was 
performed  by  starting  in  where  the  anus  was  supposed  to  be  and 
making  an  incision  about  an  inch  long  straight  up  toward  the 
child's  foramen  magnum,  and  finally  the  rectum  was  found,  dis- 
tended with  water.  The  nozzle  of  a  syringe  was  placed  in  this, 
which  proved  to  be  the  lower  end  of  the  intestine  and  as  far  as  the 
operation  was  concerned  it  was  a  success,  although  the  child  after- 
wards died  of  other  causes. 

Dr.  Buckmaster  said  that  in  calling  attention  to  this  very 
rare  case  his  purpose  was  that  the  errors  which  he  had  made  might 
be  guarded  against  by  others.  The  principal  error  was  that  of  try- 
ing to  do  too  much  at  one  time.     If  the  operator  will  content 
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himself  with  gaining  a  very  little  at  a  time  he  will  assure  the  success 
of  his  operation.  If  he  will  fasten  the  rectal  wall  to  the  skin,  the 
rest  of  the  operation  is  comparatively  simple.  He  thought  that  this 
point  was  original,  as  he  found  no  record  of  it  in  the  histories  of 
any  of  the  cases  reported,  and  he  was  confident  that  if  this  point 
was  observed  that  success  would  result.  In  almost  all  of  the 
operations  heretofore  done  an  attempt  has  been  made  either  to 
make  a  rectal  opening  by  introducing  plugs  and  other  materials, 
which  was  followed  by  cicatricial  contraction  or  by  drawing  down 
the  whole  rectum  at  a  time.  The  main  point  which  he  wished  to 
emphasize  was  that  only  a  portion  of  the  rectum  should  be  drawn 
down  at  a  time,  and  the  balance  at  a  subsequent  operation. 

Dr.  A.  F.  Currier  read  the  history  of  a  case  illustrating  A  New 
Method  for  Operating  for  Vesico-  Vaginal  Fistula  and  the  Use  of 
Salol for  Keeping  the  Bladder  Quiet. 


Fig.  i.  Fig.  2. 

First  diagram  shows  deep  sutures  in  position.  Second  shows  the  deep 
sutures  tied  with  a  shot  clamped  at  the  end.    Superficial  sutures  not  tied. 

The  model  which  is  presented  illustrates  a  method  of  operating 
for  vesico-vaginal  fistula  which  seemed  to  offer  decided  advantages 
over  the  Sims'  or  Emmet  method  of  operating.  The  edge  of  the 
fistula  is  deeply  beveled  as  in  the  Sims'  method,  the  suture  material 
is  worm-gut.  The  deep  sutures  instead  of  being  passed  to  the 
mucous  membrane  of  the  bladder  are  Lembert  sutures  passed  en- 
tirely within  the  denuded  area.  A  secondary  row  of  sutures  is  then 
passed  which  gives  additional  firmness  and  tightness  to  the  wound. 
The  area  of  tissue  which  is  thus  brought  in  contact  is  quite  large, 
and  a  thick  mass  is  included  within  the  two  rows  of  sutures.  A  great 
advantage  consists  in  the  fact  that  the  sutures  do  not  come  in  con- 
tact with  the  interior  of  the  bladder,  if  the  wound  is  properly  closed, 
and  hence  ought  not  to  act  as  drains  for  the  bladder  contents.  This 
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is  too  often  a  source  of  failure  by  the  Simon,  or  even  the  Sims' 
method  of  operating. 

There  is  probably  no  suture  material  which  is  less  irritating  to 
the  tissues  than  worm-gut,  and  its  flexibility  when  moist  gives  it  a 
decided  advantage  over  a  metallic  suture.  A  very  fine  straight 
hypodermic-pointed  needle  should  be  used,  from  three-quarter  of 
an  inch  to  an  inch  in  length.  The  worm-gut  suture  swells  suffi- 
ciently to  fill  the  needle  puncture.  It  is  quite  essential  that  the  ends 
of  the  first  row  of  sutures  should  be  left  long  enough  to  project  be- 
yond the  vaginal  surface  of  the  wound,  but  if  too  long  they  will 
scratch  the  tissues  in  contact  with  them  like  bristles.  If  not  long 
enough  they  have  a  disagreeable  habit  of  becoming  buried  within 
*  the  wound,  and  then  they  become  a  source  of  intense  irritation, 
and  may  do  much  mischief  as  the  writer  knows  from  experience. 
The  outer  row  of  sutures  may  be  clamped  with  shot  which  will 
serve  to  distinguish  them  from  the  primary  ones.  It  is  also  im- 
portant to  place  the  sutures  as  closely  together  as  is  consistent  with 
the  integrity  of  the  tissues.  The  first  row  should  make  the  fistula 
water-tight,  the  second  merely  increased  the  thickness  of  the 
wound  and  prevents  the  breaking  down  which  so  often  follows  ap- 
parent cures.  The  sutures  may  be  removed  in  a  week  in  some 
cases,  but  there  can  usually  be  little  or  no  harm  in  leaving  them  a 
few  days  longer  if  this  is  deemed  essential.  The  sigmoid  catheter 
should  be  constantly  worn  after  the  operation  and  until  the  sutures 
have  been  removed  two  days.  Salol  should  be  given  in  five  grain 
doses  three  or'four  times  daily  for  its  antiseptic  effect,  and  for  its 
probable  solvent  effect  upon  certain  of  the  troublesome  inorganic 
constituents  of  the  urine.  A  larger  quantity  than  that  which  is 
mentioned  will  usually  be  unadvisable.  The  writer  has  seen  car- 
bolic acid  poisoning  result  from  overdosage.  Pain  and  spasmodic 
contraction  of  the  bladder  should  be  controlled  by  suitable  doses  of 
atropia  and  morphia. 

This  method  was  quite  recently  put  to  the  test  in  an  obstinate 
case  of  urethra-vaginal  fistula  in  which  five  operations  had  already 
been  done,  two  fistulous  openings  near  the  neck  of  the  bladder  remain- 
ing. An  operation  was  performed  March  14th  after  the  manner 
that  has  been  described,  but  a  sufficient  number  of  sutures  was  not 
passed  in  the  first  row  to  ensure  tightness,  for  the  straining  of  the 
patient  caused  the  urine  to  exude,  though  this  did  not  occur  after 
the  second  row  was  passed,  straining  efforts  then  causing  all  urine 
to  pass  out  from  the  urethra.  The  patients  bladder  was  in  a  state 
of  almost  constant  spasm.    She  could  not  wear  the  catheter  as  it 
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would  be  forced  out,  and  I  had  not  yet  appreciated  the  value  of  the 
salol,  morphia  and  atropia  medication.  The  urine  was  excessively 
phosphatic  and  alkaline,  and  at  the  end  of  nine  days  the  sutures 
were  removed  only  to  find  that  there  was  leakage  and  phosphatic 
deposit  upon  one  of  them.  I  attempted  to  drain  the  bladder  with 
strands  of  worm  gut  in  the  urethra,  but  the  almost  constant  con- 
traction forced  them  out.  The  bladder  was  daily  irrigated  with 
warm  boric  acid  solution,  and  the  writer  attended  to  the  irrigation 
himself.  This  failure  taught  at  once  that  the  method  had  value, 
but  that  something  more  was  necessary  than  had  already  been 
done.  Two  days  after  removing  the  sutures  (March  25th)  the 
operation  was  repeated,  five  deep  and  five  superficial  sutures  were 
passed,  the  sigmoid  catheter  was  accurately  adjusted,  and  a 
quarter  of  a  grain  of  morphia  and  a  hundred  and  twentieth  of 
atropia  were  administered  hypodermically.  These  were  repeated 
as  often  as  was  necessary  to  keep  the  patient  entirely  quiet. 
Salol  was  given  in  five  grain  doses  four  times  daily,  and  the 
catheter  was  washed  out  twice  daily.  There,  were  no  con- 
tractions of  the  bladder,  the  patient  slept  well  and  was  entirely 
comfortable,  there  were  no  phosphatic  deposits  in  the  urine  except 
for  a  day  or  two  when  the  salol  was  intermitted.  A  portion  of  the 
sutures  were  removed  on  the  eighth  day,  and  the  remainder  on  the 
tenth.  The  wound  healed  satisfactorily  and  still  seems  to  be  per- 
fectly firm. 

DISCUSSION. 

Dr.  J.  Duncan  Emmet  : — When  a  certain  means  fits  an  end  per- 
fectly why  should  we  try  to  do  away  with  it  ?  I  would  therefore 
ask  Dr.  Currier  in  what  way  his  method  of  operating  is  superior  to 
Sims'  method  with  silver  wire,  which  I  think  is  perfect  ?  The  use  of 
silk-worm  gut  is  not  an  improvement.  Two  things  in  which  silk- 
worm gut  and  silver  wire  are  equal  is  that  both  are  encapsulated, 
consequently  do  not  cause  irritation  or  leakage,  but  the  great 
superiority  of  silver  wire  is  that  it  lies  down  smooth  and  flat- 
against  the  tissues  when  properly  used  and  can  produce  no  irrita- 
tion in  the  vagina  itself,  and  the  wound  is  left  at  rest.  But  the  silk- 
worm gut  stands  up  and  will  stick  into  the  tissues.  In  the  cervix  it 
may  not  irritate,  but  on  the  vagina  it  must  irritate  a  great  deal, 
and  I  do  not  see  that  anything  is  gained  by  its  use. 

Dr.  Pryor  did  not  see  in  what  way  the  operation  differed  at  all 
from  Sims'  except  in  the  suture  material.  He  said  it  was  not  a 
Lembert  suture,  but  that  it  was  simply  an  apposition  of  one  raw 
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surface  to  another;  that  the  sutures  were  applied  in  the  same  way 
as  in  the  Sims'  method. 

Dr.  Krug  thought  that  the  way  in  which  the  sutures  were  intro- 
duced was  not  of  so  much  importance  as  the  fact  that  they  were 
cleanly  introduced.  Any  vesico-vaginal  fistula  will  heal  if  you  are 
aseptic  in  your  operation,  and  whether  you  occasionally  catch  up  a 
little  mucous  membrane  is  of  no  importance  so  long  as  you  operate 
under  aseptic  conditions. 

Dr.  Cleveland  differed  with  Dr.  Emmet  in  regard  to  the  silk- 
worm gut.  He  had  used  it  in  the  vagina  and  thought  it  was  less 
irritating  than  the  silver  wire.  He  had  used  it  in  Emmet's  opera- 
tion in  colporrhaphy. 

Dr.  Cragin  had  used  the  silk-worm  gut  in  vesico-vaginal  fistula 
with  good  results. 

Dr.  Currier  in  closing,  thought  the  criticisms  were  largely  theo- 
retical. The  paper  was  a  statement  of  facts,  not  a  statement  of 
theories,  and  as  such  I  think  it  has  stood,  as  far  as  that  one  case  is 
concerned.  The  statement  was  made  that  it  is  easy  to  cure  vesico- 
vaginal fistula.  That  can  be  answered  in  regard  to  this  particular 
case,  that  it  had  been  operated  on  by  three  members  of  this  Society, 
who  are  first  among  the  operators  of  this  country,  and  the  opera- 
tion was  each  time  a  failure.  One  of  them  operated  twice  and  cer- 
tainly it  was  not  from  lack  of  skill  that  the  operation  was  a  failure. 

As  regards  the  method — a  perfect  method  being  in  existence 
why  suggest  anything  else — the  very  fact  that  the  method  which 
had  been  tried  by  other  gentlemen  and  had  not  been  successful 
was  what  suggested  to  my  mind  the  possibility  that  something  else 
might  be  tried,  and  the  facts  show  that  this  change  or  improvement 
in  the  operation  was  an  advantage  in  this  particular  case.  The 
question  was  asked  how  this  method  differs  from  the  ordinary 
method  of  passing  the  sutures.  It  differs  radically  from  that  in  this 
way:  that  the  Sims'  method  of  passing  the  sutures  is  from  the 
mucous  membrane  of  the  vagina  down  to  the  mucous  membrane  of 
the  bladder.  It  includes  all  the  tissue  in  its  grasp,  and  the  two  sides  of 
the  wound  are  brought  together  and  are  very  much  compressed  in  the 
twisting  of  the  suture.  I  used  the  Lembert  suture,  and  if  I  am 
wrong  in  calling  it  such,  it  is  because  I  have  not  understood  the 
description  of  the  Lembert  suture,  but  whatever  it  may  be  called  it 
brings  a  large  amount  of  tissue  in  contact;  more  than  that  the  edges 
of  the  wound  are  folded  into  the  bladder  which  also  thickens  the 
wall,  and  then  by  passing  the  second  row  of  sutures  the  wound  is 
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made  still  thicker.  That  it  was  a  satisfactory  method  of  treatment 
is  certainly  shown  by  the  result  in  this  case. 

In  regard  to  the  scratching  of  the  vagina,  I  mentioned  the  possi- 
bility of  that  in  connection  with  the  leaving  of  the  ends  of  the  silk- 
worm gut  in  the  vagina,  that  it  was  an  objection  which  could  be 
met  by  using  shot  on  the  ends  of  the  sutures. 

Dr.  J.  Duncan  Emmet  said  that  if  the  gentlemen  to  whom  Dr. 
Currier  referred  failed  with  Sims'  method,  the  failure  was  on  their 
part,  and  not  on  account  of  the  method.  The  failure  was  either  due 
to  some  septic  material  getting  into  the  wound  at  the  time  of  opera- 
tion, or  to  some  vaginal  bands  there,  formed  by  lacerations  due  to 
the  same  injury  which  caused  the  original  laceration  of  the  bladder 
and  which  dragged  upon  the  wound  in  the  bladder  so  as  to  prevent 
it  from  uniting  properly,  and  if  Dr.  Currier  made  no  division  of 
cicatricial  bands  and  still  succeeded  with  his  suture  it  was  because 
it  held  the  lips  of  the  wound  tighter  together  than  the  other 
method  did;  but  that  is  nothing  against  the  operation,  because  the 
operator  should  in  this  operation  remove  all  forces  which  would  tend 
to  keep  the  lips  of  the  wound  apart. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

Section  on  Obstetrics  and  Gynaecology. 
January  28,  1892. 
Egbert  H.  Grandin,  M.  D.,  afterward  R.  A.  Murray,  M.D.,  Chairman. 

Dr.  Robert  L.  Dickinson  read  a  paper  entitled,  Diagnosis  of  Preg- 
nancy Between  the  Second  and  Seventh  Weeks  by  Bimanual  Exami- 
nation. 

Dr.  H.  C.  Coe  thought  that  in  order  to  detect  the  slight  differ- 
ences shown  by  the  diagrams,  it  would  be  necessary  to  be 
very  familiar  with  the  case.  Unfortunately  in  many  cases  in 
which  it  was  desirable  to  make  an  early  diagnosis,  the  physician 
had  little  information  regarding  the  previous  condition  of  the 
patient's  pelvic  organs.  Others  again  were  cases  where  there  had 
been  displacement,  or  adhesions,  or  a  partial  state  of  subinvolu- 
tion, and  in  them  he  doubted  whether  such  slight  changes  as  were 
mentioned  could  be  distinguished  from  them.  His  own  experience 
in  diagnosticating  very  early  pregnancy  by  bimanual  examination 
had  been  limited. 
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Dr.  H.  L.  Collyer  said  the  paper  was  of  great  interest  to  him  in 
as  much  as  he  had  written  one  on  the  same  subject.  It  was  read 
before  a  medical  society  but  not  published.  It  had  for  its  basis 
some  observations  which  were  begun  under  the  instruction  of  Dr. 
Grandin  who  was  the  first  to  call  attention  to  the  value  of  bimanual 
examination  in  the  early  weeks  of  pregnancy  under  the  supposi- 
tion that  he  was  finding  Hegar's  sign,  but  in  reality  described 
something  different.  After  an  examination  of  three  or  four  hundred 
cases,  Dr.  Collyer  had  become  convinced  that  the  most  valuable 
sign  on  palpation  was  elasticity  at  the  fundus  uteri,  giving  one  the 
impression  of  a  rubber  ball  forced  out  into  the  fundus.  It  was 
easily  recognized  in  a  favorable  subject  as  early  as  the  fifth  week. 
Hegar's  sign  was  absent  in  six  to  eight  per  cent,  of  the  cases.  He 
had  seen  the  flattening  out  of  the  fundus  mentioned  by  the  author 
in  a  few  cases,  and  it  signified  impending  miscarriage.  He  had 
known  some  cases  of  dense  hardness  of  the  fundus  due  to  hyper- 
plasia to  be  mistaken  for  pregnancy.  In  pregnancy  the  uterus 
was  elongated  at  the  fifth  or  sixth  week  about  a  quarter  of  an  inch, 
and  at  the  eighth  week  nearly  half  an  inch.  He  had  noticed  two 
cases  in  which  the  elasticity  to  which  he  had  referred  was  present 
at  one  horn  only,  but  afterward  spread.  Where  one  could 
not  palpate  the  uterus,  early  diagnosis  must  be  only  suppositional. 

Dr.  Charles  Jewett  thought  it  was  possible  to  make  a  diagnosis 
of  pregnancy  in  the  second  month  with  a  great  deal  of  certainty 
where  two  or  three  examinations  had  been  allowed.  One  of  the 
earliest  signs' described  by  the  author  was  the  globular  enlarge- 
ment of  the  upper  portion  of  the  uterus,  which  was  entirely 
rational  since  it  was  in  this  location  that  the  products  of  concep- 
tion began  their  growth.  But  to  be  of  diagnostic  value,  he  thought 
there  should  also  be  softening,  otherwise  it  might  indicate  a 
pathological  state.  Hegar's  sign  was  not  present  at  a  very  early 
stage,  and  might  not  be  present  at  all. 

He  attached  much  importance  to  softening  with  enlargement, 
the  softening  never  being  doughy,  but  accompanied  by  a  certain 
amount  of  elasticity. 

Dr.  Egbert  H.  Grandin  was  glad  to  learn  that  the  paper  had 
confirmed  conclusions  at  which  he  had  arrived  a  number  of  years 
ago.  As  early  as  1884  when  he  read  a  garbled  extract  description 
of  Hegar's  sign  he  investigated  the  subject,  examining  fully  seventy- 
five  patients,  and  published  his  findings.  What  he  supposed  to  be 
Hegar's  sign,  he  had  since  become  convinced  was  something  quite 
different.     His  conclusion  was  that  in  favorable  cases  it  was  possi- 
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ble  in  the  vast  majority,  say  ninety  per  cent.,  to  make  a  presumptive 
diagnosis  as  early  as  the  sixth  week.  He  had  not  had  opportunity 
to  examine  cases  earlier.  He  depended  on  no  one  sign.  The 
most  important  ones  were  the  globular  shape  of  the  fundus  with 
bulging  at  the  lower  uterine  segment,  and  elasticity  of  the  corpus 
uteri.  It  was  absolutely  essential,  in  order  to  make  the  diagnosis 
by  these  signs,  to  get  the  uterus  between  the  fingers,  one  on  the 
abdomen,  the  other  in  the  vagina,  or  perhaps  with  one  in  the 
rectum.  There  was  a  distinct  difference  between  the  pregnant 
uterus  and  one  which  was  subinvoluted  or  hyperplastic.  In  these 
pathological  states  there  was  absence  of  the  elasticity,  etc. 

Dr.  Vineberg  spoke  of  the  manifest,  though  slight,  variations  of 
the  unimpregnated  uterus  at  different  examinations,  and  said  that 
only  one  of  much  experience  would  be  able  to  detect  the  slight 
changes  mentioned  by  the  author. 

Dr.  E.  V.  Agramonte  thought  it  well  to  remember  in  any  doubt- 
ful case  the  changes  undergone  by  the  mucous  membrane  around 
the  os  uteri  during  pregnancy.  In  addition,  the  direction  of  the 
womb  had  some  significance.  One  should,  then,  take  into  account 
all  the  signs  if  he  would  not  run  the  risk  of  being  deceived. 

Dr.  J.  Clifton  Edgar  said  the  paper  was  very  interesting,  since 
all  recognized  the  fact  that  the  diagnosis  of  pregnancy  in  the  early 
weeks  was  very  difficult,  and  in  some  women  almost  impossible. 
Personally  he  had  been  relying  on  the  so-called  Hegar  sign,  of  jug- 
shape  in  the  early  weeks.  With  the  intermittent  contractions,  and 
the  transverse  puckering  anteriorly  and  posteriorly,  which  he 
believed  had  first  been  described  by  one  of  Hegar's  assistants,  he 
had  had  no  experience,  but  would  look  for  them  hereafter.  He 
thought  it  was  not  one  sign  or  symptom,  but  a  combination  of  all 
that  could  be  ascertained  which  enabled  one  to  make  the  diagnosis 
at  so  early  a  period. 

Dr.  Cole  referred  to  a  color  sign,  namely,  a  purple  hue  of  the 
cervix,  which  he  found  in  one  case  as  early  as  the  third  week.  It 
was  of  value,  taken  with  other  signs. 

Dr.  Elizabeth  Cushier  said  regarding  contraction  of  the  uterus, 
that  she  had  frequently  observed  it  early  in  pregnancy,  and  also 
without  pregnancy  when  trying  to  lift  the  retroverted  uterus.  The 
consistency  of  the  uterus  could  be  made  to  change  by  manipula- 
tion even  in  the  girl,  the  softened  condition  passing  into  a  firmer 
one  and  simulating  more  closely  early  pregnancy. 

Dr.  R.  A.  Murray  had  also  frequently  observed  contraction  of 
the  unimpregnated  uterus  closely  simulating  pregnancy.     In  preg- 
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nancy  the  uterus  sunk  at  first  in  the  pelvis,  and  its  shape  became 
somewhat  altered  if  it  were  lifted.  He  would  not  rely  upon  the 
shape  in  diagnosis  of  early  pregnancy  unless  the  sign  mentioned 
by  Dr.  Collyer  were  present,  namely,  softening  and  elasticity  at 
the  fundus.  He  did  not  venture  a  diagnosis  on  a  single  examina- 
tion. Another  interesting  subject  was  the  difference  in  size  be- 
tween normal  uteri.  He  was  convinced  that  a  difference  did  exist, 
and  that  not  all  normal  uteri  had  the  same  depth  or  the  same 
amount  of  muscular  tissue.  Due  allowance  should  be  made  for 
this  fact  in  examining  for  early  pregnancy. 

Dr.  Dickinson  said  in  closing,  that  he  did  not  think  there  was 
danger  of  mistaking  subinvolution  for  the  globular  enlargement  of 
the  fundus  in  pregnancy,  because  of  the  difference  in  shape.  He 
agreed  with  the  speakers,  that  more  than  one  examination  was 
often  necessary,  and  that  more  than  one  sign  should  be  elicited 
when  possible.  The  diagnosis  was  very  reliable,  however,  where 
the  uterus  was  distinctly  globular  and  elastic.  The  examination 
should  be  made  in  such  a  way  as  not  to  bring  out  contractions. 
He  agreed  with  Dr.  Grandin,  that  we  should  cease  to  speak  of  these 
as  Hegar's  signs,  and  would  rather  call  them  the  bimanual  signs  of 
early  pregnancy. 

ELECTION  OF  OFFICERS. 

The  election  resulted  in  Dr.  R.  A.  Murray  being  chosen  for 
Chairman,  and  Dr.  J.  Clifton  Edgar  for  Secretary  during  the  ensuing 
year.  A  vote  of  thanks  was  tendered  Dr.  Egbert  H.  Grandin  for 
the  able,  impartial,  and  faithful  manner  in  which  he  had  discharged 
the  duties  of  Chairman  the  past  two  years. 

Extra-uterine  Pregnancy. 

Dr.  Florian  Krug  presented  one  of  four  specimens  of  tubal 
pregnancy  obtained  by  him  by  laparotomy  during  one  week 
recently.  As  it  was  his  intention  soon  to  read  a  paper  on  the  sub- 
ject, he  took  this  occasion  only  to  exhibit  one  of  the  specimens 
chiefly  because  of  the  very  great  thickness  of  its  walls  which  had 
led  the  other  gynaecologists  who  examined  the  patient  before  the 
operation  to  diagnosticate  fibroid.  Having  just  finished  an  opera- 
tion in  one  case  of  extra-uterine  pregnancy,  this  patient  was 
brought  into  the  operating  room  by  the  house-surgeon  with  the  idea 
that  the  uterus  should  be  curetted  for  imperfect  abortion.  Exami- 
nation revealed  the  tumor,  larger  than  a  hen's  egg.  at  one  side  and 
back  of  the  uterus,  and  Dr.  Krug  at  once  said  in  view  of  the  history 
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that  it  was  a  case  of  extra-uterine  pregnancy,  and  put  off  operation 
three  or  four  days,  when  his  diagnosis  was  confirmed.  The  walls 
of  the  tumor  were  very  thick  and  firm,  which,  doubtless,  had 
misled  the  other  gynaecologists  present  to  mistake  it  for  fibroid. 
Three  of  the  four  patients  made  a  good  recovery;  the  fourth  was 
practically  moribund  when  brought  in,  and  died  soon  afterward. 

Dr.  G.  M.  Edebohls  remarked  upon  the  great  hypertrophy  of  the 
muscular  walls  of  the  tumor  presented,  which,  as  Dr.  Krug  had 
said,  would  have  made  rupture  unlikely  for  some  weeks  to  come. 
Where  rupture  had  taken  place  and  the  foetus  could  not  be  found, 
he  thought  there  were  three  things  which  would  justify  one  on 
opening  the  abdomen  to  diagnosticate  ruptured  tubal  pregnancy, 
namely  (i)  considerable  effusion  of  blood  into  the  peritoneal 
cavity,  (2)  rupture  of  the  tube,  (3)  thickened  tube-walls. 

Dr.  H.  C.  Coe  said,  regarding  the  probable  source  of  haemor- 
rhage in  ruptured  tubal  pregnancy,  that  the  walls  of  the  tumor 
presented  by  Dr.  Krug  resembled  not  a  little  the  condition  seen  in 
uterine  pregnancy,  and  he  thought  that  had  rupture  taken  place  the 
larger  amount  of  blood  would  have  escaped  from  the  sinuses  rather 
than  from  the  arteries.  As  distinguishing  between  haemorrhage 
from  a  haematosalpinx,  etc.,  and  that  from  a  ruptured  tubal  preg- 
nancy, he  called  attention  to  the  hypertrophied  walls  in  the  latter 
as  contrasted  with  their  atrophied  condition  in  the  former. 

Dr.  A.  P.  Dudley  said  regarding  the  frequency  with  which  the 
operator  was  unable  to  find  the  foetus  in  ruptured  extra-uterine 
pregnancy,  that  he  thought  this  would  be  less  likely  to  occur  if  a 
search  were  made  up  toward  the  diaphragm  and  among  the  coils 
of  intestine,  for  doubtless  the  vermicular  action  of  the  intestine  was 
capable  of  carrying  the  foetus  some  distance.  At  an  early  period  it 
was  not  likely  to  give  rise  to  any  trouble  if  left,  yet  it  might. 

Dr.  Murray  called  attention  to  the  significance  of  the  previous 
history  from  a  diagnostic  point  of  view,  it  being  one  of  abortion. 

Dr.  Krug  closed  the  discussion  by  emphasizing  a  point  in  the 
history.  It  had  been  nearly  the  same  'in  the  four  cases,  and  was 
worthy  the  attention  of  the  general  practitioner  who  usually  was 
the  first,  and  often  the  last,  physician  to  see  these  cases.  There 
was  the  history  of  a  woman  having  menstruated  regularly,  then 
she  was  two  weeks,  or  perhaps  only  four  or  five  days,  over  time; 
then  some  haemorrhage  occurred  with  an  unusual  amount  of  pain; 
more  haemorrhage,  and  more  pain.  The  physician  then  called  to 
the  case  was  likely  to  regard  it  as  an  incomplete  miscarriage. 
Sometimes  the  patient  soon  developed  a  general  peritonitis,  and 
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death  was  attributed  to  that  cause  without  a  correct  diagnosis  hav- 
ing been  made.  Or  the  case  went  on  until  rupture  occurred 
which  was  attended  with  violent  pain  and  fainting.  If  under  these 
conditions  one  found  the  uterus  empty  and  a  swelling  at  one  side, 
there  was  sufficient  justification  for  opening  the  abdomen,  and  he 
would  be  likely  to  find  the  diagnosis  of  tubal  pregnancy  confirmed, 
or,  if  not,  yet  some  condition  demanding  operative  relief.  In  such 
cases  he  regarded  it  as  a  grave  mistake  to  tamper  with  electricity, 
morphine  injection,  or  something  intended  to  kill  the  foetus. 

Congenital  Dislocation  at  the  Knee. 
Dr.  J.  T.  McGillicuddy  presented  a  baby  a  day  or  more  old 
which  was  born  in  breech-presentation  without  assistance,  and 
afterward  its  left  knee  found  subluxated,  with  some  neighboring 
redness  pointing  to  pressure  and  uterine  contractions  as  a  cause. 

The  Preventive  Treatment  0/ Mastitis. 

Dr.  Virginia  M.  Davis  read  a  paper  on  this  subject,  which  was 
based  on  the  management  of  715  mothers,  most  of  whom  were 
seen  at  the  New  York  Foundling  Asylum.  Of  the  whole  number 
only  ten  came  to  have  pus  in  the  breast.  Preventive  measures 
consisted  in  keeping  the  child's  mouth  clean  and  healthy;  the  nip- 
ple from  cracking;  avoiding  engorgement,  stasis,  and  inflammation 
in  the  breasts.  An  ointment  containing  a  few  drops  of  tincture  of 
benzoin  was  applied  after  each  nursing,  and  where  a  fissure  existed 
some  astringent  might  be  called  for.  If  the  parts  refused  to  heal 
during  nursing,  this  must  be  discontinued,  at  least  for  a  time,  and 
the  parts  be  put  up  in  a  bandage  and  treated  until  healing  took 
place.  Where  engorgement  existed  she  applied  a  bandage,  and 
rubbed  out  the  milk.  If  inflammation  were  threatened  she  applied 
the  bandage,  ice-bag  (or  perhaps  heat),  caused  mild  purgation  by, 
say,  Epsom  salt,  and  used  expression  of  milk  as  might  be  neces- 
sary. In  two  or  more  cases  she  had  also  used  expression  after  the 
formation  of  pus  which  came  out  at  the  nipple  through  the  ducts. 
Compression  was  exerted  by  means  of  a  Fig.  8  bandage.  She 
said  that  maternities  at  which  patients  left  before  the  twelfth  day 
were  likely  to  give  favorable  statistics  regarding  the  number  of 
cases  of  mastitis  because  this  affection  was  not  likely  to  manifest 
itself  before  that  day — usually  from  the  fifth  to  the  twentieth  day. 

Those  who  took  part  in  the  discussion  congratulated  the  author 
on  the  comparatively  few  cases  which  had  developed  mastitis. 
Some  impressed  the  need  of  an  incision  where  pus  had  actually 
formed,  and  Dr.  Buckmaster  said  it  should  be  accompanied  with 
pressure. 
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NEW  INSTRUMENTS. 

AN  OPERATING  TABLE  FOR  GENERAL  AND  GYNAECO- 
LOGICAL SURGERY,  ADAPTED  TO  GIVE  THE  TREN- 
DELENBURG POSTURE. 

By  Clement  Cleveland,  M.D., 

Attending  Surgeon  Woman's  Hospital  and  Gynaecologist  to  N.  Y.  Cancer  Hospital  N.  Y.  City. 

This  table,  with  some  modification,  has  now  been  in  use  at  the 
Woman's  Hospital  for  a  year,  and  at  present  is  being  used  in  a  large 
number  of  hospitals,  with,  I  am  told,  entire  satisfaction. 

Before  describing  the  table  and  for  the  information  of  those  who 
may  not  be  familiar  with  the  position  it  may  be  well  to  explain 
what  ic  is.  The  object  of  the  posture,  as  the  writer  understands  it, 
is  to  so  place  the  body  that  the  intestines  will  drop  out  of  the  pel- 
vic cavity  and,  at  the  same  time  the  abdominal  muscles  will  be 
left  relaxed.  It,  therefore,  pre-supposes  two  things,  the  inclination 
of  the  body  with  the  head  downwards  and  all  tension  taken  oft  of 
the  abdominal  muscles. 

By  careful  experimentation  I  have  found  that  the  best  results  in 
these  two  respects  are  attained,  when  the  patient  is  held  in  the 
inclined  posture  with  both  knees  and  thighs  flexed,  and  the  weight 
of  the  body  partly  sustained  by  the  shoulders.  The  scheme  of  the 
table  I  now  present  is  based  upon  these  conclusions. 

In  a  former  paper,  read  before  the  American  Gynaecological 
Society  at  its  meeting  held  in  Washington  in  September  1891  I 
described  the  table  as  it  was  then  constructed'.  Since  then  I  have 
seen  reason  to  make  some  alterations,  which  have  decidedly  im- 
proved its  working.  It  is  constructed  almost  entirely  of  galvanized 
iron.  The  supports  or  legs  and  the  frame-wTork  of  the  top  are  made 
of  angle  iron,  this  form  of  the  metal  being  as  strong  as  the  solid,  and 
very  much  lighter. 

To  form  the  legs  the  iron  (one-and-one-half  inches  angle  iron)  is 
bent  in  the  form  shown  in  the  diagram  (Fig.  1,  A),  with  the  angle 
turned  inward.  They  are  held  together  and  prevented  from  spread- 
ing by  bands  of  one-and-one-quarter  inches  strap  iron  shown  in 
diagram. 

The  frame  of  the  top  made  of  the  same  size  angle  iron,  with 
angles  turned  inward  and  downward,  is  six  feet  long  and  nineteen- 
and-one-half  inches  wide.     It  is  open  at  the  lower  end  when 
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tipped  in  the  Trendelenburg  posture.  The  table  is  thirty-four 
inches  high  and  its  top  is  made  to  swivel  at  its  centre  on  two  blocks 
of  metal  placed  at  the  top  or  apices  of  the  support,  allowing  an  up 
and  down  or  see-saw  motion. 

Attached  to  the  frame  on  its  under  side  for  two-and-a-half  feet 
of  its  length  with  a  depression  at  its  centre  of  four  inches,  is  the 
drain-pan,  having  an  outlet  at  its  lower  or  centre  point.  This  can 
not  be  well  shown  by  diagram.  The  table  is  made  to  drain  only 
in  the  horizontal  position,  as  it  is  necessary  to  have  the  patient  in 
that  posture,  when  the  abdominal  cavity  is  irrigated,  that  all  fluid 
may  gravitate  to  the  pelvic  cavity,  where  it  can  be  readily  sponged 
out. 


Fig.  1. 


Jutting  outward  and  upward  from  the  centre  of  the  upper  edge 
of  the  frame  on  both  sides  are  guards  two  inches  wide  and  two-and- 
a-half  feet  long,  designed  to  guide  fluids  into  the  drain-pan  and  to 
prevent  them  from  flowing  over  on  to  the  floor  or  on  to  the  clothing 
of  the  operator  and  his  assistant. 

The  top,  which  is  movable,  is  made  of  galvanized  plate  iron  in 
three  sections.  The  head  and  centre  plates  are  hinged  together  by 
a  simple  device  which  admits  of  them  being  taken  apart.  The 
head  and  shoulder-plate  is  twenty-eight  inches  long,  the  centre 
sixteen  and  the  foot-plate  twenty-five.  The  construction  and 
arrangement  can  be  seen  in  the  diagram  (Fig.  1,  C.  I.  E.) 

It  will  also  be  observed  that  the  sides  of  the  centre-plate  are 
cut  out  in  curved  sections.    This  is  to  facilitate  drainage. 
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The  foot-plate  is  terminated  at  its  inner  end  by  a  cylinder  of 
nickle-plated  metal  and  at  the  other  by  a  piece  of  one-and-one-half 
inch  angle  iron,  the  latter  to  carry  out  the  symmetry  of  the  table. 
The  purpose  of  the  cylinder  is  to  prevent  injury  to  the  structures  in  the 
popliteal  spaces,  when  the  patient  is  being  tipped  into  the  Trendelen- 
burg posture. 

Ten  inches  from  its  upper  end  this  plate  is  made  to  swivel  on 
brackets  four  inches  below  the  frame.    This  mechanism  can  be 


Fig.  2. 


better  understood  from  diagram  (Fig.  2  R),  than  from  a  descrip- 
tion. It  is  for  the  purpose  of  drawing  the  patient  four  inches  higher 
from  the  floor,  when  thrown  into  the  Trendelenburg  posture  than 
she  would  be  were  the  plate  to  swivel  from  the  frame  directly. 
Through  this  foot-plate  at  about  the  centre  are  cut  four  narrow 
fenestras.  Through  these  straps  arc  pushed  to  hold  the  legs  in 
position  The  openings  are  made  rather  long  to  allow  the  straps  to 
slip  up  and  down  as  the  position  of  the  patient  is  changed. 

Attached  to  each  side  of  the  frame  in  the  position  seen  in  dia- 
gram (Fig.  1.  G,)  is  a  semicircle  of  one-inch  strap  iron,  which  is  for 
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the  double  purpose  of  adding  strength  to  the  top  and  providing  the 
means  of  holding  the  patient  at  any  pitch  desired,  this  latter  being 
attained  by  the  aid  of  wheels  (Fig.  1.  D5)  which  are  for  the  purpose 
of  fixing  the  semicircles  by  means  of  clamps  at  any  desired  point 
of  the  supports. 

From  the  les:s  at  the  head  of  the  table,  curving:  outwards  and 
upwards  are  two  strong  bars,  held  together  by  a  cross-bar  (Fig.  1.  EL) 


Fig.  3- 


Upon  these  the  head-plate  rests  and  by  them  is  held  in  the  hori- 
zontal position,  when  the  frame  is  tipped  to  give  the  Trendelenburg 
posture.    This  is  seen  in  Fig.  2. 

On  the  under  surface  of  the  foot-plate,  nearer  its  lower  end,  is 
hinged  a  curved  bar,  which  is  also  hinged  at  its  other  end  to  one  of 
the  cross-bars  of  the  legs  (Fig.  2.  F.)  It  will  be  readily  seen  that 
when  the  table  is  tipped,  this  draws  the  foot-plate  into  the  position 
shown  in  Figs.  2  and  3,  thus  flexing  both  thighs  and  legs. 
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When  the  table  is  in  the  horizontal  position  the  foot-plate  is  held 
firmly  in  place  by  a  lock  on  its  under  surface  and  at  its  lower  end, 
which  can  be  managed  with  the  greatest  ease.  "This  it  is  hardly 
worth  while  to  describe. 

In  the  construction  of  the  table  the  aim  has  been  to  secure  ease 
of  cleaning  and  handling.  It  can  be  readily  taken  apart  either  to 
cleanse  or  transport.  Being  all  of  galvanized  iron  it  can  be  scrubbed 
and  deluged  with  water. 

To  make  the  table  complete  and  to  save  time  and  trouble  I 
advise  the  purchase  of  the  thick  rubber  pad  which  is  made  to  fit  the 
head  and  centre-plates.  Rubber  is  expensive,  but  any  one  seeing 
the  pad  and  its  use  would  not  order  the  table  without  it. 

When  the  table  is  to  be  used  it  should  be  first  thoroughly 
scrubbed  and  washed.  If  the  table  does  not  have  the  rubber  pad 
above  referred  to,  then  one  should  be  improvised  by  folding  a 
blanket  of  the  proper  length  to  cover  the  head  and  centre-plates 
covering  it  with  rubber  sheeting  and  binding  it  by  strips  of  sterilized 
cloth  or  gauze  to  the  centre-plate.  This  will  furnish  a  cushion  for 
the  back  and  nates.  The  legs  of  the  patient  should  be  separately 
covered  with  blanketing.  When  placed  upon  the  table  the  popli- 
teal spaces  should  be  directly  over  the  cylinder  of  the  foot-plate. 
The  legs  are  then  strapped  a  little  above  the  ankles,  to  the  foot-plate. 
The  abdomen  is  then  washed  and  sterilized  towels  applied  in  the 
usual  way. 

The  operator,  if  right  handed,  stands  on  the  patient's  left,  with 
the  assistant  opposite,  and  cuts  from  pubis  toward  the  umbilicus. 
He  can  thus  the  more  readily  employ  the  right  hand  in  examining 
the  pelvic  cavity,  when  the  patient  is  in  the  Trendelenburg  posture. 
The  table  is  tipped  by  one  assistant,  who,  standing  at  the  foot  of 
the  table,  first  unlocks  the  foot-plate,  then  unclamps  the  semi- 
circles (usually  it  is  only  necessary  to  clamp  on  one  side)  and 
raises  the  patient  into  the  desired  posture  by  pushing  upwards  on 
the  open  end  of  the  frame.  If  the  patient  is  heavy,  it  is  well  to 
place  the  left  foot  upon  the  cross-bar  at  the  foot  of  the  table  at  the 
same  time  that  he  pushes  up  the  open  end.  The  clamp  is  then 
applied  on  one  or  both  sides. 

The  table  is  lowered  to  the  horizontal  position  as  easily  as  it  is 
raised  to  the  inclined,  by  one  assistant. 

I  am  in  the  habit  of  inclining  the  patient  a  little  before  making 
the  incision  for  the  double  purpose  of  carrying  the  omentum  and 
intestines  out  of  the  way  and  for  affording  a  better  view  to  those 
looking  on. 
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If  the  case  being-  operated  on  is  one  where  sight  will  be  of 
advantage,  the  table  is  then  tipped  completely.  The  intestines  will 
at  once  fall  toward  the  diaphragm,  if  they  are  not  greatly  distended 
or  not  adherent. 

For  the  purpose  of  exploration  a  short  incision  only  is  necessary. 
With  retractors  the  operator  and  his  assistant  can  see  the  condition 
of  the  pelvic  organs,  then,  if  farther  operative  work  is  decided  upon, 
the  incision  can  be  at  once  enlarged. 

In  applying  ligatures  and  introducing  the  sutures  to  close  the 
abdominal  incision  the  position  is  invaluable. 

As  soon  as  the  sutures  are  introduced  it  is  my  custom  to  lower 
the  patient  to  the  horizontal  position,  that  all  blood  or  fluid  may 
fall  to  the  pelvic  cavity,  where  it  can  be  readily  removed  by 
sponging. 

Irrigation  of  the  abdominal  cavity  should  be  done  in  the  hori- 
zontal position  for  the  same  reason. 

This  posture  renders  hysterectomy  for  large  fibroids  a  compara- 
tively easy  operation.  Those,  who  have  experienced  the  difficulties 
ot  the  operation  in  the  horizontal  and  have  never  seen  nor  tried  it 
in  the  inclined  posture,  would  be  much  impressed  with  the  great 
advantages  of  it. 

Indeed  it  is  difficult  to  conceive  of  an  operation  for  any  disease 
of  the  pelvic  organs  where  the  position  would  not  offer  some  ad- 
vantage at  some  stage  of  the  proceeding. 

I  have  now  performed  over  fifty  laparotomies  upon  this  table 
and  feel  that  I  should  want  to  abandon  abdominal  surgery,  if  I 
were  deprived  of  the  means  of  placing  my  patients  in  the  Trendel- 
enburg posture. 

The  table  is  manufactured  by  the  Instrument  Department  of 
Hazard  Hazard  &  Co.,  Broadway  and  24th  Street,  N.  Y.  City. 

ABSTRACTS. 

FROM  AMERICAN  SOURCES. 

Professor  Osler  in  his  address  at  the  fourth  annual  meeting  of 
the  American  Pediatric  Society  held  at  Boston  May  2d  made  the 
following  remarks  in  regard  to  gynaecologists:  "  Perhaps,  as 
specialists,  no  class  in  our  profession  has  been  more  roundly 
abused  for  meddlesome  work  than  gynaecologists,  yet  what  shall 
not  be  forgiven  to  the  men  that,  as  a  direct  outcome  of  the  very 
operative  details  that  have  received  the  bitterest  criticism,  have 


620 


Abstracts. 


learned  to  recognize  tubal  gestation,  and  are  to-day  saving  lives 
that  otherwise  would  inevitably  have  been  lost.  .  I  have  known 
Formad  to  show  in  one  year,  at  the  Philadelphia  Pathological 
Society,  ten  or  twelve  examples  of  ruptured  tubal  pregnancy 
obtained  in  medico-legal  work  (sudden  death)  in  that  city.  The 
benefits  the  public  reap  from  specialism  may  be  gathered  from  the 
fact  that  in  a  not  much  longer  period  of  time  I  have  seen  seven 
specimens  of  tubal  gestation,  not  removed  by  the  pathologist,  but 
by  the  gynaecologist,  with  the  saving  of  five  lives  The  conserva- 
tism that  branded  ovariotomists  as  butchers  and  belly  rippers  is  not 
yet  dead  among  us,  and  I  say  it  frankly  to  our  shame,  that  it  has 
not  always  been  professional  encouragement  that  has  supported 
daring  advances  on  special  lines.  Humanity  owes  a  great  debt  of 
gratitude  to  the  devoted  men  that  have  striven  during  the  past  half 
century  for  exactness  in  knowledge  and  for  the  practical  applica- 
tion in  all  departments,  a  debt  too  great  to  pay,  too  great,  one 
sometimes  feels,  even  to  acknowledge." — Medical  News,  Phila- 
delphia. 

[We  believe  that  Professor  Osier's  remarks  are  particularly  just 
of  the  period  that  followed  the  introduction  of  ovariotomy.  At  the 
present  day  the  ambitious  searcher  in  new  fields  of  surgical  adven- 
ture is  restricted  largely  by  his  own  conscience  and  the  fear  of  lay 
censure.] 

Intestinal  Anastomosis  and  Suturing. 

Abbe,  after  reporting  several  cases  of  lateral  intestinal  anasto- 
mosis {Medical  Record,  N.Y.,  vol.  xli.,  No.  14),  considers  the 
different  methods  of  accomplishing  this  purpose.  He  objects  to 
plates  of  bone,  potato,  or  catgut,  for  the  reason  that  the  foreign 
bodies  may  cause  obstruction,  that  leakage  may  occur,  and  in  the 
case  of  Senn's  plates,  on  account  of  the  necessarily  limited  size, 
the  opening  in  the  bowel  becomes,  after  contraction,  inadequate 
for  the  performance  of  its  function.  The  few  extra  minutes  re- 
quired to  do  the  method  of  simple  suturing  does  not  add  any  com- 
plication to  the  case,  while  the  security  against  leakage  and 
blocking  is  of  great  value. 

The  author  has  had  the  opportunity  of  making  an  autopsy  on 
three  cases  in  which  he  had  performed  lateral  anastomosis.  In  the 
first  caseSenn's  plates  had  been  used.  The  patient  died  six  months 
after  operation.  The  aperture  made  in  the  bowel  at  the  time  of 
operation  was  one-and-one-half  inches  in  length.  It  had  con- 
tracted to  three-fourths  of  an  inch,  and  was  inefficient,  except 
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when  laxatives  were  employed  constantly.  In  the  second  case, 
the  patient  had  died  six  months  after  anastomosis  with  catgut 
rings.  The  opening  had  contracted  from  one  inch  and  a  half  to 
half  an  inch.  In  the  third  case,  eight  months  after  lateral  anasto- 
mosis of  the  sigmoid  by  suturing,  the  aperture  had  contracted  from 
three  inches  to  one-and-one-half  inches.  This  was  perfectly  com- 
petent to  perform  its  functional  work. 

It  is  believed  that  the  future  utility  of  lateral  anastomosis  de- 
pends upon  openings  four  inches  in  length  in  the  sides  of  the 
adjacent  bowel.  This  is  almost  impossible  with  bone  plates,  and 
only  to  be  carried  out  with  very  long  catgut  rings  or  vegetable 
plates,  and  with  less  security  and  as  much  consumption  of  time  as 
by  suturing.  The  contrast  is  enormous  between  dropping  back 
into  the  abdominal  cavity  an  accurately  sutured,  absolutely  tight 
and  flexible,  anastomosed  intestine  to  any  position  in  the  cavity 
which  its  surroundings  demand,  and  the  returning  of  a  huge  bunch 
of  bowel,  inside  of  which  there  is  a  pair  of  five-inch  plates  of  bone 
or  raw  potato,  to  remain  as  irritating  foreign  bodies  stimulating 
peristalsis  and  tugging  at  the  wound  until  they  are  sufficiently 
softened  to  be  carried  away. 

It  is  recommended,  in  cases  of  great  fecal  accumulations,  to 
first  establish  an  artificial  anus  and  allow  some  days  for  recupera- 
tion, when  the  anastomosis  may  be  performed. 

The  technique  of  simple  suturing  is  thus  described:  "Bring 
the  two  surfaces  that  it  is  proposed  to  unite  well  up  to  the  wound 
and  surround  them  by  small  compresses  of  gauze,  towels,  or  flat 
sponges  wrung  out  of  hot  water  Have  at  hand  a  half  dozen  fine 
cambric  needles  threaded  with  the  ordinary  finest  black  embroid- 
ery silk  that  has  been  well  boiled  and  kept  in  alcohol.  Cut  in 
lengths  of  not  more  than  twenty-four  inches  and  tie  with  a  single 
knot  at  the  eye  of  the  needle,  with  one  end  cut  to  within  two 
inches.  Apply  two  parallel  rows  of  continuous  Lembert  sutures  a 
quarter  of  an  inch  apart  and  an  inch  longer  than  the  proposed  cut. 
Leave  each  thread  with  its  needle  attached  at  the  end  of  its  row. 
Xow  open  the  bowel  by  scissors,  cutting  a  quarter  of  an  inch  from 
the  sutures,  both  rows  of  which  are  to  remain  on  one  side  of  the 
cut  Make  the  bowel  opening  four  inches  long.  Apply  clamps 
temporarily  to  several  bleeding  points,  pinching  the  entire  cut 
edge  without  hesitation.  Apply  no  ligatures.  Treat  the  apposing 
bowel  in  the  same  manner.  The  clamps  remaining  in  situ,  the 
parts  are  quickly  rinsed  with  water.  Another  silk  suture  is  now 
started  at  one  corner  of  the  openings  and  unites  by  a  quick  over- 
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hand  the  two  cut  edges  lying  next  the  first  rows  of  sutures  The 
needle  pierces  both  mucous  and  serous  coats,  and  thus  secures  the 
bleeding  vessels,  from  which  the  clamps  are  'removed  as  the 
needles  reach  them.  This  suturing  is  then  continued  round  each 
free  edge  in  turn,  and  all  bleeding  points  thus  secured  more  quickly 
than  by  ligature.  The  serous  surfaces  around  these  button-holes 
are  then  rapidly  secured  by  a  continuation  of  the  sutures  first 
applied,  the  same  threads  being  used,  the  one  nearest  the  cut  edge 
first.  The  united  parts  are  again  rinsed  with  water  and  dropped 
into  place. 

In  conclusion,  Abbe  reiterates  his  conviction:  i.  That  the 
attempt  to  simplify  the  technique  of  lateral  anastomosis  by  bone 
plates  and  other  devices  has  not  improved  it.  2.  That  lateral 
anastomosis  properly  done  is  eminently  the  safest  and  best  method 
of  restoring  the  canal  in  most  cases.  3  That  simple  and  thorough 
suturing  with  a  fine  silk  continuous  suture,  applied  after  the 
manner  detailed,  is  most  satisfactory.  4.  That  in  order  to  allow 
for  the  inevitable  tendency  to  stenosis,  an  aperture  four  inches  long 
should  be  made.  5.  That  scarifying  apposing  surfaces  is  entirely 
unnecessary  to  quick  and  solid  repair. 

[In  a  recent  case  of  strangulated  inguinal  hernia  operated  upon 
by  this  method,  I  found  that  one  row  of  the  continuous  Lembert 
sutures  was  sufficient  to  produce  satisfactory  apposition  and  com- 
plete isolation  of  the  intestinal  aperature.  The  bowel  had  been 
tightly  constricted  for  forty-eight  hours,  and  ten  or  eleven  inches 
were  gangrenous.  The  patient  was  already  septic  and  much 
shocked.  It  was  absolutely  necessary  to  minimize  the  time  of  the 
operation,  and,  indeed,  the  abdominal  sutures  were  inserted  with 
the  patient  almost  inverted  on  account  of  increasing  shock.  Under 
such  circumstances  it  is  imperative  to  save  every  moment,  and 
more  time  is  usually  spent  upon  the  application  of  these  sutures 
than  upon  all  the  rest  of  the  operative  procedure.  The  double 
row  is  most  desirable  when  the  operator  is  not  hurried,  but  it  is 
worth  noting  that  a  single  row  can  be  made  exceptionally  to  do 
the  work. — J.  W.  White,  abstract  Am.  Jr.  of  Med.  Sciences. 


FROM  FOREIGN  SOURCES. 

In  Centralblatt  fiir  Gyncccologie,  February  6,  1892  Dr.  Hans  v. 
Woerz  reports  a  case  of  Porro's  operation  with  retro-peritoneal 
treatment  of  the  stump  done  by  Prof.  Chrobak.    The  case  is  re- 
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ported  to  show  the  points  of  difference  between  operating  on  a 
gravid  uterus  and  one  affected  with  fibro  myoma.  In  the  opera- 
tion done  on  the  gravid  uterus  it  was  found 

1.  That  the  peritonaeum  was  more  easily  peeled  off. 

2.  That  ligating  the  uterine  arteries  was  not  sufficient  to  arrest 
the  haemorrhage. 

3.  That  the  cervix  quickly  and  very  markedly  underwent  con- 
traction. A  further  point  of  interest  was  that  the  patient  was  a 
sufferer  from  osteomalacia  and  the  operation  of  castration  showed 
the  curative  effects  of  the  operation  for  that  condition. 

In  Centralblatt  for  February  13,  Dr.  Josef.  Bogdanik  relates  a 
case  of  Caesarean  section  done  for  carcinoma  of  the  cervix  and 
vagina.    The  patient  made  a  good  recovery. 

Dr.  Hans  Mceller  contributes  an  article  on  the  treatment  of 
carcinoma  of  the  cervix  at  the  end  of  gestation.  He  thinks  rightly 
that  no  hard  and  fast  lines  can  be  laid  down  for  every  case;  but 
that  each  case  must  be  treated  on  its  merits.  He  reports  a  case 
which  was  treated  after  Freund's  method  in  which  both  mother  and 
child  were  saved. 

In  the  same  journal  for  February  20,  1892  Prof.  A.  Chrobak 
has  an  article  discussing  how  and  under  what  conditions  does 
spontaneous  reposition  of  retro-displaced  gravid  uteri  occur.  He 
is  of  the  opinion  that  there  is  a  sharp  distinction  between  retro- 
version and  retroflexion,  and  that  the  former  seldom  undergoes 
spontaneous  reposition,  and  hence  always  calls  for  manual  replace- 
ment. But,  that  in  retroflexion  spontaneous  reposition  is  the  rule 
being  brought  about  by  muscular  action  which  is  called  into  play 
by  the  position  of  the  cervix  and  irregular  growth  of  the  anterior 
and  posterior  walls  of  the  uterus. 

In  the  number  of  February  27,  1892  Dr.  Eckerlein  reports  a  case 
of  Caesarean  section  in  physometra  with  a  successful  termination. 

Dr.  Diihrrsen  gives  statistics  on  incisions  of  the  cervix  and 
vagina  for  rapid  delivery  in  cases  of  puerperal  eclampsia. 

In  the  March  3d  number  of  this  same  journal  Dr.  E.  Bumm  dis- 
cusses the  question  of  internal  disinfection  in  labor.  After  review- 
the  different  micro-organisms  found  in  the  female  genital  canal 
and  quoting  the  statistics  of  various  obstetricians  he  arrives 
at  the  following  conclusions: — Normal  vaginal  secretion  does  not 
contain  any  pathogenic  germs.  Even  in  purulent  discharges  strep- 
tococci— the  pathogenic  germs  of  puerperal  fever — are  not  found. 
Hence  internal  disinfection  in  normal  labor  is  unnecessary. 
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Dr.  Guido  Turazza  recommends  asafcetida  in  habitual  abortion 
not  due  to  syphilis  or  disease  of  the  uterus  and.its  adnexa.  He 
administers  it  in  iV4  gr.  pills  every  other  day  at  first,  and  increases 
the  interval  gradually  to  ten  days  during  the  whole  period  of  ges- 
tation. 

In  number  for  March  12th  Dr.  D.  V.  Ott  describes  a  new  instru- 
ment to  fasten  the  rubber-tube  ligature  applied  around  the  cervix 
in  abdominal  hysterectomy. 

Professor  Ludwig  Kleinwachter  in  an  article  on  the  condition 
of  the  genital  organs  in  Basedow's  disease  ;  reports  two  further 
cases  in  which  there  was  a  moderate  degree  of  atrophy  of  the 
sexual  organs.  In  one  of  these  cases  there  was  the  complication 
of  diabetes. 

Dr.  N.  Flaischlen  reports  a  case  of  myotomy  during  pregnancy 
with  the  subsequent  birth  of  a  living  child  at  full  term.  The 
operation  was  done  during  the  fourth  month  of  pregnancy  and 
consisted  in  the  removal  of  a  fibroid  the  size  of  an  apple  attached 
by  a  broad  pedicle  to  the  gravid  uterus. 

Dr.  H.  Lohlein,  in  the  March  19th  number  writes  of  subacute 
endometritis  in  the  last  stages  of  gestation,  reporting  a  case  which 
he  had  observed.  There  was  fever,  pain  in  the  hypochondrium, 
tenderness  over  the  whole  uterus,  and  retention  of  the  placenta 
requiring  manual  extraction. 

Prof.  Frommel  reports  a  case  of  pyosalpinx  in  which  Frankel's 
pneumococcus  was  found  in  the  pus  contained  in  the  tube. 
During  the  operation  a  few  drops  of  the  pus  escaped  into  the 
peritonaeum  and  in  spite  of  careful  cleansing  symptoms  resembling 
septic  peritonitis  developed  which  ended  in  the  death  of  the  patient 
within  sixty  hours.  But  at  the  autopsy  only  slight  injection  of  the 
intestines  was  found.  There  was  no  other  lesion  to  account  for 
death.  No  special  bacteria  were  found  in  the  abdominal  cavity. 
The  author  states  that  his  is  the  second  case  of  the  kind  on  record 
and  in  neither  of  the  cases  were  the  patients  the  subjects  of  pneu- 
monia. 

Dr.  Werman  reports  two  hundred  cases  of  labor  without 
internal  disinfection.  This  makes  in  all  seven  hundred  cases  with- 
out one  death  due  to  infection.  The  one  fatal  case  was  due  to 
rupture  of  the  uterus.  Only  six  per  cent,  showed  any  elevation 
of  temperature  and  there  were  only  two  cases  of  slight  blenorrhoea 
in  the  children. 

In  the  number  for  March  26th  Dr.  F.  Ahlfeld  contributes  a  com- 
munication on  a  new  study  of  placenta  prsevia.    He  was  enabled 
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in  two  cases  to  obtain  convincing  evidence  that  the  ovum  lodged 
primarily  in  the  lower  uterine  segment  and  that  the  placenta  of 
the  same  developed  to  the  internal  os. 

He  has  another  article  on  the  position  of  dermoid  cysts  of  the 
uterus.  He  reports  two  cases  in  which  the  dermoid  tumors  lay  in 
front  of  the  uterus. 

Dr.  J.  Jacub  reports  a  case  of  inversion  of  the  uterus  following 
immediately  on  the  expulsion  of  the  placenta. 

In  the  same  journal  for  April  2d  Dr.  Robert  Asch  reports  a  case 
of  ventral  fixation  of  the  uterus  with  removal  of  the  appendages. 
Patient  was  relieved  of  very  urgent  symptoms. 

Dr.  H.  Schultz  makes  a  preliminary  report  of  the  treatment  of 
uterine  carcinoma  with  injections  of  absolute  alcohol.  In  one  case 
of  disease  of  the  cervix  there  was  a  complete  cure.  In  nine  (9) 
other  cases  which  are  still  under  observation,  there  is  marked  im- 
provement. The  injections  are  made  deep  into  the  affected 
tissues. 

In  the  issue  for  April  9th  Dr.  A.  Czempin  reports  a  case  of  recto- 
vaginal fistula  treated  by  the  flap  method,  and  puts  himself  on 
record  as  a  warm  advocate  of  this  method. 

In  the  number  for  April  1 6th  we  notice  Dr.  W.  Harajewicz  re- 
ports upon  a  case  of  protracted  abortion  in  which  he  made  use  of 
Apostolus  method  to  empty  the  uterus  of  its  contents,  basing  his 
course  upon  the  well-known  effects  of  galvanism  of  high  tension 
to  expel  submucous  fibroids  from  the  uterine  cavity.  Three  (3) 
days  after  the  first  application  a  mass  was  expelled  from  the  uterus 
which  proved  to  be  placental  tissue.    Rapid  recovery  after  this. 

Dr.  J.  W.  Ross  of  Australia  adds  another  case  to  the  forty  re- 
cently collected  by  Sanger  of  congenital  conglutination  of  the 
labia. 

In  the  number  for  April  23d  Dr.  R.  Ziegenspeck  has  a  long 
article  (much  longer  than  the  subject  deserves)  on  the  advantages 
of  a  straight  female  catheter,  made  of  glass  with  an  opening  at  the 
end  instead  of  at  the  side.  With  a  proper  tube  attached  it  may 
serve  also  to  irrigate  the  bladder. 

Dr.  S.  Gottschalk  contributes  an  article  on  the  position  of  der- 
moid cysts  to  the  uterus.  He  operated  successfully  on  two  cases 
lalt  year,  and  in  one  of  these  the  tumor  lay  behind  the  uterus. 

In  the  April  30th  number  Professor  Ehrendorfer  reports  a  case 
(the  second  on  record)  of  sarcoma  of  the  female  urethra. 

In  the  issue  for  May  7th  Dr.  H.  Pletzer  reports  a  case  of  death 
following  the  intra-uterine  injection  of  liquor  ferri  sesquichlorate  3  ss 
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of  the  drug  was  used  and  the  patient  died .  within  two-and-a-half 
hours.  At  the  autopsy  thrombosis  of  the  uterine  veins  was  found. 
— H.  N.  Vine  berg. 

Rupture  of  the  Uterus. 

Dr.  Schultz,  of  Budapest,  presents  (Orvo si Hetilap)  the  following 
statistical  information:  (i)  Complete  ruptures  without  treatment, 
60  cases  giving  20.2  per  cent,  recoveries;  (2)  complete  ruptures 
treated  with  drainage  or  tampons,  70  cases  with  36  per  cent,  of 
recoveries;  (3)  complete  ruptures  treated  by  laparotomy,  193  cases 
with  44. 7  per  cent,  of  recoveries.  After  enumerating  the  advan- 
tages of  laparotomy  in  this  class  of  cases,  Schultz  recommends  that 
in  every  case  where  it  is  possible  to  make  a  positive  diagnosis  of 
complete  rupture  of  the  uterus  the  abdomen  should  be  opened.  If 
the  tear  is  much  contused  and  not  suitable  for  suture,  or  if  myomata 
are  present,  or  the  endometrium  is  already  infected,  hysterectomy 
is  to  be  performed;  otherwise,  the  abdominal  cavity  is  to  be 
emptied  and  the  tear  sewed  up.  Subperitoneal  pockets  remaining 
in  the  parametrium  or  vaginal  vault  should  be  drained.  Incom- 
plete ruptures  should  be  tamponed  with  iodoform-gauze  or  wicking, 
or  drained  by  means  of  a  glass  tube.  A  flannel  bandage  is  firmly 
applied  to  the  abdomen;  the  treatment  is  in  other  respects  like  that 
after  a  laparotomy.  If  the  conditions  for  laparotomy  are  unfavor- 
able in  cases  of  complete  tear,  the  child  should  be  extracted  per 
vaginam  and  a  tampon  inserted. — Inter  natio?iale  klinische  Rundschau, 
Jan.  10,  1892. — The  Satellite. 

Determination  of  the  Sex  of  the  Foetus. 

There  was  published  recently  an  article  by  Dr.  Wilson,  of  Eng- 
land, as  to  the  determination  of  the  sex  of  the  foetus,  based  on  a 
theory  concerning  the  nutrition  of  the  ovum,  to  the  effect  that  when 
the  ovum  is  first  extruded  from  the  ovary  it  is  much  stronger  and  its 
nutritional  power  is  greater  than  after  it  has  been  several  days  on 
its  way  down  through  tubes,  uterus,  etc.,  to  be  cast  away,  if  not 
fertilized;  and  if  fertilized  while  strong,  the  resulting  foetus  will  be 
male;  if  later,  when  the  ovum  has  become  weakened,  female.  On 
the  further  supposition  that  ovulation,  although  not  dependent  upon 
menstruation,  is  apt  to  occur  at  that  time,  hence,  if  impregnation 
occur  before  menstruation,  the  result  will  be  a  male  child;  if  after- 
ward, a  female.  Dr.  Wilson  did  not  give  out  his  theory  with  a  pos- 
itive conviction  as  to  its  truth,  but  merely  suggested  it,  and  asked 
that  physicians  should,  as  far  as  possible,  cite  cases  either  in  favor 
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or  against  it.  In  support  of  his  theory,  Dr.  J.  Roberts  Bryan,  of 
Philadelphia,  records  four  cases,  which  seem  all  to  prove  Dr.  Wil- 
son's theory,  and,  by  endeavoring  to  be  impartial,  he  has  not  been 
able  to  collect  any  cases  positively  disproving  it.  He  adds  that  the 
article  is  merely  written  to  encourage  others  to  relate  any  cases 
they  are  able  to  collect. — Annals  of  Gynecology  and  Pediatry ,  Feb- 
ruary, 1892,  p.  307. 

The  Strontium  Salts  for  Eclampsia. 

A  good  deal  of  attention  has  been  directed  of  late  by  certain 
communications  that  have  been  made  to  the  French  Academy  of 
Medicine  in  respect  of  the  employment  of  salts  of  strontium  in  med- 
icine. It  was  not  until  M.  Paraf-Javal,  a  French  chemist,  discov- 
ered a  means  of  preparing  these  salts  in  a  condition  of  purity  that 
it  became  possible  to  ascertain  exactly  what  are  the  physiological 
actions  of  strontium  salts.  Recent  observations  in  the  hospitals  of 
Paris  have  shown  conclusively  that  the  base  strontium  is  devoid  of 
toxic  properties,  and  two  of  its  salts,  the  bromide  and  the  lactate, 
have  accordingly  been  employed  on  a  large  scale,  at  first  tenta- 
tively, but  now  therapeutically.  The  lactate  was  found  to  produce 
a  markedly  stimulating  effect  on  the  general  nutrition  in  patients 
suffering  from  general  mal- assimilation.  In  gastric  catarrh  and 
atonic  dyspepsia  it  acts  as  a  tonic  and  promotes  assimilation.  More 
remarkable  effects,  however,  were  produced  in  the  case  of  patients 
suffering  from  albuminuria,  especially  in  those  in  whom  the  pres- 
ence of  albumen  was  due  to  acute  and  sub-acute  perinephritis  of 
the  epithelial  and  parenchymatous  varieties.  The  larger  the  amount 
of  the  albumen  present  the  more  marked  was  the  reduction  observed 
after  its  administ  ation,  amounting  in  severe  cases  to  upwards  of 
fifty  per  cent.,  besides  the  benefit  obtained  is  purely  symptomatic, 
for  when  the  use  of  the  drug  was  discontinued  the  proportion  of 
albumen  returned  to  the  previous  amount.  Nevertheless,  the  other 
symptoms  were  found  to  undergo  a  like  amelioration,  and  the  gen- 
eral condition  of  the  patient  improved.  As  the  same  diminution  in 
the  amount  of  albumen  excreted  was  observed  in  the  albuminuria 
of  pregnant  and  parturient  women,  it  is  hoped  that  in  the  lactate  of 
strontium  (Paraf-Javal)  we  may  possess  a  drug  capable  of  averting 
eclampsia.  As  already  stated  the  restraining  influence  of  the  drug 
on  the  renal  function  is  in  direct  proportion  to  the  severity  of  the 
case,  and  conversely  it  is  not  of  much  value  in  cases  of  interstitial 
nephritis  of  which  albuminuria  is  not  a  marked  symptom. 
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The  other  salt  of  strontium  with  which  observations  have  been 
extensively  made  is  the  bromide.  The  principal  objection  to  the 
administration  of  continued  or  large  doses  of  the  bromide  of  potas- 
sium are  the  gastric  and  cutaneous  disturbances  which  follow.  It 
is  precisely  in  those  cases  in  which  its  therapeutical  effects  are  most 
valuable  that  this  intolerance  is  apt  to  counter-indicate  its  adminis- 
tration. Bromide  of  strontium  was  given  in  a  large  number  of 
cases  with  the  result  of  showing  that  its  therapeutical  action  is  the 
same  as  that  of  the  potassium  salt.  Moreover,  it  was  not  found  to 
give  rise  to  gastric  irritation,  which  almost  invariably  follows  the 
administration  of  large  doses  of  bromide  of  potassium,  nor  was  its 
ingestion  over  long  periods  of  time  followed  by  the  distressing 
eruption  associated  with  bromism.  Why  one  bromide  should  cause 
bromism  and  anothor  not  is  one  of  those  questions  that  must  be 
left  to  scientific  pharmacologists  to  decide.  It  is  sufficient  for  prac- 
tical purposes  that  experience  has  shown  that  the  valuable  thera- 
peutical effects  of  the  bromides  may  be  obtained  without  the  dis- 
advantages hitherto  regarded  as  inseparable  from  their  employment.- 
The  dose  is  that  of  the  corresponding  potassium  salt,  and  it  is 
usually  given  in  standard  solutions  (Paraf-Javal),  3  i  to  the  ounce. 
— Hospital  Gazette. 

French  Appreciation  of  American  Specialism. 

"  Let  us  now  turn  from  things  spiritual  to  things  more  terrestial, 
and  admit  that  there  is  more  medical  humbuggery  and  quackery  in  this 
so-called  scientific  age  than  there  ever  was,  even  in  good,  old  golden 
mediaeval  times.  The  gynaecologists,  laryngologists,  aurists,  oculists, 
etc. ,  in  Paris,  must  lower  their  colors  to  the  United  States  for  intro- 
ducing a  new  species  of  medical  men,  who  have  been  bravely  bap- 
tized orifice  specialists.  Needless  to  say  it  is  a  Chicago  product. 
This  is  the  acme  of  specialization.  The  following  case  applies  not 
only  to  French,  but  to  foreign  medical  specialists :  A  woman, 
mother  of  three  children  ;  well  formed,  in  perfect  health  in  appear- 
ance, as  well  in  mind  as  in  body  ;  had,  from  time  to  time,  violent 
attacks  of  headache,  and  called  a  number  of  physicians  in  consul- 
tation. With  a  common  consent  all  these  doctors,  strange  to  say, 
agreed  that  the  pain  was  of  reflex  origin,  but  no  two  of  them  were  in 
accord  upon  the  starting  point  of  this  irritation  ;  each  being  a 
specialist,  located  the  trouble  in  that  portion  of  the  body  most 
familiar  to  his  specialty.  The  consultation  ended  in  bitterness,  and 
it  was  decided  that  the  patient  should  be  treated  successively  by 
each  specialist  until  such  a  time  as  the  disease  should  be  cured. 
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The  first  specialist  was  the  distinguished  French  gynaecologist, 
Dr.  a  man  without  a  rival  in  the  treatment  of  diseases  of  women. 
The  patient  was  taken  to  his  private  hospital,  where,  under  the 
best  hygienic  conditions,  a  most  careful  bimanual  exploration 
showed  that  the  uterus  and  ovaries  were  in  their  normal  position, 
and  presented  no  appreciable  lesions  by  this  method  of  examina- 
tion. ■'  Nevertheless, '"'  said  the  specialist,  "this  woman's  troubles 
arise  from  a  reflex  irritation  of  the  womb  or  ovaries,  and  I  have 
already  cured  a  number  of  cases  by  operative  procedures.''  An 
exploratory  incision  was  then  made,  in  order  to  find,  if  possible, 
direct  indications  of  the  cause  of  irritation ;  besides  the  oper- 
ator desired  to  complete  his  series  of  three  hundred  consecutive 
cases  of  abdominal  section.  When  the  interior  of  the  abdomen 
was  exposed  to  view  there  were  no  lesions,  the  uterus  and  ovaries 
were  perfectly  healthy.  But,  thinking  that  the  woman  had  better 
avoid  ever  having  a  chance  for  any  cyst  of  the  ovaries  or  pyosal- 
pinx,  the  two  little  ovaries  were  removed.  The  patient's  attacks  of 
headache  continued  at  times,  just  the  same. 

The  patient  next  passed  into  the  hands  of  B. ,  the  great  Russian 
oculist,  who  hau  iusisted  that  the  headache  was  hue  :o  a  rehex  irr: 
tation  of  the  fifth  pair,  and  that  the  only  remedy  was  section  of  the 
muscles  ::  the  eye.  After  a  careful  exaruir.atiou  as  to  refract:  :>::, 
which  showed  that  the  patient's  vision  after  all  was  normal,  the 
doctor  made  the  section  of  the  muscles.  Both  eyes  were  treated 
the  same.  The  result  was  a  deviation  of  the  optic  axis,  but  the 
patient's  headaches  still  occurred  as  before.  The  eminent  oculist, 
in  order  to  excuse  himself  insisted  that  this  deviation  of  the  eyes 
gave  the  patient  a  piquant  and  coquettish  air,  but  there  were  those 
who  insisted  that  the  unfortunate  lady  was  disfigured  for  life  by  a 
double  strabismus. 

Dr.  L.,  the  noted  throat  and  nose  doctor,  was  next  called  in  the 
case.  He  had,  to  a  certain  extent,  agreed  with  the  oculist  that  the 
trouble  originated  in  the  fifth  pair,  but,  as  he  was  a  nose  specialist, 
he  placed  its  origin  in  the  fibres  distributed  in  his  branch  of  a  medical 
specialty.  He  proceeded  to  ablate,  with  the  galvano-cautery,  several 
small  polypi  in  the  left  nares.  Then  he  picked  out  some  of  the 
turbinated  bones,  and  cut  off  the  uvula  ;  but,  strange  to  say,  this 
did  not  cure  the  patient  who  still  suffered  attacks  of  headache. 

Xow  came  a  strange  medical  hallucination.  Dr.  P.,  the  world- 
known  orthopaedist,  was  called  in,  and  at  once  decided  that  one  of 
the  lady's  legs  was  shorter  by  a  millimetre  than  the  other.  He 
claimed  that  the  reflex  irritation  arose  from  the  hip-joint,  and  used 
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the  cautery.  He  then  desired  to  perform  tenotomy,  which  the 
patient  violently  opposed,  and  Dr.  P.  retired. 

Dr.  R.,  the  distinguished  rectal  specialist  was  next  employed. 
This  end-of-the-intestine-specialist  physician  declared  the  lady's 
headaches  due  to  a  lesion  of  the  mucous  folds  of  the  rectum.  He 
chloroformed  the  patient  and  dilated  the  sphincter  to  such  an  extent 
that  the  muscle  was  paralyzed,  and  the  lady  condemned  to  a  tem- 
porary incontinence  of  faecal  matter. 

The  patient,  now  thoroughly  disgusted,  poor  in  health,  and 
worse  than  ever,  left  Paris,  and  went  to  a  quiet  country  town,  where 
she  called  in  the  village  physician,  who  always  cured  each  attack 
of  what  he  called  rheumatic  neuralgia  by  a  single  dose  of  antipyrine. 

What  would  Moliere  say  of  modern  doctors  could  he  revisit  this 
earth  ?  What  a  world  of  satire  the  present  specialists  and  germ 
theorists  would  afford  him  ! — Translated  from  the  Union  Medical  by 
the  Cincinnati  Lancet-Clinic. 

Urethral  Caruncle  Which  is  not  Urethral  Caruncle. 

Christopher  Martin,  writing  in  the  Birmingham  Medical  Review, 
thinks  this  neoplasm  has  hardly  received  the  attention  it  deserves. 
He  classifies  it  among  the  vascular  tumors.  It  is  exceedingly 
doubtful  whether  the  connection  between  the  majority  of  causes 
usually  assigned  to  it  and  the  disease  is  more  than  accidental.  On 
the  other  hand,  he  thinks  it  is  likely  that  in  many  cases  the  exciting 
cause  is  a  highly  acid  or  irritating  condition  of  the  urine.  Uric  acid 
is  peculiarly  responsible  for  many  cases.  At  the  end  of  each  act 
of  micturition  a  drop  of  highly  concentrated  urine  loaded  with 
sharp  crystals  is  left  at  the  meatus.  The  crystals  settle  on  the 
mucous  membrane,  and  possibly  lodge  in  the  glandular  crypts 
which  are  so  abundant  there,  and  the  repeated  irritation  of  their 
presence  determines  the  new  growth.  This  irritation  is  partly  me- 
chanical, partly  chemical.  Whether  or  not  it  actually  causes  it, 
certain  it  is  that,  after  the  growth  has  developed,  a  highly  acid 
urine  passed  frightfully  aggravates  the  patient's  sufferings. 

The  great  symptom  is  pain.  The  suffering  is  out  of  all  propor- 
tion to  the  size  of  the  growth.  The  distress  is  present  on  walking, 
passing  urine,  during  coition  or  at  any  time  the  parts  may  be  im- 
pinged upon.  The  diagnosis  is  made  complete  on  inspecting  the 
external  genitals.  On  drawing  apart  the  labia,  there  is  seen  at  the 
meatus  urinarius,  or  just  within  it,  a  small,  bright  crimson  growth. 
It  varies  in  size  from  a  pin's  head  to  a  cherry,  but  is  generally  about 
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the  size  of  a  pea.  It  is  usually  situated  on  the  posterior  lip  of  the 
meatus.  It  is  very  soft  and  friable,  and  bleeds  readily  on  manipu- 
lation. If  carefully  prepared  sections  of  a  caruncle  are  examined 
with  a  moderate  power,  the  growth  is  seen  to  consist  of  very 
numerous  and  widely  dilated  capillary  loops  imbedded  in  a  delicate 
connective  tissue  stroma. 

The  treatment  consists  in  the  complete  removal  of  the  growth. 
The  patient  is  anaesthetized  and  placed  in  the  lithotomy  position. 
An  elliptical  incision  is  made  in  the  mucous  membrane  of  the  vesti- 
bule around  the  meatus,  and  about  one-sixth  of  an  inch  distant 
from  it.  By  means  of  fine  scissors  this  incision  is  deepened,  and 
the  entire  lower  end  of  the  urethra,  for  about  one-third  of  an  inch 
of  its  extent,  is  separated  from  the  surrounding  tissues.  The  piece 
of  the  urethral  canal  thus  isolated  is  gently  drawn  down  and  re- 
moved by  a  snip  of  the  scissors.  The  edge  of  the  divided  urethral 
mucous  membrane  may  then  be  united  to  the  edge  of  the  divided 
vestibular  mucous  membrane  by  a  few  sutures,  or  the  raw  surface 
may  be  allowed  to  granulate.  Cicatricial  stricture  may  be  prevented 
by  the  regular  passage  of  a  soft  bougie.  If  a  stricture  should  form  it 
may  be  easily  remedied  by  slitting  the  urethra  up  for  about  a  third 
of  an  inch. 

The  prognosis  as  to  the  likelihood  of  recurrence  after  removal 
should  be  guarded. — Northwestern  Lancet. 

[Our  English  brother  has  tilted  at  one  of  the  subjects  which  he 
delights  to  classify  as  belonging  to  minor  gynaecology.  The  title 
of  urethral  caruncle  has  a  very  formidable  sound  and  would  natur- 
ally be  supposed  to  designate  a  condition  so  different  from  ordinary 
prolapse  of  the  mucous  membrane  as  to  justify  so  marked  a  desig- 
nation. The  condition  is,  however,  simply  prolapse,  frequently  met 
with  and  easily  remedied.  Surgeons  should  avoid  operating  in  such 
amanner  that  it  will  be  necessary  to  prevent  cicatricial  stricture  ''by 
the  regular  passage  of  a  soft  bougie"  or  to  "slit  up  the  urethra"  and 
thus  "  easily  remedy  the  condition."  If  a  surgeon  cannot  operate 
without  this  result  he  may  be  assured  that  he  has  not  mastered  the 
technique  of  plastic  work  sufficiently  to  justify  him  in  attempting 
such  procedures.  In  the  majority  of  cases  the  "caruncle"  will 
disappear  under  remedies  that  render  the  urine  bland  and  remove 
pelvic  congestion.] 
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ITEMS  OF  INTEREST. 
OBITUARY  NOTICE. 

Carl  Crede  died  in  Leipzig  on  March  14th  after  long  suffering 
which  he  endured  with  remarkable  and  characteristic  fortitude. 

How  deeply  our  magazine  will  feel  his  loss  can  be  best 
imagined  by  the  fact  that  this  number  of  the  Archiv — the  124th — 
is  the  first  one  which  lacks  his  name  as  collaborator. 

Although  no  longer  in  his  full  powers,  Crede  nevertheless 
assisted  in  the  preparation  of  this  number  with  his  usual  zeal  and 
interest,  and  it  will  be  most  difficult  for  the  editors  of  this  magazine 
to  accommodate  themselves  in  the  future  to  the  loss  of  his  ability, 
experience  and  generous  advice. 

It  will  only  be  possible  to  dwell  upon  the  full  worth  of  the 
departed  for  the  benefit  of  science  and  of  this  magazine  in  a  future 
number. — Archiv  fur  Gyn. 


ERRATA. 

We  regret  the  necessity  of  calling  the  attention  of  our  readers 
to  the  following  errors  which  appeared  in  the  previous  issue  of  the 
Journal  in  the  Sketch  of  Dr.  Emmet : 

Page  466. — For  Hon.  Fellow  of  the  "Heidelberg  Obstetrical 
Society,"  read  "Leipzig  Obstetrical  Society."  To  other  Hon. 
Memberships  add  that  of  "The  British  Gynaecological  Society." 

Page  467. — For  "ear"  read  "car." 

Page  468.— For  "  Witmore  "  read  "  Wetmore." 

Page  469. — For  "art-like"  read  "ant-like." 

Page  470. — For  "National  Confederation  of  America"  read 
"  National  Federation  of  America." 


ANNOUNCEMENTS. 

In  the  next  issue  of  the  Journal  will  appear  original  articles  by 
Drs.  W.  H.  Baker,  Van  der  Veer,  A.  M.  Jacobus,  Reed  Burns,  Bet- 
ton  Massey,  and  Howard  Kelly.  The  last  article  is  profusely  illus- 
trated. 
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HYPERTROPHIC  ELONGATION  OF  THE  CERVIX  UTERI.1 
By  William  H.  Baker,  M.D., 

Boston,  Mass. 

The  appearance  of  any  of  the  internal  organs  upon  the  surface 
is  always  both  interesting  to  the  scientific  observer  as  well  as  dis- 
tressing to  the  patient.  In  this  category  then  fall  the  cases  which  I 
would  present  in  this  paper.  And  in  dealing  with  the  whole  sub- 
ject I  would  exclude  the  cases  of  a  less  severe  type  where  the 
elongation  is  confined  to  the  infra-vaginal  cervix  and  does  not 
reach  the  vaginal  outlet. 

In  studying  the  causes  of  this  affection,  we  can  well  understand 
the  influence  in  its  production  occasioned  by  fixation  of  the  corpus 
above,  perimetric  adhesions,  or  the  existence  of  large  fibroids  of 
the  body  which  hold  the  upper  part  of  the  uterus  out  of  the  pelvis, 
at  the  same  time  that  traction  is  exerted  upon  the  supra-vaginal  cer- 
vix, by  voluminous  vaginal  walls  with  a  relaxed  or  torn  perinseum. 
It  is  a  matter  however  which  does  not  admit  of  so  ready  an  ex- 
planation, in  cases  of  young  women  which  we  not  infrequently  ob- 
serve, where  neither  of  the  above  conditions  are  present,  yet  even 
in  such  we  may  find  the  cervix  presenting  at  the  vaginal  outlet  or 
perhaps  protruding  through  it,  when  perchance  it  has  become 
greatly  tumefied,  being  more  or  less  completely  strangulated  by  the 
constriction  of  the  muscles  at  the  orifice  of  this  canal. 

We  of  course  are  well  aware  that  in  this  hypertrophy,  the  con- 
nective tissue  fibres  are  the  elements  which  are  increased,  the 
muscular  structure  playing  a  very  inconsiderable  part  or  being  en- 

1  Read  before  the  Boston  Society  for  Medical  Observation,  April  4  1892. 
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tirely  wanting.  But  this  knowledge  does  not  satisfactorily  explain 
to  our  minds  why  this  tissue  should  under  certain  circumstances  yield 
so  readily  to  traction  or  other  influences,  which  withstand  far  greater 
strains  for  long  periods  without  any  such  result,  in  other  instances 
where  the  physical  conditions  are  apparently  the  same.  Dr.  T.  Addis 
Emmet  has  gone  farther  than  most  observers  in  directing  attention 
to  the  behavior  of  such  a  cervix,  when  examined  in  various  posi- 
tions of  the  body,  aptly  applying  to  it  the  term  "telescopic  cervix." 
The  patient  suffering  with  this  affection  when  examined  in  the  dor- 
sal, or  more  markedly  in  the  erect,  position  and  the  probe  passed  to 
the  internal  os  uteri,  will  show  a  measurement  of  from  three  to  six 
inches  in  the  length  of  the  cervix ;  if  then  we  immediately  change 
her  position  to  that  of  an  exaggerated  Sims'  or  better  still  to  the 
genu-pectoral  position  and  measure  the  same  canal  again,  we  shall 
find  it  has  diminished  from  one-half  to  two  thirds  in  its  length ;  a 
veritable  shutting  up  of  the  sections  of  a  telescope  as  Emmet  would 
call  it.  No  wonder  then  that  we  are  almost  ready  to  question  the 
existence  of  the  hypertrophy  or  more  properly  hyperplasia ;  the 
more  exact  knowledge  however  afforded  us  by  the  microscopical 
examination  of  sections  from  such  cases  quite  reassures  us  in  re- 
gard to  the  presence  of  the  hyperplasia.  Before  attempting  to  ex- 
plain this  condition,  let  us  turn  for  a  moment  to  the  consideration  of 
the  influence  of  abnormal  softening  of  the  uterine  structure  occasioned 
by  "chronic  starvation"  terms  which  Dr.  Graily  Hewett  of  London 
has  given  to  this  condition.  In  a  most  interesting  paper  which  he 
published  some  years  ago,  he  showed  the  results  in  the  various 
flexions  of  the  uterus  which  followed  from  the  softened  state  of  the 
uterine  structure  occasioned  by  the  innutrition  from  a  continued 
habit  of  taking  an  insufficient  amount  of  food.  If  added  to  this  we 
remember  the  influence  which  this  innutrition  exerts  upon  the 
nervous  system  in  diminishing  its  tone,  I  think  we  shall  be  pre- 
pared to  recognize  the  importance  which  the  nervous  system  holds 
to  the  subject  of  this  paper. 

It  is  then  to  the  relaxation  occasioned  by  the  diminished  nervous 
tone,  that  we  are  to  look  primarily  in  these  cases  of  so-called 
hypertrophied  elongation  of  the  cervix,  and  whether  the  subject  be 
a  nullipara  and  thus  free  from  the  many  causes  which  pregnancy, 
the  accidents  of  labor  or  the  puerperal  state  have  surrounded  her, 
or  a  multipara  and  possessing  the  greater  firmness  of  uterine  struct- 
ure which  we  should  naturally  look  for  in  such,  I  am  convinced 
from  my  clinical  experience,  that  in  either  case  the  loss  of  nervous 
tone  is  at  fault. 
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I  would  not  be  understood  by  this  to  credit  the  belief  that  the 
treatment  must  therefore  lie  in  the  direction  of  nervous  gain  alone, 
for  in  the  conditions  which  have  followed  the  change  of  position  of 
the  uterus,  perchance  the  bladder  and  rectum  have  become  some- 
what displaced,  as  well  as  the  change  in  structure  in  the  hyper- 
plasia of  the  connective  tissue. 

It  is  impossible  then  to  understand  how  these  several  conditions 
shall  be  restored  by  rebuilding  the  nervous  strength  ;  nor  shall  we 
find  it  an  easy  matter,  even  if  possible,  to  regain  the  nervous 
strength  while  these  pelvic  deficiencies  exist. 

For  the  most  successful  treatment  then  we  are  to  look  to  a  com- 
bination of  surgical  measures,  with  the  subsequent  or  co-existing 
building  up  of  the  general  nervous  and  physical  strength. 

As  illustrative  of  the  subject  under  consideration,  I  have  the 
honor  to  present  to  you  two  cases  in  multiparse,  which  were  treated 
in  my  service  at  the  Free  Hospital  for  Women: 

Case  L — Mrs.  K.  was  admitted  April  22  1891,  and  gave  the  fol- 
lowing history  :  American  :  fifty-three  years  of  age  ;  married  thirty- 
four  years  ;  one  child  twenty-six  ;  no  abortions  :  never  very  strong  ; 
gradually  increasing  nervousness  since  fall  from  chair  thirteen  years 
before ;  cervix  presented  at  vulva  at  catamenial  period  following 
the  fall ;  menstruation  regular,  except  an  absence  of  three  months 
from  January  to  a  few  days  ago  ;  labor  long  but  not  instrumental ; 
her  chief  complaint  was  the  irritability  occasioned  by  the  friction 
of  the  clothing  against  the  protruding  part  causing  great  nervous- 
ness as  well  as  local  discomfort. 

Physical  examination  revealed  the  cervix  uteri  protruding  one- 
and-one-half  inches  beyond  the  vaginal  outlet  and  through  the 
patulous  os  was  presenting  a  mucous  polypus  one-half  inch  in 
diameter.  Several  angry  looking  erosions  over  face  of  cervix,  ex- 
tending over  its  crown,  posteriorly.  Depth  of  uterine  canal,  meas- 
ured in  dorsal  position  four  inches  of  which  two-and-three-quarters 
was  cervical  and  one-and-one-quarter  corporeal.  Examined  in  the 
genu-pectoral  position  the  distance  from  os  externum  to  os  inter- 
num was  but  one-and-one-half  inches. 

May  2  1 89 1  under  ether,  after  removing  the  mucous  polypus  the 
operation  to  be  described  shortly  was  performed  and  immediately 
following  it,  I  did  Alexander's  operation  and  as  the  round  ligaments 
were  small,  I  attempted  to  insure  greater  success  for  the  procedure 
by  invaginating  a  portion  of  the  peritonaeum  at  the  internal  ring 
into  the  canal  and  sewing  it  there  together  with  the  ligament ;  this 
was  done  on  both  sides.    Her  recovery  was  uneventful.    June  16th 
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all  the  wounds,  external  and  internal,  were  found  well  healed  and 
the  uterus  in  admirable  position.  She  was  discharged  relieved 
June  18  1 89 1  with  the  advice  to  reenter  in  the  fall  for  operation  on 
the  perinseum. 

Case  II. — Mrs.  H.  entered  the  hospital  May  n  1891.  American; 
twenty-nine  years  of  age ;  married  eleven  years ;  one  child  nine 
year  old;  no  abortions;  always  well,  though  easily  tired,  until 
seven  years  ago  when  "womb  began  to  come  outside;"  gradually 
grown  worse  since ;  complains  of  headache,  backache,  dragging 
down  sensations  greatly  increased  at  menstrual  periods  ;  labor  not 
severe  and  has  no  idea  of  the  cause  of  her  complaint.  Has  tried 
several  supports  without  relief. 

Physical  examination  showed  the  cervix  uteri  protruding  more 
than  an  inch  beyond  the  vaginal  outlet ;  the  uterus  retroverted  and 
its  canal  measured  in  the  dorsal  position  four-and-one-half  inches, 
of  which  two-and-three-quarters  was  cervical  and  one-and-three- 
quarters  corporeal ;  when  placed  in  the  knee-chest  position  the  whole 
depth  of  uterine  cavity  measured  but  two-and-three-quarter  inches. 
The  bladder  was  also  dragged  down  with  the  uterus  so  that  a 
sound  in  that  viscus  turned  into  the  prolapsed  mass  came  by  its 
point  to  within  three-quarters  of  an  inch  of  the  face  of  the  cervix ; 
although  the  perinaeum  was  lacerated  yet  the  rectum  had  not  been 
dragged  out  of  position  as  the  posterior  vaginal  wall  had  loosened 
in  its  attachment  to  the  rectum,  thus  allowing  it  to  slide  on  that 
organ  in  the  descent  of  the  cervix. 

May  19th  under  ether  I  amputated  the  cervix  and  performed 
Alexander's  operation  at  the  same  sitting.  With  the  exception  of 
some  elevation  of  temperature  on  the  second  and  third  days,  and  a 
slight  slough  in  the  inguinal  incision,  on  the  left  side  her  recovery 
was  uneventful.  June  16th.  Inguinal  incisions  entirely  healed  and 
uterus  in  perfect  position.  Discharged  with  the  advice  to  reenter 
hospital  in  the  fall  for  operation  on  the  perinseum. 

I  have  felt  interested  to  report  these  cases  for  the  following 
reasons : 

First  that  it  is  exceptionally  we  meet  with  this  affection  in  the 
multiparous  uterus. 

Second  that  the  surgical  treatment  of  these  cases  has  been  so 
unsuccessful  that  I  wished  to  present  to  the  profession  an  operation 
which  seemed  to  me  to  promise  well  for  ultimate  permanent  relief. 

I  cannot  go  quite  to  the  extent  that  Dr.  Emmet  does  in  limiting 
this  condition  to  the  nulliparous  women,  for  as  in  the  cases  just  re- 
ported, I  occasionally  meet  with  it  in  the  multipara,  even  where  no 
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laceration  of  the  cervix  has  been  suffered  ;  yet  it  is  undoubtedly  an 
affection  principally  of  the  uterus  which  has  never  been  impreg- 
nated. 

It  is  true  that  after  any  of  the  usual  operations  for  removing  a 
portion  of  the  infra-vaginal  cervix  or  even  in  those  cases  where  the 
operation  included  a  portion  of  the  supra-vaginal  cervix  the  revul- 
sive effect  set  up  resulted  in  some  temporary  benefit  and  in  a  few  in- 
stances the  relief  has  been  permanent ;  and  this  whether  the  stump 
was  left  to  granulate  after  the  amputation  or  neatly  covered  with 
mucous  membrane  after  the  manner  of  Sims.  Nearly  all  observers 
however  agree  in  the  tendency  to  recurrence.  Recognizing  the  fact 
that  the  trouble  was  located  in  the  supra- vaginal  cervix  in  the  worst 
class  of  cases  and  this  from  a  relaxed  and  flabby  tissue  in  which 
muscular  elements  were  almost  entirely  wanting,  it  occurred  to  me 
that  the  production  of  a  more  dense  tissue  at  a  few  points  in  the  sub- 


stance of  the  affected  part  might  help  to  tie  up  so  to  speak,  the 
loosened  substance  of  the  cervix.  This  I  felt  could  be  best  accom- 
plished with  the  fine  point  of  the  thermo-cautery,  which  was  car- 
ried out  in  the  cases  reported  in  the  following  way  : 

After  the  cervix  has  been  restored  to  its  natural  position  by  in- 
verting the  patient,  or  putting  her  in  the  knee-chest  position  she  is 
to  be  carefully  let  down  into  the  Sims'  position,  keeping  the 
shoulders  all  the  time  well  down  on  the  table,  so  that  the  uterus  be  not 
disturbed  from  the  position  attained.  The  perinaeum  is  then  to  be 
retracted  with  a  Sims'  speculum  and  the  cervix  held  steadily  in 
situ  with  a  tenaculum  buried  deeply  into  its  face,  great  care  being 
taken  not  to  draw  down  the  cervix.  With  a  scalpel  then  a  portion 
of  the  infra-vaginal  cervix  is  to  be  sliced  off,  of  sufficient  depth  to 
insure  the  exposure  if  possible  of  the  lower  portion  of  the  supra- 
vaginal tissue,  and  this  even  if  the  portion  removed  be  cone-shaped, 
which  is  easily  accomplished  by  keeping  up  a  steady  traction  on 
the  face  of  the  cervix  all  the  time  that  we  are  making  our  circular 
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incision.  This  can  be  done  without  fear  of  haemorrhage  as  the 
only  arteries  which  are  likely  to  give  trouble  are  of  small  size  and 
near  the  vaginal  covering  of  the  cervix.  Bleeding  from  these  is 
readily  controlled  by  the  pressure  forceps.  A  very  narrow  tip  of 
the  cautery,  not  over  one-eighth  of  an  inch  in  diameter  is  now  to 
be  brought  to  a  white  heat,  and  selecting  a  point  midway  from  the 
cervical  canal  to  the  vaginal  covering  of  the  cervix,  it  is  to  be 
quickly  inserted  up  the  long  axis  of  that  organ  to  the  distance  of  a 
full  inch,  care  being  taken  that  the  relative  distance  of  the  points 
mentioned  is  maintained.  This  is  to  be  repeated  at  four  equi- 
distant places  around  the  cervical  canal.    The  stump  is  then  to  be 


covered  by  drawing  the  vaginal  mucous  membrane  over  it  with 
sutures,  care  being  taken  to  protect  the  os  externum  by  two  or  three 
sutures  on  both  anterior  and  posterior  borders  inserted  so  as  to 
bring  the  cervical  and  vaginal  membranes  in  good  apposition  on 
each  side. 

The  subsequent  treatment  does  not  differ  from  an  ordinary 
trachelorrhaphy. 

The  application  of  the  cautery  in  the  way  described  will  be 
found  in  no  way  to  interfere  with  union  by  first  intention. 

In  the  cases  reported  both  patients  were  admitted  to  the  Free 
Hospital  for  Women  in  October  1891  and  operated  upon  for  cysto- 
cele  and  ruptured  perinaeum  at  which  time  the  uterus  was  found 
in  perfect  position,  the  depth  of  the  whole  uterine  canal  measured 
two-and-one-half  inches  in  the  first  case,  and  two-and-five-eighth 
inches  in  the  second  case.    A  subsequent  report  on  the  first  case, 
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in  March  1892  was  entirely  satisfactory,  the  uterus  still  being  in 
good  position,  and  no  evidence  of  any  elongation  of  the  cervix 
present. 

THE  MANAGEMENT  OF  CANCER  OF  THE  UTERUS,  COM- 
PLICATED BY  PREGNANCY,  WITH  REPORT  OF  A  CASE. 

By  A.  Van  der  Veer,  M.D., 

Professor  of  Didactic,  Abdominal  and  Clinical  Surgery,  Albany  Medical  College,  Albany,  N.  Y. 

Pregnancy  and  uterine  cancer  are  conditions  fortunately,  rarely 
associated.  Winckel  saw  eight  cases  of  cancer  of  the  cervix  uteri 
in  a  total  of  fifteen  thousand  cases  of  pregnancy.  Stratz  saw  twelve 
in  seventeen  thousand  nine  hundred  cases.  Sutugin  saw  two  in 
nine  thousand,  or,  in  other  words,  out  of  nearly  forty-two  thousand 
cases  of  pregnancies,  observed  in  three  great  obstetric  clinics,  only 
twenty-two  cases  of  cancer  of  the  uterus  occurred  as  a  complication, 
roughly,  one  case  in  every  two  thousand  cases  of  pregnancy.  Like 
all  statistics  these  have  only  a  relative  value.  Consulting  obstet- 
ricians see  relatively  more  cases  than  do  general  practitioners,  and 
apparently  see  as  diverse  results  of  treatment.  For  example,  the 
much-to-be-lamented  late  Dr.  Fordyce  Barker  reports,  in  a  discus- 
sion, three  cases  which  were  delivered,  without  any  unusual  com- 
plications, of  living  children  at  term,  the  mothers  also  recovering 
from  childbed  without  serious  drawbacks.  Other  obstetricians  of 
equal  skill  have  seen  this  complication  followed  time  after  time  by 
death  of  the  mother,  undelivered.  Naturally,  from  their  own  expe- 
riences, these  gentlemen  cannot  come  very  closely  together  in  dis- 
cussing methods  of  treatment. 

If  we  take  a  wider  view  of  cancer  of  the  uterus  and  pregnancy, 
with  regard  to  the  mother,  out  of  twenty-seven  cases  seen  by 
Puchett,  five  died  during  labor  undelivered,  nine  shortly  after  de- 
livery, ten  recovered  from  the  effects  of  labor,  and  in  three  the  re- 
sults are  not  stated.  Leaving  out  of  consideration  the  three  cases 
in  which  the  results  were  not  known,  we  have  a  maternal  mortality, 
from  the  delivery,  of  fifty-eight  per  cent.  plus. 

Cohnstein  in  another  considerable  series  of  cases,  where  gesta- 
tion was  completed  before  labor  occurred,  found  an  average  mater- 
nal mortality  of  fifty-seven  per  cent.  Hermann  out  of  one  hundred 
and  eighty  cases  found  a  maternal  mortality  of  forty  per  cent.,  and 
that  twenty  per  cent,  of  these  died  before  delivery  took  place.  To 
consider  the  subject  more  accurately,  from  this  large  number  of 
cases,  out  of  nearly  three  hundred  women  suffering  from  cancer  of 
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the  uterus,  and  in  labor  at  the  end  of  gestation,  fifty-two  per  cent, 
died  undelivered  or  never  left  their  beds.  Hermann  also  showed  a 
maternal  mortality  of  thirty-one  per  cent,  where  the  labor  was  prac- 
tically normal.  According  to  Gusserow  and  Cohnstein,  abortion  or 
premature  labor  occurs  in  thirty-five  per  cent,  of  pregnant  women 
with  cancer  of  the  uterus.  The  maternal  mortality  is  not  materially 
lessened  by  abortion  and  premature  delivery.  If  we  go  a  little  far- 
ther in  our  analysis  of  this  frightful  mortality,  we  find,  first  of  all, 
that  twenty-five  per  cent,  died  undelivered  from  septic  infection 
brought  about  by  a  putrid  foetus  or  from  shock  and  exhaustion. 
Sepsis  after  delivery  of  the  foetus,  from  absorption  through  large  areas 
of  unhealthy  and  non-cicatrizing  granulations,  or  from  retained  pla- 
centa, is  responsible  for  another  large  proportion  of  the  deaths.  Post- 
partum haemorrhage  another  portion,  and  rupture  of  the  uterus  still 
another.  Yet  with  all  these  dangers  menacing  the  mother's  life, 
by  this  complication  of  pregnancy,  we  still  have  another,  i.e., 
the  stimulus  of  unusual  uterine  blood  supply  to  the  cancerous  mass, 
encouraging  rapid  cell  proliferation  and  infiltration  of  the  vagina, 
broad  ligaments  and  rectum.  Finally  few  of  the  majority  who 
survive  the  ordeal  of  delivery  live  three  months. 

For  the  children  are  the  conditions  less  favorable?  Of  the  above 
series  of  cases  only  thirty-three  per  cent,  were  born  living,  and 
hardly  twenty  per  cent,  lived  until  the  mother  left  the  childbed. 
Here  then  we  have  twenty  per  cent,  of  living  children  at  the  threshold 
of  their  existence  and  over  half  without  mothers. 

I  know  of  no  condition  of  disease  that  presents  a  darker  or  sad- 
der image  than  does  this  one.  An  image  rarely  seen  to  be  sure, 
yet  none  the  less  frightful,  an  image  that  has  not,  it  is  to  be  feared, 
received  the  attention  in  text-books  and  from  teachers  of  obstetrics 
and  medicine  that  its  moment  deserves.  I  have  tried  to  outline 
fairly  the  course  that  cancer  of  the  uterus,  when  complicated  with 
pregnancy,  has  taken  in  the  past,  in  order  that  we  may  come  to  a 
clearer  conception  of  our  duty  to  these  cases  in  the  future.  If  the 
foregoing  shows  anything,  to  my  mind,  it  shows  that  we  cannot 
afford  to  wait  for  emergencies,  delivery,  abortion,  and  septic  infec- 
tion to  arise,  if  we  ever  expect  to  reduce  the  mortality  of  this 
dreaded  condition. 

If  the  gentlemen  of  this  section  were  called  upon  to  state  their 
individual  preference  for  the  treatment  of  operative  cases  of  cancer 
of  the  cervix  uteri  in  two  words  I  am  confident  that  the  larger 
number  of  replies  would  be  vaginal  hysterectomy,  rather  than  high 
amputation  ;  total  extirpation,  or  partial  excision.    It  is  pertinent 
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to  ask  why  shall  the  principles  of  treatment  be  modified  because 
pregnancy  exists?  I  hold  that  unless  exceptional  circumstances 
are  present  that  total  extirpation  should  be  the  rule,  and  the  opera- 
tion should  be  done  at  the  earliest  moment. 

Cases  of  cancer  of  the  cervix  uteri,  associated  with  pregnancy, 
so  far  as  treatment  is  concerned,  may  be  classified  in  three  series. 

First.  Cases  where  the  disease  is  confined  to  the  uterine  tissue 
— no  infiltration  in  vagina,  bladder,  rectum  or  broad  ligaments,  and 
the  uterus  has  not  reached  a  size  incompatible  with  vaginal  hys- 
terectomy, say  up  to  the  end  of  the  fourth  month  of  pregnancy. 

Second.  This  series  comprises  all  cases  presenting  the  features 
of  the  first  series,  except  that  the  removal  of  the  uterus  by  vaginal 
hysterectomy,  because  of  the  late  period  of  gestation,  after  the  be- 
ginning of  the  fifth  month,  is  precluded. 

Third.  This  series  comprises  all  cases  at  any  period  of  gestation 
where  total  extirpation  of  the  uterus  is  impracticable. 

In  the  management  of  the  first  class  of  cases,  associated  with 
early  pregnancy,  abortion,  either  accidental  or  induced,  has  already 
been  shown  to  be  surrounded  by  many  dangers,  and  notwithstanding 
its  successful  employment  by  a  few  operators,  as  a  preliminary  to 
vaginal  hysterectomy,  it  is  not  a  procedure  to  be  recommended. 

High  amputation  of  the  cervix  in  these  cases,  in  the  majority 
brings  about  abortion  and  its  attendant  dangers,  and  is  even  less 
successful  than  in  the  non-puerperal  uterus,  in  regard  to  final  cure. 

Allow  me  to  illustrate  to  you  by  the  following  case  from  my  own 
practice  the  management  of  a  case  of  the  first  group  : 

Mrs.  A.  H.,  aged  twenty-seven  years,  native  of  United  States, 
housewife  by  occupation.  Referred  to  me  by  Dr.  A.  V.  H.  Smythe, 
of  Amsterdam,  N.  Y.  Admitted  into  Albany  Hospital  September 
23  1890.  Family  history:  mother  died  in  childbirth;  father, 
brother  and  three  sisters  living  and  in  good  health.  Personal  history  : 
Menstruated  at  the  age  of  thirteen  ;  married  at  fifteen  ;  first  child 
born  ten  years  ago,  second  seven,  and  third  five  years  ago,  with 
one  miscarriage  between  second  and  third  child.  About  one  year 
ago  patient  noticed  some  abnormal  condition  of  menstruation  in 
that  it  was  more  frequent  and  profuse.  This  condition  has  con- 
stantly grown  worse.  Has  had  a  very  intelligent  line  of  treatment 
given  her,  but  without  relief.  Has  some  lancinating  pain  through 
pelvis,  has  lost  in  flesh,  is  anaemic,  does  not  rest  well,  appetite 
feeble  and  realizes  that  she  is  gradually  growing  weaker.  About 
two-and-one-half  months  ago  she  was  confined  to  her  bed  for  three 
weeks,  owing  to  her  great  exhaustion.     Patient  has  always  done 
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hard,  manual  work,  and  connects  her  trouble,  with  the  especially- 
severe  tax  upon  her  strength.  Dr.  Smythe  sent  her  to  me  with  the 
diagnosis  of  carcinoma  of  the  cervix.  He  tried,  and  made  various 
applications  to  the  growth,  but  without  any  substantial  control  of 
the  haemorrhage,  and  with  a  constantly  increasing  development  of 
the  disease. 

On  examination  I  found  a  cauliflower-like  excrescence  protruding 
very  uniformly  from  the  anterior  two-thirds  of  the  cervix,  coming 
out,  as  it  were,  from  a  bilateral  laceration,  not  particularly  sensitive 
to  the  touch,  but  having  a  hard,  indurated  base.  Pelvis  apparently 
in  a  healthy  condition,  and  no  infiltration  of  the  vaginal  walls.  She 
stated  that  for  the  past  three  months  she  had  flowed  almost  con- 
stantly, accompanied  by  a  very  nasty  odor.  Bimanual  examina- 
tion disclosed  a  uniform  enlargement  of  the  body  of  the  uterus,  to  the 
size  of  a  small  orange  and  believed  to  be  an  advance  of  the  disease 
to  the  fundus.  When  asked  as  to  the  possibility  of  her  being  preg- 
nant she  did  not  think  it  possible.  Was  not  nauseated  in  the  same 
manner  as  with  her  other  children,  had  no  pain  in  her  breasts,  nor 
in  any  way  did  she  have  the  symptoms  of  her  previous  pregnancies. 
I  felt  that  I  was  justified  in  endorsing  the  doctor's  diagnosis,  with 
the  possibility  of  her  being  pregnant,  and  recommended  most  earn- 
estly a  vaginal  hysterectomy.  This  the  patient,  on  explanation, 
was  anxious  to  have  done,  in  which  conclusion  her  husband  readily 
consented. 

Operation  was  performed  September  30,  1890.  Was  in  no  way 
complicated  until  I  had  liberated  the  uterus  quite  entirely  when  I 
found  it  was  even  somewhat  larger  than  I  had  mapped  out  in  the 
previous  bimanual  examination.  On  examining  the  specimen,  after 
removal,  the  whole  cervix  was  found  implicated  in  the  growth,  and 
the  body  of  the  uterus  contained  a  foetus  of  about  two-and-one-half 
months  ;  ovaries  and  appendages  were  not  removed.  Patient  made 
an  uninterrupted  recovery  with  the  exception  of  an  abscess  that 
formed  somewhere  in  the  stump  and  was  detected  October  2d, 
opened,  and  glass  drainage-tube  introduced,  parts  thoroughly 
washed,  some  slough  removed ;  discharge  quite  offensive  for  two 
or  three  days,  when  she  went  on  to  a  rapid  recovery. 

I  cannot  but  believe  that  the  sloughs  and  the  offensive  discharge 
were  the  result  of  the  use  of  the  forceps,  the  latter  being  used  in- 
stead of  ligatures  in  the  operation.  This  patient  has  remained  in 
perfect  health  since  her  recovery,  is  able  to  do  her  housework,  is 
bright  and  cheerful,  and  in  every  way  quite  happy;  husband  is 
loyal  and  contented. 
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The  specimen  was  referred  to  Dr.  W.  G.  Macdonald  who  has 
kindly  furnished  me  with  the  following  microscopical  report.  I 
wish  also  to  state  here  that  I  am  greatly  indebted  to  him  for  the 
statistics  contained  in  this  paper. 

The  specimen  furnished  for  examination  was  a  pregnant  uterus 
removed  with  its  contents  by  vaginal  hysterectomy.  An  incision 
in  the  long  axis  showed  the  uterine  contents.  The  entire  prepara- 
tion had  been  hardened  in  alcohol.  The  entire  cervix  is  involved 
in  tissue  distinctly  harder  than  normal.  The  os  uteri  and  inferior 
portion  of  the  cervix  is  completely  replaced  by  a  soft,  spongy 
growth  resembling  cauliflower.  Portions  of  this  growth  were  fur- 
ther hardened,  stained  and  examined.  The  sections  presented  a 
distinct  alveolar,  or,  more  accurately,  tubular  structure,  with  abun- 
dant small-celled  infiltration,  especially  in  the  periphery  of  the 
growth.  With  higher  amplifications  these  alveoli  or  tubules  show 
that  they  are  closely  packed  with  epithelial  elements,  chiefly  colum- 
nar in  character.  The  cellular  infiltration  closely  resembles  that 
seen  in  scirrhus  of  the  breast.  From  the  foregoing  the  pathological 
diagnosis  is  that  of  adeno-carcinoma  of  the  cervix  uteri. 

The  points  of  interest  in  this  operation  seem  to  be  as  follows  : 
She  had  irregular  menstruation,  haemorrhage,  as  it  were,  for  over  a 
year,  yet  when  the  disease  must  have  been  pretty  well  advanced 
she  became  pregnant.  Was  this  a  case  in  which  the  foetus  would 
have  gone  on  to  full  time  and  could  then  have  been  delivered  by 
abdominal  section,  and  what  would  have  been  her  chances  as  re- 
gards the  development  of  the  growth?  Would  it  not  have  placed 
her  among  the  hopeless  cases,  with  the  vaginal  walls  implicated 
and  the  pelvic  glands  also  infiltrated?  I  would  not  hesitate  in  rec- 
ommending the  same  line  of  treatment  to  another  patient  similarly 
situated.  The  favorable  termination  of  this  case  has  been  especially 
gratifying  to  me.  From  the  history  of  the  case,  and  other  similar 
ones  operated  upon,  it  will  be  seen  that  one  of  the  chief  difficulties 
lies  in  the  uncertainty  of  diagnosis.  An  absolute  diagnosis  of  preg- 
nancy can  be  made  in  only  very  exceptional  cases  before  the  fourth 
month,  when  the  condition  complicates  pregnancy.  Before  that 
time  the  uterine  enlargement  will  most  often  be  attributed  to  inva- 
sion of  the  fundus  by  the  new  growth. 

The  technique  of  the  operation,  owing  to  a  degree  of  laxity  of 
the  tissues  associated  with  pregnancy,  is  not  made  seriously  embar- 
rassing. 

Antro-  or  retroversion  of  the  uterus  may  be  made  either  difficult 
or  impossible  in  consequence  of  the  volume  of  the  uterus.  The 
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placing  of  ligatures  on  the  broad  ligaments  may.  be  impossible  before 
the  removal  of  the  uterus  from  lack  of  room,  but  clamps  may  be 
employed  either  temporarily  or  permanently.  Greig  Smith,  who 
always  employs  clamps,  thinks  that  the  operation  is  made  easier 
when  complicated  by  an  early  pregnancy. 

There  have  been,  including  this  one,  sixteen  cases  of  vaginal 
hysterectomies  for  cancer  of  the  cervix  uteri,  complicated  by  an 
early  pregnancy,  i.e.,  before  the  end  of  the  fourth  month,  in  which 
the  mortality  is  nil.  These  operations  have  been  distributed 
among  a  large  number  of  operators,  Landau,  Kaltenbach,  Hofmeier, 
J.  Greig  Smith,  Taylor,  Korn,  Jonas,  Mary  A.  Smith  and  others. 
Jonas  employed  a  modification  in  first  inducing  abortion,  and  in  a 
few  days  proceeding  to  hysterectomy,  but  complications  reported 
by  him,  and  reasons  already  given,  do  not  encourage  this  method 
of  practice. 

The  management  of  the  second  series,  operative  cases  of  cancer 
where  pregnancy  has  so  far  advanced  that  vaginal  hysterectomy  is 
precluded,  by  the  volume  of  the  uterus,  presents  many  problems 
for  our  consideration.  Some  of  these  present  peculiar  features  in 
individual  cases.  For  example-,  a  woman  with  no  living  children 
presents  herself  for  treatment  at  the  end  of  the  seventh  month  of  ges- 
tation, for  cancer  of  the  cervix  uteri.  She  is  anxious  to  have  a  liv- 
ing child.  Shall  we  follow  the  rule  of  surgery,  cancer  once  diagnos- 
ticated, immediate  operation,  or  shall  we  wait,  keeping  the  case 
under  observation,  until  gestation  is  completed?  Knowing  the 
rapidity  with  which  carcinoma  infiltrates,  under  the  stimulus  of 
pregnancy,  delay  may  place  the  mother  beyond  relief.  Operation 
destroys  the  child.  Undoubtedly  some  of  these  cases  may  be 
safely  tided  over  until  delivery  per  vaginam  can  be  accomplished 
or  a  Porro  operation  done  at  term,  followed  by  extirpation  of  the 
stump. 

The  management  of  carcinoma  of  the  cervix,  associated  with 
late  pregnancy,  after  viability,  and  where  the  new  growth  is  rapidly 
proliferating,  will  require,  as  a  rule,  the  total  extirpation  of  the 
uterus,  by  the  method  of  Freund,  as  modified  by  Tweifel.  First  a 
Porro  operation,  treating  the  pedicle  by  an  elastic  ligature  and 
dropping  it,  to  be  followed  by  an  immediate  vaginal  extirpation  of 
the  stump.  Here  perhaps  the  early  operation  may  prejudice  the 
chances  of  living  in  the  child,  but  they  certainly  increase  very 
materially  the  chances  of  ultimate  recovery  of  the  mother. 

The  third  group  of  cases  of  cancer  of  the  uterus,  inoperable  ones, 
will  necessarily  be  seen  very  infrequently.    Here  more  latitude  may 
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be  allowed  and  the  interests  of  the  mother  may  be  sacrificed  in  a 
degree  for  those  of  the  child.  Seldom  will  active  interference  be 
demanded  unless  from  feebleness  of  the  fcetal  heart  sound  or  feeble 
movements  showing  that  the  foetus  is  not  doing  well.  At  term  the 
chances  of  delivery  of  a  living  child  should  be  carefully  considered, 
either  naturally  or  by  the  aid  of  forceps.  When  delivery  presents 
great  difficulties,  or  seems  impossible,  the  Porro  operation  seems 
indicated  above  all  others,  and  may  present  advantages  even  if  the 
child  is  dead. 

Briefly  the  treatment  of  carcinoma  of  the  uterus  may  be  sum- 
marized as  follows  : 

In  all  operable  cases  where  the  pregnancy  is  not  advanced  be- 
yond the  fourth  month,  do  a  vaginal  hysterectomy  at  once.  In  all 
operable  cases  between  the  fourth  month  and  term,  as  a  rule, 
complete  extirpation  of  the  uterus  by  Freund's  method,  as  modi- 
fied by  Tweifel,  and  in  inoperable  cases  delivery  at  term  or  a 
supravaginal  hysterectomy  of  the  pregnant  uterus — Porro's  opera- 
tion. 


MENSTRUAL  DISORDERS;  WITH  CASES:  I.— MODERATELY 
EARLY  MENOPAUSE  IN  A  MOTHER  AND  DAUGHTER ; 
II.— PRIMARY  AMENORRHGEA  FROM  PROBABLE  AB- 
SENCE OF  OVARIES;  III.— PRIMARY  AMENORRHEA 
FROM  ABSENCE  OF  VAGINA,  UTERUS  AND  OVARIES.1 

By  Arthur  M.  Jacobus,  M.  D., 

Gynaecologist  to  the  Northwestern  Dispensary  and  the  Out-Door  Department  of"  the 
Presbyterian  Hospital,  New  York. 

The  term  menstrual  disorders  covers  a  multitude  of  sins  and 
while  such  disorders  are  chiefly  symptomatic  they  may  be  looked 
upon,  and  treated  with  advantage  as  though  each  class  of  symptoms 
were  in  reality  the  disease  proper.  The  patients  come  to  us  for 
the  relief  of  an  absence  or  irregularity  of  the  menses,  or  because  of 
severe  pain  or  flooding,  and  while  the  making  of  a  proper  diagnosis 
consists  in  finding  out  that  which  causes  the  symptoms  for  which 
the  patient  comes  for  treatment,  we  may,  temporarily  at  least, 
give  much  satisfaction  and  relief  by  merely  treating  the  symptom 
and  then  later,  with  the  patient's  consent,  seek  to  make  a  permanent 
cure  by  treating  the  organic  difficulty. 

1  Read  May  18  1892  at  a  meeting  of  the  Northwestern  Medical  and  Surgical 
Society  of  New  York. 
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Amenorrhoea,  or  absence  of  the  flow,  may  be  primary  and  per- 
manent, or  secondary  and  transitory,  either  of  which  is  of  serious 
import  to  the  patient.  Primary  or  permanent  amenorrhoea  being 
almost  wholly  due  to  the  absence  or  complete  non-development  of 
the  internal  sexual  organs,  chiefly  the  ovaries,  dates  back  to  early 
fcetal  life  and  is  of  course  beyond  our  relief.  It  is  usually  only 
discovered  when  the  girl  is  grown  up  and  thinking  of  marriage,  as 
iii  a  case  to  be  narrated  or  when  the  mother  finds  that  at  the  age  of 
eighteen  or  twenty  years  her  daughter  has  not  yet  been  ''unwell" 
and  then  seeks  to  know  the  reason  why.  A  late  delay  in  the  ap- 
pearance of  the  menses  may  be  due  to  an  imperforate  hymen,  the 
relief  of  which  is  simple  and  suggests  itself.  In  this  condition  as 
well  as  in  simple  delayed  menstruation  periodical  premonitory 
symptoms,  such  as  malaise,  headache,  flushing  of  the  face,  heavy 
bearing  down  sensation  in  the  back,  groins  and  pelvis,  with  pains 
in  thighs  and  slight  leucorrhcea,  etc.,  usually  occur  and  should 
lead  both  the  mother  and  the  physician  to  come  to  the  patient's 
relief  at  once  by  general  and  local  treatment  too,  if  indicated  and 
necessary.  While  serious  and  prolonged  illness  in  childhood  fol- 
lowed by  poor  surroundings  and  improper  or  insufficient  food  must 
have  great  influence,  if  not  even  being  the  cause,  in  preventing  the 
proper  development  of  the  female  sexual  organs,  still  much  can  be 
done  in  such  cases  by  prompt  and  proper  attention,  even  as  late  as 
at  the  period  of  puberty.  Really  every  physician  who  has  the 
care  of  young  girls,  whether  in  the  family  or  asylums,  should  be 
more  watchful  over  their  general  health,  and  particularly  of  their 
future  procreative  functions,  than  of  boys,  for  the  latter  get  more 
out-door  exercise,  seldom  want  for  food,  when  any  can  be  had  by 
hook  or  by  crook,  are  naturally  stronger  and  have  a  less  delicate 
organism,  while  with  the  former  it  is  just  the  reverse. 

There  is  no  doubt  but  that  many  cases  of  sterility,  abortion, 
premature  deliveries,  and  idiotic  or  epileptic  children,  etc.,  could 
have  been  avoided  had  the  woman  when  a  girl  of  twelve,  ten, 
eight  or  even  six  years  or  younger  had  her  blood  and  body  properly 
nourished  and  cared  for.  Eminent  authorities  largely  attribute  im- 
perfectly developed  sexual  organs  and  delayed  or  scanty  and  pain- 
ful menstruation  to  overstudy  during  early  girlhood,  but  in  my  ex- 
perience this  is  far  from  being  the  fact.  Given  a  case  predisposed 
to  these  troubles,  there  is  no  doubt  but  that  a  girl  overburdened 
with  studies  and  subject  to  the  coincident  confinement  will  be  a 
menstrual  sufferer  but  the  organs  in  question  should  be  fairly  well 
developed,  though  quiescent,  several  years  before  the  age  when 
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the  daughters  of  even  unusually  intellectual  families  are  permitted 
or  forced  to  overwork  their  mental  faculties  at  the  expense  of  their 
general  health.  In  a  private  practice  and  dispensary  work  extend- 
ing over  fifteen  years  a  large  majority  of  the  cases  of  delayed  or 
scanty  menstruation  from  imperfectly  developed  internal  sexual 
organs  seen  by  me  have  been  among  the  poorer  immigrants  arriv- 
ing constantly  in  our  city,  or  among  a  corresponding  class  here, 
who  reside  in  the  crowded  tenement  districts.  The  A  B  C's  and 
their  higher  sequels  have  not  troubled  them  much,  but  bad  mother's 
milk,  bad  bottle-feeding,  bad  air,  bad  clothing,  bad  blood,  anaemia, 
and  everything  else  bad,  are  the  causes  of  their  general  and  local 
physical  deformities  and  the  consequent  ailments  from  which  they 
suffer. 

To  treat  these  conditions  properly  then  one  must,  if  possible, 
begin  with  the  nursing  baby  and  where  means  and  opportunity 
will  permit,  not  only  look  after  the  food,  air  and  clothing,  etc.,  but 
after  the  physical  development  of  the  girl  as  age  permits,  by  such 
training  in  the  many  existing  private  and  public  gymnasia  and  by 
exercises  out  doors,  on  foot,  on  the  water,  on  horseback,  or  on  a 
bicycle,  as  modern  wisdom  suggests.  Poor  children  cannot  have 
all  these  things,  but  they  and  their  parents  can  be  taught  by  the 
family  physician,  the  necessity  of  selecting  and  preparing  good 
plain  food,  securing  household  and  personal  cleanliness,  and  of 
utilizing,  where  season  permits,  the  many  water  excursions  and 
public  baths  now  being  given  by  our  charitable  people,  in  addition 
to  using  the  public  parks.  Frequently  poor  patients  have  com- 
plained to  me  that  they  did  not  have  the  means  to  buy  sufficient 
milk  or  plain  meats  for  their  children,  yet  while  I  sat  talking  with 
them  a  child  would  come  into  the  room  with  a  quart  of  beer  costing 
three  times  what  an  equal  amount  of  milk  would  or  as  much  as 
one  or  two  pounds  of  plain  meat.  Such  tendencies  as  these  we 
should  combat  on  all  occasions.  The  value  of  special  physical 
training  for  girls  and  women  is  beginning  to  be  appreciated, 
but  chiefly  by  wealthy  people,  yet  a  few  hours  each  week  in  a 
gymnasium,  such  as  we  have  in  New  York,  or  on  a  bicycle,  or 
better  yet,  on  horseback,  under  a  proper  instructor  and  with  moder_ 
ation,  would  cost  but  a  small  amount  for  the  winter  season,  at 
least,  when  out-door  exercise  cannot  be  regularly  followed  and 
would  thus  be  within  the  means  of  thousands  of  parents  whose 
attention  has  not  yet  been  called  to  the  value  and  necessity  of  such 
health-giving  pastimes  and  exercises.  When  it  becomes  the  custom 
to  train  and  bring  up  young  girls  with  all  the  care  and  science 
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shown  in  rearing  thorough-bred  horses,  dairy  cattle,  and  other  non- 
human  prize  animals,  one  will  see  but  very  few  walking  wrecks, 
such  as  now  seem  to  constitute  nearly  a  majority  in  our  large 
cities,  and  who  are  utterly  unable  to  take  up  their  duties  in  life 
either  as  single  women,  in  earning  their  own  living,  or  as  wives  in 
performing  their  parts  as  "help-mates/'  or  finally  as  mothers  in 
rearing  their  offspring.  One  who  has  had  much  to  do  in  caring  for 
these  poor  creatures  can  not  help  realizing  how  utterly  helpless  and, 
one  might  add,  even  kindly  speaking,  how  worthless  either  to  them- 
selves or  others  many  of  them  are. 

Their  delicate  and  undeveloped  physical  condition  is  the  founda- 
tion of  all  their  future  sexual  woes  and  as  such  it  must  be  recog- 
nized and  treated.  Without  these  frail  women  the  gynaecologist  of 
to-day  could  not  exist,  his  occupation  would  be  gone. 

In  dealing  with  a  girl  of  twelve  or  fourteen  or  more  years  of 
age  who  has  some  of  the  premonitory  symptoms  of  coming  men- 
struation the  well-known  ideas  suggested  by  the  foregoing  remarks 
should  be  carried  out  in  so  far  as  possible  and  particularly  should 
the  usual  condition  of  anaemia  be  first  looked  after  instead  of,  as  is 
often  the  case,  commencing  with  some  supposed  or  real  menstrual 
stimulant.  This  is  also  a  good  time  to  educate  the  mother,  if  not 
already  done,  in  the  proper  hygiene  of  her  daughter's  approaching 
puberty  and  menstruation.  If  the  girl  is  one  who  is  obliged  to 
work  out  for  her  living,  her  occupation  should  be  considered  also, 
for  it  has  been  my  experience,  with  that  of  others,  that  in  young 
girls  who  work  in  tobacco  or  silk  factories,  or  on  artificial  flowers, 
with  dyed  material,  menstruation  is  not  only  often  delayed,  but, 
if  present  when  such  occupation  was  first  entered  into,  a  con- 
dition of  amenorrhcea  has  quickly  followed  which  has  been  diffi- 
cult to  relieve  until  the  occupation  was  changed.  Next  to  the 
usual  chalybeates  and  bitter  tonics  with  perhaps  the  emulsion  of 
cod-liver  oil,  or  milk  and  cream  half  and  half,  the  chemically  pure 
binoxide  of  manganese  has  given  me  better  results  than  anything 
else.  The  permanganate  of  potassa  has  been  found  valuable,  but 
as  it  has  nearly  always  caused  very  distressing  "heart-burn  "  even 
in  half-grain  doses,  it  has  been  discarded  by  me.  Two  to  four  or 
more  grains  of  the  binoxide  of  manganese  are  usually  given  on  an 
empty  stomach,  with  water,  three  times  a  day  for  a  period  of  one 
or  more  months  or  until  the  menses  have  become  more  or  less 
normal. 

The  results  at  times  have  been  almost  miraculous.  When  the 
flow  continues  scanty  or  the  interval  is  unduly  prolonged  it  is  well 
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to  give  the  manganese  for  a  week  or  ten  days  preceding  each  ex- 
pected period  for  a  number  of  months.  Failing  in  all  our  best 
efforts  to  establish  a  more  or  less  normal  menstruation  and  the  age 
of  eighteen  or  twenty  years  having  arrived,  it  then  should  be 
our  duty  to  urge  upon  the  patient  the  necessity  of  submitting  to 
such  local  treatment  as  may  be  indicated  and  possible. 

Possibly  general  faradization,  or  galvanism  to  the  lumbar  and 
inguinal  region  and  later  to  the  lumbar  region  and  the  vagina  or 
directly  to  the  uterus,  would  come  next  in  order,  but  as  this  plan 
of  treatment  has  seldom  been  necessary  or  used  in  my  practice, 
this  brief  reference  to  the  subject  only  is  made  and  without  any 
disparagement  of  its  undoubted  value  in  proper  hands.  As  a 
surgical  measure  dilatation  of  the  cervix  uteri  has  been  of  value  in 
stimulating  the  growth  of  the  uterus  and  probably  secondarily  of 
the  tubes  and  ovaries,  but  it  is  a  plan  of  treatment  that  should  be 
followed  only  with  the  greatest  of  precautions  as  to  cleanliness 
and  degree.  Moderate  dilatation  repeated  but  once  a  month,  for 
several  months,  is  sufficiently  often.  Better  results  can  be  obtained 
by  dilating  under  etherization.  The  plan  of  applying,  after  dila- 
tation, the  various  uterine  stem  pessaries  and  so-called  drainage- 
tubes  is  believed  to  be  unnecessary  and  dangerous  and  liable  in 
these  young  patients,  at  least  to  set  up  an  endometritis  that  may 
result  in  a  salpingitis  and  occlusion  of  the  Fallopian  tubes,  or  in 
an  attack  of  peritonitis. 

Dilatation  performed  aseptically  and  the  patient  put  to  bed,  in 
most  cases,  for  a  few  days,  is  perfectly  safe,  but  if  a  foreign  body 
such  as  has  been  indicated  is  inserted  then  trouble  begins.  In 
older  patients  it  may  be  different.  If  it  should  be  advisable  to  se- 
cure a  more  thorough  result  from  the  dilatation  then  it  is  believed 
to  be  a  better  and  safer  plan  to  immediately  pack  lightly  the  uterus 
with  iodoform  or  other  prepared  gauze,  allowing  the  same  to  remain 
in  a  few  days  after  the  manner  suggested  by  Dr.  Polk  and  others 
when  dilating  and  curetting  for  endometritis,  etc.  With  fairly  well 
developed  internal  sexual  organs  and  a  normal  condition  of  the 
blood  and  nervous  system  every  young  woman  after  the  age  of 
puberty  should  menstruate  regularly  until  the  menopause,  or  for 
about  twenty-five  or  thirty  years  unless  she  be  either  pregnant  or 
nursing.  Pozzi  in  his  new  work  on  gynaecology  goes  so  far  as  to 
lay  down  the  axiom  that  a  woman's  normal  condition  is  either 
pregnancy  or  lactation.  Such  a  doctrine  is  certainly  unnatural  and 
fallacious  and  the  attempt  to  teach  and  enforce  it  would  be  extremely 
unjust  as  well  as  injurious  to  womankind  and  indirectly  to  their 
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future  progeny.  It  would  argue  that  of  necessity  every  girl  at 
early  puberty  on  menstruating  should  be  ready  to  and  take  up  the 
marital  relations  and  that  thereafter,  until  the  menopause  came  to 
her  relief,  if  she  survived  that  long,  she  must  either  be  pregnant  or 
nursing  a  child,  with  no  time  to  recuperate  her  physical  condition 
in  between.  Its  bad  effects  may  be  seen  in  heathen  India  and 
other  countries  where  children  are  forced  to  marry  early.  In  further 
opposition,  we  might  refer  to  the  custom  and  wisdom  of  restraint 
in  the  breeding  of  choice  animals,  where  even  the  male  is  restricted 
in  his  sexual  propensities,  in  order  to  insure  the  procreation  of 
strong  offspring. 

With  menstruation  then  well  established  and  pregnancy  not 
occurring  it  follows  that  the  function  should  continue  regularly, 
unless  some  serious  malady  should  intervene.  Ordinarily,  when  a 
young  woman  in  apparent  health  comes  to  me  with  a  story  of  sec- 
ondary amenorrhcea,  even  if  she  be  single,  her  anxiety  gives  me 
no  alarm,  for  the  reason  that  if  she  be  not  pregnant,  and  which 
unhappily  in  single  women  is  only  too  frequently  the  case,  it  is  but 
a  question  of  a  few  weeks  when  menstruation  is  certain  to  recur 
again. 

If  pregnancy  can  surely  be  excluded  by  a  local  physical  exam- 
ination, and  this  should  always  be  done,  no  matter  what  the  pa- 
tient's statement  or  social  position  may  be,  before  any  active  specific 
treatment  is  pursued,  we  should  then  ascertain  whether  the  tempo- 
rary absence  of  the  flow  be  due  simply  to  an  exposure  to  cold  or 
other  slight  cause,  or,  whether  some  insidious  constitutional  dis- 
ease is  starting  up.  In  amenorrhcea,  or  for  that  matter,  in  any 
pelvic  complaint  for  which  a  woman  seeks  relief  one  should  always 
think  of  pregnancy  first,  last  and  all  the  time  during  examinations 
or  treatment  and  act  accordingly.  The  frequency  with  which 
some  physicians  thrust  a  sound  into  the  uterus  on  any  and  all 
occasions  is  simply  outrageous  and  criminal.  Quite  a  number  of 
miscarriages  have  come  to  my  knowledge  occurring  as  a  result  of 
the  gross  carelessness,  to  say  the  least,  in  using  a  sound  in  women 
too,  who  were  from  three  to  four  months  pregnant,  a  period  when 
the  slightest  vaginal  examination  would  have  revealed  the  true 
condition.  Great  has  been  my  astonishment,  on  several  occasions, 
when  called  in  consultation  to  diagnose  the  cause  of  a  case  of 
amenorrhcea,  or  a  supposed  uterine  "tumor,"  to  have  the  attending 
physician  hand  me  a  sound,  with  the  apparent  idea  that  that  was 
the  first  thing  to  do  and  use  in  the  examination.  It  appeared  an 
innocent  thing  to  do,  for  one  who  was  not  up  in  such  examinations, 
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but  though  with  regret,  it  is  said,  the  suspicion  was  strong  within 
me  that  on  more  than  one  occasion  a  wilful  attempt  had  been 
made  to  use  this  means  of  procuring  through  another  an  abortion 
in  a  willing  patient.  By  means  of  the  bimanual  examination  fol- 
lowed by  an  examination  in  Sims'  position,  one  ought  to  be  able  by 
the  sixth  or  eighth  week,  in  almost  every  case,  to  determine  if  the 
amenorrhcea  is  due  to  pregnancy  or  not,  but  whether  or  no  the  use 
of  the  sound  should  be  absolutely  prohibited  in  differentiating  these 
conditions.  To  return  to  the  subject,  amenorrhcea  in  healthy  sub- 
jects requires  but  little,  if  any  attention,  as  time,  with  a  little  care 
on  the  part  of  the  patient  at  the  coming  menstrual  epoch  generally 
suffices  to  reestablish  the  flow. 

Among  the  many  causes  of  secondary  amenorrhcea  which  have 
come  under  my  observation  may  be  mentioned  the  following : 
Sea  voyage,  associated  perhaps  with  a  change  of  climate,  anaemia, 
work  in  cigarette,  tobacco  or  silk  factories,  or  in  shops  where  dye 
stuffs  are  used,  excessive  and  prolonged  use  of  morphine — one  of 
woman's  greatest  curses— or  alcoholics,  shock  following  surgical  oper- 
ations and  etherization,  profuse  haemorrhage,  pelvic  peritonitis,  pro- 
longed acute  diseases,  superin volution  following  confinement,  obes- 
ity, tuberculosis  malignant  diseases,  chronic  diseases  of  the  heart, 
kidneys  and  nervous  system,  cardiac  weakness,  Bright's  disease  or 
insanity,  for  instance,  great  grief  or  other  emotional  causes  such  as 
in  those  indulging  in  illicit  intercourse,  or  in  the  anxiety  or  excesses 
of  the  newly  married,  or  in  sterile  women  desirous  of  bearing  chil- 
dren— the  so-called  false  pregnancy,  and  finally  after  the  prolonged 
and  frequent  use  of  very  hot  vaginal  injections.    The  latter  cause 
should  be  borne  in  mind  for  no  matter  how  valuable  hot  water 
vaginal  and  rectal  injections  are  in  the  treatment  of  pelvic  inflam- 
mations, etc.,  their  prolonged  daily  use  in  patients  predisposed  by 
small  or  atrophic  uteri  or  ovaries  to  scanty  or  irregular  menstrua- 
tion is  objectionable  and  likely  to  lead  to  future  bad  results,  though 
the  immediate  effect  be  good.    This  has  been  the  experience  of 
others  too  and  even  a  case  of  paralysis  of  the  lower  extremities  has 
been  reported,  a  few  years  since,  in  the  Medical  Record,  I  think,  as 
a  result  of  prolonged  hot  vaginal  injections.    Cases  like  those  just 
referred  to  might  better  be  treated  locally,  when  intercurrent  in- 
flammatory pelvic  conditions  exist,  by  a  five  to  ten  per  cent,  solu- 
tion of  boroglyceride  or  ichthyol  in  glycerine,  with  or  without  tam- 
pons, rather  than  by  hot  water,  which  acts  the  reversely  by  con- 
tracting the  blood-vessels  and  other  tissues.    Amenorrhcea  from 
the  effects  of  a  sea  voyage,  as  it  is  supposed,  is  a  very  obstinate 
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condition  to  treat.  In  two  of  the  instances  met  with  the  condition 
had  existed  eight  and  ten  months  respectively  and  in  the  former,  it 
still  continued  when  the  patient  was  last  seen.  The  patients  were 
Irish  immigrants  about  eighteen  to  twenty  years  of  age  and  un- 
usually well  developed  and  healthy  looking.  The  local  condition 
could  not  be  determined  as  an  examination  was  refused,  as  it  fre- 
quently is  in  these  cases,  for  fear  of  an  injury  to  their  parts,  which 
would  reflect  on  their  virtue. 

'•'Sea  voyage"  amenorrhcea  is  a  very  common  affection  among 
the  immigrants  seen  at  our  dispensaries  and  the  cause  of  the  dis- 
order must  be  due  to  some  profound  influence  or  shock  to  the  gen- 
eral and  sympathetic  nervous  system  produced  by  sea  sickness, 
change  of  climate,  bad  air  and  food  in  the  steerage  quarters  and 
sometimes,  unfortunately,  to  coitus.  It  is  quite  a  common  thing 
for  some  of  these  patients  to  mislead  one  in  regard  to  their  last 
menstruation,  for  the  reason  that  when  they  have  been  unfortunate 
in  their  love  affairs  in  the  old  countries  of  Europe,  or  worse  yet, 
raped  on  the  steamer,  their  relatives  hustle  the  victims  off  to 
America  post-haste  and  the  unfortunate  girl  is  afraid  to  tell  of  her 
true  condition  for  fear  of  being  returned  to  her  old  home. 

These  patients  almost  immediately  go  out  to  work  at  some  con- 
fining occupation,  just  the  reverse  of  their  former  habit,  and  con- 
sequently manganese,  iron,  strychnia,  and  other  remedies  often 
seem  to  be  of  little  use  and  one  must  rely  largely  on  time  and  ac- 
climatization. 

Electricity  would  undoubtedly  be  the  treatment  for  these  cases 
were  it  not  for  two  reasons,  first,  the  dispensaries,  where  most  of 
these  patients  are  seen,  do  not  furnish  the  required  apparatus  and  sec- 
ond, that  nearly  all  of  them  refuse  to  be  examined  or  treated  locally. 
In  marked  contrast  to  the  cases  of  amenorrhcea  produced  by  a 
sea  voyage,  Emmet,  in  his  well-known  work  on  gynaecology  cites 
a  case  where  the  patient  had  had  careful  electrical  and  other  treat- 
ment for  months  and  yet  for  years  she  could  only  be  made  to  men- 
struate when  it  was  so  arranged  that  she  should  be  at  sea  during 
an  expected  period.  Dr.  Emmet  says  the  case  is  not  unique  since 
he  knows  of  several  other  like  instances.  His  opinion  is  that  in 
the  one  case  nutrition  is  at  fault  and  the  impression  produced  by 
the  sea  air  and  motion  is  beneficial,  but  with  the  emigrant  who  is 
generally  in  good  health  the  nervous  system  is  fully  occupied  from 
the  first  in  counteracting  the  deleterious  effects  arising  from  anxiety 
of  mind,  a  new  mode  of  life  and  the  privations  to  which  emigrants 
are  too  often  subjected.    Amenorrhcea  caused  by  great  grief,  shock, 
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surgical  operations,  profuse  haemorrhage  and  etherization  some- 
times proves  obstinate,  but  if  the  climacteric  has  not  really  set  in 
and  the  ovaries  have  not  been  completely  destroyed  or  removed 
the  usual  treatment  suffices  to  effect  a  cure.  Amenorrhcea  from 
injurious  occupations,  or  drugs  will  yield  only  on  a  complete  re- 
moval of  the  cause,  hence  the  treatment  is  obvious.  Superinvolu- 
tion  requires  much  the  same  treatment  as  that  for  imperfectly  de- 
veloped internal  sexual  organs  already  referred  to  and  if  seen  and 
treated  promptly  the  result  may  be  satisfactory,  but  more  often  the 
patients  become  the  "  one  child  sterility  "  cases. 

Anaemia  one  of  the  greatest  evils  from  which  women  suffer, 
whether  due  to  habits  of  life,  or  prolonged  illness,  should  have  the 
most  prompt  and  thorough  treatment  in  every  way  possible  by 
proper  exercise,  food,  air  and  tonics,  otherwise  the  procreative 
functions  as  well  as  the  life  of  the  woman  herself  are  in  peril. 
Obesity  is  another  cause  of  amenorrhoea  which  proves  difficult  of 
relief.  If  one  can  prevent  the  accumulation  of  fat,  and  the  coinci- 
dent hydrsemia  or  anaemia,  there  is  no  difficulty,  but  that  is  the 
trouble,  and  usually,  no  matter  how  much  we  insist  on  exercise, 
regulation  of  the  diet,  food  and  drink,  and  give  tonics,  etc.,  the 
condition  becomes  permanent.  At  least  such  has  been  my  experi- 
ence in  a  number  of  cases.  Natural  early  menopause  for  the  sake 
of  the  patient's  feelings  and  to  avoid  unnecessary  special  treatment 
should  be  differentiated  in  treating  this  class  of  cases  for,  while  an 
increase  in  flesh  and  fat  deposit  usually  follows  the  menopause  still 
the  condition  "is  one  entirely  different  from  that  of  true  obesity.  In 
addition  to  the  contrast  in  the  general  appearance  of  the  patients, 
as  well  as  by  the  marked  blood  changes  which  occur  in  conditions 
of  obesity,  we  may  usually  make  a  diagnosis  between  amenor- 
rhcea due  to  it  and  that  due  to  early  but  simple  menopause,  by 
making  a  physical  examination  of  the  vagina  and  uterus.  In  the 
cases  of  obesity  seen  by  me,  even  when  amenorrhcea  had  existed 
several  months  there  were  none  of  the  usual  atrophic  changes 
found  in  the  vagina,  uterus  and  pelvic  blood-vessels  such  as  take 
place  at  the  menopause,  even  before  menstruation  has  ceased  for 
good.  A  case  illustrative  of  moderate  but  simple  menopause,  where 
obesity  can  certainly  be  excluded,  is  reported  as  a  part  of  this  article. 

Amenorrhcea  is  often  a  very  early  symptom  of  pulmonary  tuber- 
culosis and  other  chronic  diseases  and  as  such  should  not  receive 
any  direct  special  treatment  whatever,  as  on  the  restoration  of  the 
function  the  patient's  vitality  will  only  be  sapped  the  more  rapidly 
and  the  general  condition  become  more  hopeless  than  ever. 
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It  had  been  my  intention  to  offer  some  remarks  on  the  special 
conditions  and  symptoms  of  dysmenorrhcea  and  menorrhagia  but 
as  the  paper  has  already  more  than  reached  the  limit  intended  these 
subjects  will  not  be  touched  upon  now. 

The  chief  motive  intended  in  the  rambling  remarks  offered  was 
to  show  that  in  my  experience  and  opinion  a  lack  of  proper  devel- 
opment of  the  internal  female  sexual  organs  is  the  foundation  and 
prime  cause  of  nearly  all  of  the  special  sexual  woes  and  diseases 
of  which  women  are  afflicted  and  that  much  should  and  can  be 
done  to  avoid  or  remove  these  troubles  by  early  and  proper  atten- 
tion from  childhood  up.  The  following  few  cases  are  reported  in 
connection  with  the  paper,  they  at  least  are  original  and  unreported 
and  may  be  of  interest. 

Moderately  early  Menopause  in  a  Mother  and  Daughter. 

Case  I. — Mrs.  M.  L.  of  American  descent,  aged  sixty-three  years, 
as  a  girl  gave  a  history  of  normal  menstruation,  was  well  devel- 
oped and  married  at  the  age  of  eighteen  years.  There  was  no 
family  history  of  abnormal  menstruation.  Mrs.  L.  did  not  be- 
come pregnant  until  eight  years  later  when,  in  her  twenty-seventh 
year,  she  was  delivered,  as  a  result  of  a  hard  labor,  of  a  dead  child. 
In  her  twenty-ninth  year  she  gave  birth  to  a  daughter,  whom  she 
nursed  for  one  year  when  the  baby  was  weaned  and  menstruation 
returned  in  moderate  amount  for  a  few  times.  In  this  her  thirtieth 
year,  menstruation  without  any  known  physical  or  extraneous 
cause  ceased,  with  fecundity,  never  to  return  again.  She  was  seen 
and  examined  by  me  for  the  first  time  when  she  was  about  fifty-two 
years  of  age.  Marital  relations  had  continued  and  though  there 
had  occurred  more  or  less  of  the  usual  atrophic  changes,  the  vagina 
and  uterus  were  nearly  normal  in  size  and  nothing  pathological 
was  found  excepting  a  slight  uterine  and  vaginal  leucorrhoea. 
There  had  been  very  few  of  the  nervous  symptoms  usually  experi- 
enced during  the  menopause.  Recently  the  daughter  of  Mrs.  L., 
Mrs.  E.  W.,  aged  thirty-four  years,  consulted  me  in  reference  to  the 
cessation  of  her  menses.  She  was  of  medium  build,  began  to  men- 
struate when  about  fifteen  years  of  age  and  was  married  when  she 
was  twenty-two  and  had  never  been  pregnant. 

Menstruation  from  the  first  had  occurred  every  twenty-five  days, 
the  flow  being  free  and  lasting  four  or  five  days.  She  menstruated 
last  from  January  8th  to  12th  1892,  since  which  time  amenorrhoea 
had  existed,  with  occasional  slight  flushings  of  the  face  and  head. 
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An  examination  showed  that  she  was  not  pregnant,  that  the  uterus 
was  anteflexed  and  about  one-half  the  normal  size  and  that  the  cervix 
and  vagina  were  becoming  pale,  smooth  and  contracted  thus  taking 
on  the  changes  peculiar  to  the  menopause.  She  had  had  the  aver- 
age of  good  health  and  nothing  could  be  learned  which  would 
throw  any  light  on  the  cause  of  the  cessation  of  her  menstruation. 

The  local  conditions  therefore  justify  me  in  the  belief  that  it  is, 
like  that  of  her  mother,  a  natural  but  early  menopause,  even  though 
but  scarcely  five  months  have  elapsed  since  she  last  menstruated. 

Primary  Amenorrhcea  from  Probable  Absence  of  Ovaries. 

Mrs.  M.  G.  a  well-developed  woman  of  Irish  birth  consulted  me 
in  December  1*890  in  reference  to  leucorrhcea  and  sterility.  She 
was  then  twenty-five  years  of  age  had  been  married  several  years 
and  had  never  menstruated  or  been  pregnant.  There  was  no  family 
history  of  any  menstrual  irregularity.  She  has  always  been 
healthy  and  has  never  experienced  any  special  periodical  nervous 
phenomena  indicative  of  impending  menstruation. 

She  presumed  she  was  all  right,  though  she  did  not  menstruate 
and  so  had  married,  but  as  several  years  had  elapsed  and  preg- 
nancy, which  she  desired,  had  not  occurred  she  was  interested  to 
learn  what  was  the  difficulty.  Coitus  was  agreeable  but  passive. 
The  mammae,  external  genital  organs,  and  the  vagina  were  normal. 
The  uterus  was  anteflexed  somewhat  undersized  and  measured 
about  two  inches  in  depth.  Extending  laterally  from  the  uterus  a 
thin  fold  of  tissue  could  be  made  out,  but  a  careful  examination, 
without  an  anaesthetic,  made  in  the  bimanual  and  lateral  positions 
could  not  detect  anything  suggestive  of  ovaries.  The  patient  has 
been  seen  recently  and  her  condition  remains  the  same. 

It  is  believed  therefore  to  be  a  case  of  absence  or  complete  non- 
development  of  the  ovaries  and  that  the  primary  amenorrhcea  and 
sterility  are  due  to  that  fact.  This  case  differs  considerably  from 
the  one  to  follow: 

Primary  Amenorrhcea  from  Absence  or  Vagina,  Uterus  and  Ovaries. 

Case  III. — In  November,  1890,  Miss  K.  E.,  now  Mrs.  C,  of 
German  descent  consulted  me  in  reference  to  a  genital  abnormality 
with  which  she  was  afflicted  and  to  learn  whether  anything  could 
be  done  for  her  relief  in  view  of  her  probable  marriage. 

The  young  woman  was  nearly  nineteen  years  of  age,  slightly 
under  the  average  in  size,  fairly  plump  in  bust  and  form,  had  light 


656 


Arthur  M.  Jacobus,  M.D. 


hair  and  was  apparently  normal  in  general  development.  She  had 
never  menstruated,  but  during  the  last  year  had  had  mild  attacks 
of  flushing  of  the  face,  with  slight  headache  and  backache 
lasting  a  day  or  so  and  recurring  at  intervals  of  from  one  to  two 
months.  There  was  no  family  history  of  any  menstrual  or  sexual 
abnormality.  She  gave  a  history  of  having  been  examined  under 
ether  by  two  physicians  and  that  each  had  declared  that  she  was 
without  either  a  vagina,  uterus  or  ovaries. 

An  examination  by  me, by  the  rectum,  with  a  sound  in  the  blad- 
der and  one  hand  on  the  abdomen  confirmed  the  above  statement. 

The  mons  veneris,  labia  majora  and  minora  and  the  clitoris 
were  well  developed.  The  hymen  was  unusually  thickened,  had 
no  opening  and  about  ten  or  twelve  leaflike  folds  pointing  outwards 
like  a  rose.  Firm  pressure  against  it  with  the  end  of  the  finger 
caused  an  indentation  of  less  than  half  an  inch  and  gave  no  indica- 
tion of  a  cavity  or  vagina  behind  it.  With  the  finger  in  the  rectum 
and  a  sound  in  the  bladder  there  was  nothing  detected  intervening 
but  the  walls  of  those  two  organs  in  close  apposition.  Digital  ex- 
amination high  up  in  the  rectum  revealed  nothing  but  a  slight  thick- 
ening the  size  of  a  small  cent  or  the  finger  nail,  at  the  usual  uterine 
site  and  extending  laterally  from  this  a  thin  peritoneal  fold.  Nothing 
else  suggestive  of  the  uterus,  tubes  or  ovaries  could  be  detected. 
Naturally  with  this  state  of  affairs  her  marriage  was  strongly  op- 
posed and  serious  family  trouble  with  a  probable  divorce  predicted 
if  it  were  consummated,  but  the  young  man  in  the  case,  with  a  full 
knowledge  of  the  malformation  and  against  his  and  her  parents 
wishes  insisted  it  would  make  no  difference  to  him,  that  he  had 
loved  the  girl  since  childhood  and  that  he  would  marry  her  anyhow. 
It  was  then  proposed  to  make  an  opening  through  the  hymen  and 
endeavor  to  find  a  rudimentary  vagina,  or  to  make  an  artificial  one, 
if  justified  by  the  local  condition,  as  a  possible  prophylactic  against 
post-marital  troubles.  Serious  illness,  shortly  afterward,  on  the  part 
of  the  writer,  prevented  this  being  carried  out,  and  the  would-be 
Benedict  insisted  upon  marriage  without  further  delay  and  so  in 
March  1 891,  the  parties  were  united  "for  better  or  for  worse."  In 
April  1892  the  writer  looked  up  the  couple  to  learn  the  result.  From 
the  wife  it  was  learned  that  they  were  living  happily  together  and 
that  the  husband  had  been  unfortunate  in  losing  one  eye  by  ampu- 
tation, as  the  result  of  a  splinter  of  steel  injuring  the  optic  nerve, 
otherwise  he  was  all  right  and  satisfied  generally  and  sexually.  The 
wife  stated  that  since  her  marriage  over  a  year  ago,  the  irregular 
attacks  of  Hushing  of  the  face,  headache  and  backache,  etc.,  strange 
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to  say,  had  ceased  and  that  she  had  grown  a  little  heavier  in  bust 
and  body.  She  also  stated  that  coitus,  imperfect  as  it  was,  was 
passively  agreeable  to  her,  but  that  she  had  no  sensation  suggestive 
of  an  orgasm  though  her  husband  had  the  usual  orgasm,  etc.  Local 
examination  revealed  the  same  conditions  as  in  1S90,  with  the  two 
following  exceptions:  Nature  in  the  form  of  her  husband  had  suc- 
ceeded in  stretching  the  hymen  and  the  parts  behind  it  so  that  the 
forefinger  could,  by  moderate  pressure,  be  invaginated  as  far  as  the 
second  joint,  or  for  about  two  inches,  when  one  could  feel  a  soft 
body  nearly  the  size  of  the  smallest  almond,  or  the  lobe  of  the  ear, 
at  the  point  where  the  slight  thickening  was  detected  in  November 
1890,  by  rectal  examination.  With  the  finger  in  the  rectum  and 
another  pocketed  against  the  hymen,  still  intact,  and  a  sound  in 
the  bladder  nothing  apparently  intervened,  excepting  the  walls  of 
the  rectum  and  bladder  and  the  integument  which  was  partly  pushed 
up  between  them  by  the  finger.  That  is  there  was  no  apparent  ex- 
tra layer  or  vaginal  wall.  By  the  rectum  the  small  body  just  referred 
to  was  clearly  outlined,  but  nothing  else  in  the  way  of  the  uterus, 
tubes,  or  ovaries  could  be  detected.  Finally  as  might  have  been 
expected  there  was  no  dilatation  of  the  urethra  nor  interference 
with  normal  urination. 

This  condition  or  case  is  rare  and  interesting  from  many  points 
of  view.  The  result  shows  that  while  marriage  may  not  be  advised, 
it  may  not  terminate  so  unhappily  as  at  first  supposed,  especially 
where  the  parties  are  first  made  fully  aware  of  the  local  condition 
and  the  certain  sterility.  Also  that  repeated  intercourse  may,  even 
with  an  unusually  thickened  hymen  and  probable  absence  of  a 
vagina,  establish  an  artificial  pocket  satisfactory  to  an  affectionate 
and  indulgent  husband,  and  perhaps  with  more  safety  to  the  woman 
than  an  aggressive  surgeon's  knife,  for  it  is  reported  that  some  of 
the  operations  to  establish  an  artificial  vagina  have  resulted  fatally. 
Now  that  the  parties  are  married  and  at  present,  at  least,  satis- 
fied it  is  perhaps  best  to  let  well  enough  alone,  but  if  discontent 
with  the  existing  conditions  should  follow  and  the  patient  remains 
under  my  care  an  opening  will  probably  be  made  through  the  hymen 
with  a  view  to  enlarging  the  rudimentary  vagina  if  one  should  be 
found.  If  such  is  not  the  case  then  the  hymen  will  be  closed  up,  as 
found,  for  in  my  judgment  it  would  be  very  bad  policy  and  surgery, 
even  to  gratify  the  husband,  to  do  that  which  would  permit  an  erect 
penis  to  run  amuck  in  the  pelvic  tissues,  or  peritoneal  cavity. 
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A  CASE  OF  OLD  PELVIC  ABSCESS  BURROWING  BENEATH 
THE  ILIAC  FASCIA,  OPENED  UNDER  POUPART'S  LIGA- 
MENT.1 

By  Reed  Burns,  M.D., 

Honesdale,  Penn. 

August  4,  1891.  Mrs.  C.  set.  thirty-eight.  Widow  fourteen 
years.  One  child  aged  sixteen  years.  Had  had  a  discharge 
of  pus  from  the  rectum,  three-and-a-half  years  preceded  by  a 
number  of  attacks  of  pelvic  inflammation.  Previous  health  good. 
When  seen  patient  was  apparently  in  the  last  stage  of  pyaemia, 
exceedingly  emaciated  and  suffering  most  intensely;  left  thigh 
strongly  flexed  on  the  abdomen.  There  was  severe  pain  in  the 
left  hip  and  along  the  course  and  distribution  of  the  crural  and 
genito-crural  nerves;  a  slight  thickening  could  be  felt  on  the  left 
at  the  upper  edge  of  Poupart's  ligament.  Digital  examination 
showed  a  deep-seated  mass  stretching  across  the  pelvis  and 
extending  into  both  iliac  fossse,  the  roof  of  the  vagina  every- 
where dense  and  unyielding,  a  dense  mass  at  the  left  of  the  cervix 
and  vagina,  the  fundus  of  the  uterus  sharply  bent  to  the  right  and 
embedded  in  a  mass  of  indurated  tissue,  no  fluctuation;  right  kid- 
ney somewhat  enlarged;  no  albumen  in  urine;  a  non-malignant 
stricture  of  the  rectum  admitting  the  index  finger  as  high  up  as 
could  be  reached.  No  fistulous  opening  in  the  bowel  could  be 
found.  Heart  and  lungs  sound.  In  addition  to  the  condition 
which  the  physical  examination  revealed,  it  was  believed  that  the 
intense  pain  in  the  anterior  and  genito-crural  nerves,  and  the  flexed 
position  of  the  thigh  which  had  only  developed  during  the  last  two 
or  three  months,  indicated  that  the  pus  had  burrowed  through  the 
left  iliac  fascia  producing  a  psoas  or  ilio  psoas  abscess  as  an  annex 
to  the  original  one.  As  these  nerves  descend  behind  the  fascia  and 
are  more  or  less  buried  in  the  psoas  muscle,  these  symptoms  were 
thus  readily  accounted  for. 

Here  was  evidently  a  case  worth  the  serious  consideration  of 
the  most  ambitious  surgeon.  Whether  to  do  or  not  to  do,  and  if  to 
do,  what  to  do  is  about  as  hard  for  the  surgeon  to  decide,  as 
whether  "to  be  or  not  to  be"  was  for  Hamlet. 

To  go  through  the  inflamed  vascular  tissues  from  the  vagina  in 
the  vicinity  of  the  uterine  artery  without  fluctuation  or  any  other 

iRead  by  invitation  at  a  meeting  of  the  New  York  Obstetrical  Society,  held 
May  17  1892. 
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guide,  seemed  of  doubtful  utility.  To  open  through  the  abdomen 
would  be  to  encounter  a  mass  of  adherent  intestines  and  even  if  the 
original  abscess  were  successfully  peeled  out  there  would  be  left 
an  opening  in  the  rectum  and  another  in  the  psoas  abscess  com- 
municating with  the  peritoneal  cavity  which  if  successfully  walled 
off  by  packing,  would  leave  an  incurable  fistula  with  bad  drainage. 
Besides  the  patient's  condition  was  most  unfavorable.  The  only 
feasible  route  seemed  to  be  cut  down  at  the  lower  border  of  Pou- 
parts  ligament  between  the  anterior  crural  nerve  and  the  anterior 
superior  spinous  process  of  the  ilium  and  going  under  the  liga- 
ment, internal  circumflex  iliac  artery  and  iliac  fascia  and  up  on  the 
anterior  surface  of  the  muscles  look  for  the  pus. 

This  was  done  as  follows: — An  incision  was  made  along  the 
lower  border  of  Poupart's  ligament,  from  a  point  just  external  to  the 
anterior  crural  nerve  to  a  point  just  anterior  to  the  anterior  superior 
spinous  process  of  the  ilium,  taking  care  to  avoid  the  external 
cutaneous  nerve  which  emerges  from  beneath  the  ligament  at  this 
point.  The  tissues  were  carefully  divided  until  the  ligament  and 
iliacus  muscle  beneath  it  were  exposed.  The  only  vessel  requiring 
a  ligature  was  a  branch  of  the  external  circumflex  iliac  vein.  The 
ligament  was  carefully  separated  from  the  muscle  beneath  and  then 
the  ringer  introduced  and  the  iliac  fascia  freely  separated  from  the 
muscles.  The  abscess  cavity  was  broken  into  about  one-and-one- 
half  inches  above  the  ligament.  Its  limits  could  not  be  reached  by 
the  finger,  but  the  muscles  were  found  pretty  extensively  destroyed. 
After  thoroughly  washing  out  with  peroxide  of  hydrogen,  the  right 
index  finger  was  carried  as  high  up  in  the  abscess  cavity  as  possible, 
and  the  left  in  the  vagina.  The  septum  was  very  thick  and  dense. 
The  right  index  finger  was  pushed  into  the  tissues  of  the  septum 
until  its  point  could  be  felt  by  the  finger  in  the  vagina.  A  pair  of 
curved  uterine  polypus  forceps  were  now  carried  along  the  palmar 
surface  of  the  right  finger,  by  an  assistant  until  their  point  reached 
the  point  of  the  finger,  the  right  finger  was  now  withdrawn,  the 
forceps  grasped  in  the  right  hand  and  pushed  through  to  the  vaginal 
mucous  membrane.  At  this  point,  a  small  incision  was  made  with 
a  pair  of  sharp-pointed  scissors,  the  forceps  pushed  through  and 
forcibly  opened,  a  large-sized  drainage-tube  was  grasped  by  their 
blades  and  drawn  through,  one  end  being  secured  at  the  vulva,  and 
the  other  at  the  incision  under  the  ligament.  The  patient  suffered 
but  little  from  shock,  and  improvement  was  soon  manifest.  Pressure 
on  the  nerves  from  the  large  drainage-tube  produced  so  much  pain, 
and  fearing  also  that  necrosis  of  the  walls  of  the  blood-vessels  might 
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occur  with  fatal  haemorrhage,  the  large  tube  was  soon  discontinued, 
and  two  smaller  tubes  substituted,  one  for  each  opening.  The 
peroxide  was  continued.  After  some  time  the  tube  in  the  vagina 
was  discontinued  as  it  seemed  to  take  no  part  in  the  drainage. 
Improvement  has  been  slow  but  continuous  up  to  the  present  time. 
There  is  still  some  discharge  of  pus  from  the  rectum  and  from  a 
small  drainage-tube  which  we  have  continued  to  use. 

The  psoas  abscess  is  giving  the  patient  more  trouble  at  present 
than  the  original  one.  Efforts  have  been  made  to  dilate  the  rectal 
stricture  with  wales  bougies  but  without  much  success,  and  although 
there  are  occasionally  intermittent  colicy  pains  indicative  of  obstruc- 
tion, yet  colotomy  has  never  been  thought  necessary. 

The  aetiology  of  periuterine  abscess  has  been  studied  with 
renewed  interest  since  removal  of  the  uterine  appendages  has 
become  so  popular  with  many  gynaecologists,  and  although  the 
profession  are  not  entirely  in  accord,  yet  it  seems  pretty  well  settled 
that  in  a  great  majority  of  the  cases  the  sepsis  which  produces  the 
disease  reaches  the  original  seat  of  the  abscess  by  means  of  the 
Fallopian  tube,  beginning  as  a  pyosalpinx,  ovarian  or  tubo-ovarian 
abscess,  or  if  discharged  from  the  open  end  of  the  Fallopian  tube 
into  some  of  the  folds  of  the  peritonaeum  setting  up  a  suppurative 
circumscribed  peritonitis,  shut  in  by  adhesive  inflammation,  many 
believing  that  this  is  the  only  mode  of  their  production. 

That  this  view  is  too  exclusive  would  seem  to  be  indicated  by 
the  anatomy  of  the  parts  and  known  pathological  facts.  Authorities 
differ  somewhat  as  to  the  origin  and  course  of  the  uterine  lymphat- 
ics, but  all  agree  that  they  are  exceedingly  numerous.  It  will  be 
sufficiently  accurate  for  the  present  purpose  to  say  that  those  from 
the  fundus  follow  the  Fallopian  tubes  to  the  ovaries  where  they  are 
joined  by  the  ovarian  and  then  pass  to  the  lumbar  glands  about  the 
termination  of  the  ovarian  veins.  Those  from  the  body  of  the 
uterus  pass  along  the  broad  ligaments  and  are  connected  with  the 
iliac  glands  situated  along  the  course  of  the  iliac  blood-vessels, 
while  those  from  the  cervix  pass  backward  to  the  hypogastric 
plexus  situated  along  the  sides  of  the  rectum,  and  lastly,  those 
from  the  endometrium  (if  they  exist)  and  those  from  the  mucous 
membrane  of  the  upper  portion  of  the  vagina  and  that  covering  the 
cervix  pass  to  the  utero-vaginal  glands  situated  low  down  in  front 
of  the  broad  ligaments,  as  shown  in  cut. 

Now  we  know  that  suppuration  takes  place  in  the  inguinal 
axillary  or  cervical  glands  when  septic  matter  under  favorable  cir- 
cumstances gains  access  to  the  lymphatic  vessels  that  lead  to  them, 
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or  if  the  matter  is  sufficient  in  quantity  or  of  high  septic  properties 
it  may  produce  a  severe  lymphangitis  with  tissue  necrosis  and  sup- 
puration without  glandular  abscesses.  Thus,  septic  matter  absorbed 
by  the  fundus  of  the  uterus  might  be  the  cause  of  an  ovarian  abscess 
or  of  suppuration  in  the  lumbar  glands.  If  absorbed  by  the  lym- 
phatics of  the  cervix  it  would  be  carried  to  the  hypogastric  glands 
lying  along  the  sides  of  the  rectum,  where  an  abscess  would  be 


likely  to  break  into  the  bowel,  if  by  the  vessels  of  the  vaginal  or  per- 
haps uterine  mucosa  it  would  be  carried  in  the  direction  of  the 
utero-vaginal  glands  and  the  pus  would  find  an  outlet  through  the 
vagina  or  bladder;  if  from  the  body  of  the  uterus  it  might  produce 
suppuration  in  the  broad  ligaments  or  in  the  iliac  glands  lying 
along  the  iliac  blood-vessels,  where  burrowing  down  along  the 
vessels  it  would  point  in  the  thigh  as  sometimes  happens.  Rupture 


662 


Reed  Burns,  M.D, 


into  the  peritoneal  cavity  would  be  possible  in  all  cases  and,  though 
somewhat  rare,  is  one  of  the  sources  of  danger.  * 

This  theory  seems  anatomically  sound  and  without  any  effort 
to  make  an  exhaustive  search  of  medical  literature  to  prove  its 
accuracy  from  a  pathological  standpoint,  we  would  call  attention 
to  the  very  interesting  paper  by  F.  Winkel  on  puerperal  erysipelas. 
(Aerztliches  Intelligenz  Blatt.  vol.  32.)  His  experience  was  large 
and  post-mortem  examinations  carefully  made;  he  found  that  the 
most  rapidly  fatal  cases  were  those  in  which  Fehleisens  microbe  or 
the  streptococcus  of  erysipelas  had  entered  through  wounds  in 
the  utero-vaginal  tract  and  where  the  disease  developed  soon 
after  delivery.  His  post-mortem  examinations  showed,  beside  the 
usual  remote  changes,  uterine  and  periuterine  lymphangitis  in  all 
stages,  and  in  one  case  a  lymph  abscess  in'  the  right  broad  liga- 
ment. He  reports  another  case  in  Verh.  der  Deutschen  Gesellshaft 
ftir  GynScologie,  1st  Congress,  p.  78,  of  the  same  kind  where  a 
microscopic  examination  of  the  pus  showed  the  streptococcus  of 
erysipelas.  As  this  microbe  is  confined  to  the  lymphatic  vessels 
until  they  are  broken  down,  it  is  a  very  strong  evidence  that  the 
septic  matter  reached  the  seat  of  the  abscess  by  means  of  the 
lymphatics. 

Dr.  L.  Martineau  of  Paris  relates  a  case  (p.  138,  vol.  ii  Congres 
Periodique  International  des  Sciences  M6dicales,  Copenhagen,  1884) 
where  the  application  of  a  caustic  to  an  ulcerated  cervix  produced 
uterine  and  periuterine  lymphangitis  with  inflammation  of  the  pelvic 
glands  as  well  as  a  suppurative  pelvic  peritonitis  resulting  in  death. 
He  attributes  the  suppurative  peritonitis  to  the  lymphangitis,  while 
it  was  probably  a  nice  illustration  of  the  two  modes  of  entrance, 
the  lymphatics  and  the  Fallopian  tubes. 

The  recent  work  of  Pierre  Delbet,  "  Les  Supurations  Pelvienes 
chez  la  Femme,"  and  the  brochure  of  Louis  Laboire,  "  Du  Role  de 
la  Lymphangite  dans  les  affections  genitaux  de  la  Femme,"  are 
exceedingly  interesting.  The  facts  are  that  what  gynaecologists 
have  been  teaching  us  for  years  to  regard  as  pelvic  cellulitis  is  not 
cellulitis  at  all  primarily,  but  a  septic  lymphangitis  in  which  what- 
ever there  is  of  cellulitis  is  secondary. 

This  view  accentuates  the  importance  of  the  utmost  antiseptic 
and  aseptic  precautions  in  all  operations  which  abrade  or  wound 
the  vagina  or  uterus.  It  helps  us  to  understand  why  we  should 
touch  a  uterus  very  gingerly  that  is  already  the  seat  of,  or  sur- 
rounded by  chronic  lymphangitis  or  where  pus  is  being  discharged 
into  it  from  one  or  both  Fallopian  tubes.    It  also  shows  us  that  the 
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operation  of  tying  off  these  tubes  in  puerperal  fever  as  practiced  by 
Dr.  Paul  Outerbridge,  (p.  331  vol..  ii  of  the  New  York  Journal  of 
Gynecology  and  Obstetrics)  is  only  cutting  off  one  avenue  of  infec- 
tion and  perhaps  not  the  most  important  one,  as  puerperal  peri- 
tonitis, like  the  pleuritis  and  synovitis  often  found  in  this  disease, 
may  be  the  result  in  many  instances  of  general  sepsis  without  direct 
infection  through  the  tubes,  and  lastly  offers  a  most  rational  expla- 
nation of  the  good  effects  of  the  treatment  recommended  by  Dr. 
Polk  in  his  article  on  "Drainage  with  Gauze-Packing"  as  applied 
to  the  uterus  in  chronic  endometritis  and  chronic  metritis,  not  only 
when  these  conditions  exist  independently  of  salpingitis  or  other 
forms  of  perimetritis,  but  also  where  they  are  associated  with  such 
disorders,  (New-  York  Journal  of  Gynecology  and  Obstetrics,  Feb- 
ruary, 1892,  p.  86.  New  York  Practitioners  Society,  1888,  N.  Y. 
Medical  Record.  Transactions  American  Gynsecological  Society, 
1888),  which  has  become  very  popular.  Dr.  Polk's  treatment  con- 
sists of  thoroughly  cleansing  the  vulva,  vagina  and  cervical  canal, 
dilating  the  cervix  and  washing  out  the  uterus  with  a  1-2000  solu- 
tion of  bichloride  through  a  cervical  speculum,  then  curetting 
thoroughly  every  part  of  the  inside  of  the  uterus  with  a  sharp 
curette,  then  irrigating  again  with  the  same  solution  and  packing 
the  uterine  cavity  with  aseptic  gauze,  leaving  an  end  protruding 
from  the  os  which  is  coiled  up  against  the  cervix  and  held  by  a 
loose  packing  of  aseptic  gauze  in  the  vagina.  The  gauze  is  left  in 
the  uterus  until  the  sixth  day.  His  best  results  were  in  chronic 
metritis,  especially  when  associated  with  subinvolution.  In  the 
different  forms  of  endometritis, 'his  results  were  as  good  as  "one 
could  desire "  although  the  cases  associated  with  displacements 
were  stubborn,  while  in  those  cases  associated  with  diseased 
appendages  the  results  were  markedly  beneficial  in  many  cases. 
Dr.  Polk  attributes  the  "extraordinary  efficiency"  of  this  treatment 
to  the  amount  of  depletion  which  the  uterus  suffers.  It  is  undoubt- 
edly a  most  excellent  treatment  and  the  profession  is  greatly  in- 
debted to  the  doctor  for  what  he  has  said  and  written  on  this 
subject,  but  that  the  depletion  produced  can  exercise  any  perma- 
nent effect  on  the  amount  of  blood  supplied  to  the  parts,  or  on  the 
vascular  tension  of  the  engorged  vessels  is  hard  to  understand.  It 
is  simply  an  adaptation  of  the  best  known  treatment  for  chronic 
abscesses  to  a  septic  uterine  cavity,  viz.:  a  free  opening,  antiseptic 
irrigation,  curetting,  antiseptic  irrigation  and  gauze-packing,  and 
the  beneficial  effects  are  produced  in  the  same  way.  The  chronic 
sepsis  which  has  produced  the  disease  is  shut  off  and  the  surround- 


664 


Egbert  H.  Gran  din,  M.D. 


ing  inflammation  gets  well  itself.  The  gauze-packing  in  the  uterus 
may  stimulate  its  muscular  fibres  to  contract  and  help  cure  the 
subinvolution. 

THE    TREATMENT    OF    POST-PARTUM  HEMORRHAGE 
ILLUSTRATED  BY  THE  REPORT  OF  THREE  CASES. 
By  Egbert  H.  Grandin,  M.D. 

Obstetric  Surgeon  to  New  York  Maternity  Hospital;  Obstetrician  to  New  York  Infant 
Asylum,  etc.,  etc. 

The  following  three  cases  of  post-partum  haemorrhage  occur- 
ring in  my  service  at  the  Maternity  Hospital  illustrate  markedly 
what  to  my  mind  constitutes  the  treatment  par  excellence.  It  will 
be  granted  as  eminently  desirable  to  spare  the  puerpera  the  loss  of 
as  much  blood  as  possible.  It  is  within  the  experience  of  all  that 
the  classical  methods  of  treatment — such  at  least  as  it  is  wise  to 
resort  to — cannot  be  depended  upon  as  infallible.  Ice  in  the  uter- 
ine cavity,  hot  intra-uterine  irrigation,  compression  and  massage 
of  the  uterus,  each  in  turn  may  fail  and  at  any  rate  are  slow  in 
action.  The  injection  of  styptics — iodine,  vinegar,  turpentine, 
sub-sulphate  of  iron — whilst  ordinarily  successful  in  arresting  the 
haemorrhage  through  the  formation  of  clots  in  the  uterine  sinuses 
— may  fail  in  securing  what  is  above  all  necessary — efficient  and 
permanent  retractility  of  the  uterus,  aside  from  the  fact  that  the 
coagulae  thus  formed  are  very  prone  to  rapid  decomposition. 
Especially  is  this  true  of  the  coagulae  resulting  from  the  use  of  the 
sub-sulphate  of  iron,  an  agent  for  which  to-day  there  should  be  no 
excuse  for  resorting  to  in  the  puerperal  state  as  a  haemostatic, 
although  I  am  aware  that  it  is  highly  favored  by  certain  English 
obstetricians. 

When  some  years  ago  it  was  suggested  that  in  the  face  of  post- 
partum haemorrhage  the  uterine  cavity  should  be  thoroughly 
tamponed  with  gauze  I  was  opposed  to  the  method  on  the  ground 
that  I  feared  it  would  interfere  with  uterine  retractility  and  thus 
increase  the  atony  of  the  uterus.  Experience  with  the  method, 
however,  has  taught  me  that  this  fear  is  absolutely  groundless. 
Not  only  does  the  gauze  tampon  at  once  check  haemorrhage  but  its 
presence  in  the  cavity  of  the  uterus  tends  in  course  of  time,  to  excite 
vigorous  uterine  contractions,  the  signal  that  tonicity  has  been  re- 
acquired by  the  organ.  The  method  seems  to  me  to  be  the  ideal 
one  for  meeting  a  most  alarming  emergency.  Whilst  it  is  well 
known  and  doubtless  practiced  by  all  who  are  prominently  identi- 
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fied  with  obstetrics,  I  question  if  the  value  of  the  method  is  recog- 
nized by  the  profession  at  large.  In  one  of  the  latest  manuals  on 
obstetrics,  written  in  particular  for  the  general  practitioner  and  the 
student,  I  find  no  reference  to  the  gauze  tamponade  although  the 
use  of  the  sub-sulphate  of  iron  is  commended. 

The  first  case  which  I  report  illustrates  not  alone  the  value  of  the 
gauze  tamponade  but  also  that  of  saline  intravenous  infusion. 

Case  I. — A.  C,  aet.  twenty-two  years,  was  admitted  to  the 
hospital  April  22  1892.  The  external  pelvic  measurements  were  : 
1  oV4  inches,  12%,  f/v  On  May  2d,  at  4  a.m.,  labor  set  in.  The 
contractions  were  efficient  and  the  membranes  ruptured  sponta- 
neously at  1 1  p.m.  The  cervix  had  dilated  about  one-half,  there 
was  no  engagement  of  the  presenting  vertex  and  the  contractions 
began  to  be  inefficient.  My  house-officer,  Dr.  Fiske,  anaesthetized 
her  and  on  examination  of  the  pelvic  brim  by  the  entire  hand 
determined  the  cause  of  delay  to  be  slight  contraction  in  the  true 
conjugate  associated  with  an  occipito-posterior  position.  I  reached 
the  patient  at  2  a.m.  on  the  3d.  Whilst  the  head  of  the  foetus  had 
not  engaged  the  uterus  was  so  firmly  contracted  on  the  foetal  body 
that  I  was  unable  to  convert  the  position  manually  into  an  anterior. 
Version  being  for  a  like  reason  contra-indicated  I  proceeded  to 
deliver  by  forceps.  After  one  hour's  careful  traction  with  Tarnier's 
instrument  the  foetal  head  was  brought  down  to  the  pelvic  floor. 
The  forceps  was  then  removed  to  give  the  head  a  chance  to  un- 
dergo spontaneous  rotation.  The  increasing  rapidity  of  the  foetal 
heart,  however,  soon  forced  me  to  apply  the  short  straight  forceps, 
and  with  this  instrument  I  delivered,  the  occiput  remaining  obliquely 
posterior.  The  placenta  was  readily  expressed,  the  uterine  cavity 
was  washed  out,  ergot  was  administered  hypodermatically,  and  at 
six  o'clock  I  left  the  patient  in  good  condition  with  firmly  contracted 
uterus. 

The  child,  a  female,  weighed  810/i6  pounds;  its  head  was  greatly 
flattened  with  the  following  measurements:  oc.  mental  5%,  oc.  front 
5%,  sub-oc.-breg.  4V4,  front,  ment.  flv  bipar.  f/v  bi-temp.  4. 

At  noon  May  4th  the  uterus  was  discovered  relaxed  to  the  level 
of  the  umbilicus.  There  was  a  sharp  external  haemorrhage.  Dr. 
Fiske  emptied  the  organ  of  clots,  washed  it  out  with  hot  water  and 
sent  for  me.  When  I  reached  the  patient  the  pulse  at  the  wrist  was 
scarcely  perceptible,  the  uterus  had  not  contracted,  the  haemorrhage 
still  persisted  and  shocK  was  marked.  I  at  once  examined  the 
cavity  of  the  uterus  to  assure  myself  of  the  absence  of  rupture. 
I  emptied  it  of  the  clots  and  thoroughly  tamponed  with  yards  of 
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gauze.  The  patient's  head  was  lowered  and  her  extremities  were 
bandaged.  A  quart  of  hot  saline  solution  was  given  by  high  enema. 
Notwithstanding  these  measures  and  hypodermatic  stimulation 
the  woman's  condition  remained  critical,  the  pulse  at  the  wrist 
being  still  scarcely  perceptible.  Transfusion  was  resorted  to.  The 
veins  were  so  empty  that  it  was  difficult  to  find  one  of  sufficient 
calibre  to  serve  our  purpose.  I  finally  succeeded  and  threw  into 
the  circulation  twenty  ounces  of  a  salt  solution  (5i-Sxvi).  The 
patient  shortly  began  to  improve.  On  May  5th  I  removed  the 
gauze  and  the  uterus  at  once  contracted  down  equably.  The 
woman  has  since  convalesced  well. 

Case  II. — R.  S.,  set.  twenty,  primipara.  The  first  stage  of  labor 
lasted  eighteen  hours,  the  second  stage  thirty-five  minutes,  the 
third  stage  one  hour  and  ten  minutes.  As  the  foetal  head  reached 
the  pelvic  floor  there  was  a  sharp  gush  of  blood  and  the  forceps  was 
at  once  applied.  The  child  was  a  male  weighing  6V16  pounds.  Ex- 
pression of  the  placenta  failed  after  three  attempts  at  intervals  of 
fifteen  minutes.  Thej  placenta  was  found  to  be  completely  ad- 
herent (it  was  not  simply  retained)  and  was  removed  manually. 
The  removal  was  followed  by  severe  haemorrhage — probably  trau- 
matic as  the  uterus  was  not  specially  inert.  Hot  water  (1180  F.) 
irrigation  and  massage  failing  to  control  this  the  uterine  cavity  was 
thoroughly  packed  with  gauze.  The  haemorrhage  at  once  ceased. 
The  gauze  was  removed  in  twenty-four  hours,  the  uterus  contracted 
thoroughly  and  the  woman  convalesced  satisfactorily. 

Remarks. — In  this  instance  the  haemorrhage  was  not  due,  as  in 
Case  I,  to  uterine  atony,  but  to  the  traumatism  connected  with  the 
removal  of  the  adherent  placenta.  Hot  swater  having  failed  to 
check  this,  my  house-officer  might  have  further  experimented  with 
other  styptics.  He  very  wrisely,  however,  lost  no  valuable  time  in 
experiment  but  checked  the  bleeding  at  once  through  direct  com- 
pression of  the  source. 

Case  III. — KateMcG.,  aet.  twenty-nine,  primipara.  Very  anaemic. 
Duration  of  first  stage  of  labor  twenty-one  hours,  of  second  fifty- 
five  minutes,  of  third  ten  minutes.  Spontaneous  delivery  of  a 
macerated  foetus.  Placental  expression  easy.  The  uterus  at  once 
relaxed.  Hot  water  (1 1 8°  F. )  irrigation,  ice,  massage,  failing  and  the 
patient's  anaemic  state  calling  for  speedy  action,  the  uterine  cavity 
was  packed  with  gauze  and  the  haemorrhage  at  once  ceased.  Half 
the  gauze  was  removed  in  twenty-four  hours  and  the  balance  in 
forty-eight.  The  uterus^contracted  thoroughly  as  soon  as  the  gauze 
)\ad  been  removed. 
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The  moral  I  would  draw  from  these  cases  is  the  following: 
The  use  of  gauze  in  the  uterus  having  been  proved  safe  and  effect- 
ive it  should  be  resorted  to  in  every  instance  where  what  I  would 
term  the  milder  measures  (hot  water,  massage,  ice,)  fail  in  promptly 
contracting  the  organ  and  thus  obtaining  physiological  haemos- 
tasis. 


GYNECOLOGICAL  TECHNIQUE. 

A  BRIEF  SUMMARY  OF  THE  PRINCIPLES  INVOLVED,  AS  WELL  AS  THE  TECHNIQUE 
OF  THE    GYNAECOLOGICAL    OPERATIONS    PERFORMED  IN  THE  JOHNS 
HOPKINS   HOSPITAL.      THE  SIGNIFICANCE    OF  THE  OPER- 
ATION*  AND   ITS  TECHNICAL  SURROUNDINGS  TO 
GYN.ECOLOGICAL  PRACTICE.1 

By  Howard  A.  Kelly,  M.D. , 

Professor  of  Gynaecology  and  Obstetrics  in  the  Johns  Hopkins  University. 
OUTLINE. 

I.  The  significance  of  the  preparations  made  for  an  operation, 
and  the  dangers  of  insufficient  preparation. 

II.  The  preparation  of  the  patient. 

III.  The  operating  room.  The  preparation  of  instruments,  liga- 
tures, sponges,  dressings. 

IV.  The  preparation  of  the  operator,  the  assistants  and  the 
nurses. 

V.  A  general  view  of  the  operation  as  performed  in  view  of 
such  preparation. 

I.  It  is  the  common  observation  of  every  older  graduate  in 
medicine  that  within  two  decades  gynaecology  has  developed  from 
a  specialty  of  palliative  topical  treatments,  into  the  most  active 
operative  specialty  within  the  range  of  the  medical  sciences. 

This  observation  is  undoubtedly  justified  by  the  facts,  and  we 
must  at  the  very  outset  concede  that  without  the  gynaecological 
operation  the  whole  specialty  would  again  sink  to  the  level  of  its 
former  insignificant  position  of  palliative  treatment  working  for  the 
most  part  in  the  dark.    The  significance  of  the  operation  and  the 


1  This  paper  is  an  abstract  of  the  last  lecture  delivered  in  the  winter  course 
of  Gynaecology  1891-92,  in  the  Johns  Hopkins  Hospital. 
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technique  of  the  preparation  are  therefore  paramount,  and  I  speak  of 
li  the  operation  and  the  technique"  as  one,  with  the  definite  intent  of 
attracting  your  attention  to  the  technique  as  fully  equal  in  impor- 
tance to  the  operation  itself. 

A  good  operator,  with  preparations  deficient  in  the  points  I  shall 
shortly  dwell  upon  will  sacrifice  lives  and  wreck  the  health  of 
many  patients,  far  more  than  the  poor  operator  who  is  duly  pre- 
pared. I  cannot  emphasize  this  fact  too  strongly  upon  every 
student  of  gynaecology. 

Look  at  the  question  from  an  historical  standpoint.  Thirty  years 
ago,  only  the  most  skilful  operators  ventured  to  open  the  abdom- 
inal cavity,  and  yet  these  able  surgeons  lost  from  twelve  to  twenty- 
five  per  cent,  of  the  most  favorable  cases — in  the  extirpation  of 
ovarian  tumors,  not  to  mention  the  frightful  mortality  ot  such 
operations  as  abdominal  hysteromyomectomy  and  Caesarean  sec- 
tion. Almost  all  of  this  sacrifice  of  life  was  due  to  deficiencies  in 
the  technique. 

To-day  the  poorer  operators  do  not  lose  such  a  percentage  of  all 
their  cases  combined,  including  many  which  would  have  been 
thought  by  our  predecessors  to  be  absolutely  inoperable,  while 
the  better  operators  do  not  lose  more  than  eight  or  ten  per  cent., 
taking  their  cases  as  they  come,  the  desperate  with  the  easy, 
grouping  pus  cases,  hysteromyomectomies,  and  Cesarean  sections, 
all  in  a  heterogeneous  class.  It  is  the  improved  technique  which 
has  thus  given  the  advantage  to  the  gynaecologists  of  our  day,  and 
emboldened  surgeons  everywhere  to  undertake  these  operations. 

In  what  then  does  this  improved  technique  consist  ?  Is  it  that 
which  we  have  been  striving  to  make  it  for  the  past  twenty  years, 
some  particular  entity,  a  substance  of  some  sort,  a  drug  which  can 
be  applied  with  such  great  life-saving  force  to  every  patient  ?  For- 
tunately for  the  evolution  of  scientific  surgery  it  is  not ;  it  is  simply 
a  principle  constantly  under  process  of  evolution  ;  its  application 
in  the  technique  of  to-day  is  far  different  from  that  of  ten  or  even 
five  years  ago,  and  yet  the  living  principle  has  always  remained 
precisely  the  same,  the  only  difference  being  in  the  method  of 
applying  it. 

I  speak  with  positive  assurance  when  I  say  that  this  same 
principle  has  animated  the  work  of  every  successful  man  cultivating 
this  field,  and  this  in  spite  of  the  fact  that  we  have  even  been 
witnesses  of  the  distressing  spectacle  of  prominent  men  denoun- 
cing each  other's  work  in  bitter  terms  ;  the  misunderstanding  being 
due  to  the  fact  that  both  were  carrying  out  exactly  the  same  principle 


Fig.  IV. — The  assistant  in  the  act  of  placing  the  instruments,  enclosed 
in  a  stout  linen  bag,  in  the  sterilizer.  The  bag  facilitates  the  handling.  The 
top  of  the  sterilizer  ought  to  be  held  in  the  hand. 
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in  different  ways.     Had  they  not  been  under  the  guidance  of  this 
ruling  principle,  their  work  would  at  once  have  reported  the  differ- 
ence in  the  return  of  a  large  death  rate,  closely  approximating  that 
of  the  earliest  abdominal  surgeons. 
Antisepsis  is  the  cardinal  principle. 

The  greatest  advances  in  abdominal  surgery  are  due  to  the  anti- 
septic regime.  Without  a  thorough  familiarity  with  this  principle 
and  a  clearly  defined  plan  by  which  he  proposes  to  carry  it  out,  no 
man  has  a  right  so  much  as  to  pick  up  a  knife  with  the  intention  of 
performing  even  the  smallest  operation. 

Do  not  confuse  the  terms  antisepsis  and  asepsis.  Some  idle  talk 
has  been  indulged  in  by  American  and  English  surgeons  about  not 
believing  in  antisepsis,  but  practicing  asepsis.  There  is  no  such 
thing  in  surgery  as  asepsis  (the  condition  of  being  sterile),  without 
a  previous  application  of  antisepsis  (or  the  process  of  sterilization.) 

The  antiseptic  principle  is  therefore  applied — 

II.  In  the  preparation  of  the  patient  for  the  operation. 

III.  In  the  preparation  of  the  operating  room,  instruments,  liga- 
tures, sponges  and  dressings. 

IV.  In  the  preparation  of  the  operator,  assistants  and  nurses  for 
their  various  duties  connected  with  the  operation. 

V.  In  the  consistent  application  of  this  principle  with  all  these 
factors  working  harmoniously  together  throughout  the  operation. 

The  following  is  a  brief  outline  of  my  methods  in  the  Johns 
Hopkins  Hospital. 

II.    THE   PREPARATION   OF   THE  PATIENT. 

For  several  days  before  operation  the  patient  receives  warm 
baths,  softening  and  quickening  the  action  of  the  skin,  the  bowels 
are  well  moved  every  day,  and  from  eighteen  to  twenty-four  hours 
before,  a  brisk  purgative  is  given  completely  emptying  and  con- 
tracting the  intestines.  Neglect  of  this  precaution  may  lead  to  such 
embarrassment  from  distended  intestines  that  it  will  prove  necessary 
to  abandon  an  operation  in  its  earliest  stages. 

The  diet  is  limited  to  soft  food  for  at  least  two  days  beforehand. 
If  the  operation  is  to  take  place  in  the  morning,  a  cup  of  tea  or 
bouillon  is  given  not  nearer  than  three  hours  beforehand.  A  dose 
of  morphia  gr.  V4-Y3J  with  bismuth  subnit.  gr.  xx.  to  xl.  are  often 
given  a  half-hour  before  the  operation,  quieting  the  patient,  facili- 
tating anaesthesia  and  contracting  the  intestines. 

The  urine  must  be  carefully  analyzed  for  albumen  and  sugar.  I 
would  not  perform  any  abdominal  operation  upon  a  diabetic. 
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Albuminuria  is  not  a  contraindication  when  not  indicating  a  high 
grade  of  nephritis.  He  who  refuses  to  operate  upon  patients  because 
of  the  presence  of  albumen  in  their  urine  will  lose  many  of  his  best 
opportunities  ;  much  of  the  albuminuria  in  women  depends  upon 
their  pelvic  disease  for  its  exciting  cause,  this  is  particularly  true 
in  the  case  of  large  tumors  where  the  albumen  is  purely  symptom- 
atic, disappearing  soon  after  the  tumor  is  removed. 

Even  the  presence  of  a  few  casts  or  some  pus  in  the  urine, 
although  more  serious,  by  no  means  contraindicates  an  operation 
in  every  instance.  All  such  cases  should  be  subjected  to  a  patient 
searching  analysis  for  grave  renal  lesions,  devoting  especial  atten- 
tion to  the  previous  history.  Further  let  me  add  a  caution,  I 
have  several  times  thought  that  I  had  lost  patients  from  nephritis 
after  operation,  where  a  persistent  marked  trace  of  albumen  in  the 
urine  had  been  noted  beforehand,  but  the  autopsy  revealed  no  renal 
disease  whatever.  The  toxic  symptoms  of  some  forms  of  peritoni- 
tis are  not  unlike  ursemic  intoxication. 

To  continue  the  preparation,  the  vagina  must  always  be  care- 
fully douched  with  a  solution  of  boric,  or  a  weak  solution  of  carbolic 
acid  twice  a  day  for  several  days  beforehand.  If  hysterectomy  is  to 
be  performed,  the  vagina  must  be  vigorously  cleansed  and  disin- 
fected and  an  iodoform-gauze  pack  inserted. 

It  is  important  to  scrub  and  cleanse  the  abdominal  walls  with 
especial  care,  removing  the  superficial  epithelium  with  soap  and 
warm  water  as  well  as  shaving  the  pubes,  the  day  before  the  opera- 
tion. 

When  put  upon  the  operating  table  [Fig.  i.]  the  assistant  must 
again  independently  of  all  previous  preparations  thoroughly  cleanse 
the  abdomen,  if  that  is  to  be  the  seat  of  operation,  by  scrubbing  with 
soap  and  warm  water,  and  cleansing  it  with  alcohol  and  ether. 

Before  undertaking  this,  his  own  hands  should  have  been 
sterilized  as  described  below. 

The  patient  thus  prepared  lies  upon  a  flat  table,  upon  the 
author's  ovariotomy  drainage  cushion,  the  chest  above  and  the  thighs 
and  knees  below  are  covered  by  sterilized  towels  and  a  large  piece 
of  gauze  laid  over  the  whole  body.  The  gauze  is  opened  in  the 
middle  exposing  the  field  of  operation.     [Fig.  n.] 

For  inferior  pelvic  operations  she  is  placed  on  the  perineal 
drainage  cushion  and  after  thorough  cleansing  of  the  vagina  the 
buttocks  are  protected  by  a  piece  of  gauze  opened  in  the  middle 
shutting  off  all  but  the  field  of  operation. 


Fig.  VI. — The  ligatures  on  reels,  and  the  silkworm -gut,  are  preserved  in 
stout  glass  tubes  plugged  with  cotton,  one  set  of  ligatures  is  in  the  act  of  being 
taken  out  by  the  assistant  who  holds  the  plug  between  the  fingers  of  the  left 
hand.    The  wire  box  is  used  to  hold  the  tubes  in  the  sterilizer. 
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III.    [a]    THE  OPERATING  ROOM. 

The  chief  object  to  be  kept  in  view  in  constructing  or  selecting 
an  operating  room  is  to  see  that  it  shall  afford  every  facility  for  the 
sterilization  and  preservation  of  the  various  articles  used  in  the 
operation,  that  it  shall  present  a  fresh  clean  appearance  in  harmony 
with  the  antiseptic  idea,  be  easy  to  clean,  and  afford  an  abundant 
well  diffused  light  for  the  various  operations. 

Thus  almost  any  room  fifteen  feet  square  or  more,  and  well 
lighted,  can  with  little  alteration  be  made  to  meet  the  requirements. 

III.    [b]   THE  PREPARATION  OF  INSTRUMENTS. 

In  selecting  instruments  and  devising  new  ones  let  simplicity  of 
construction  be  your  guide.  This  greatly  facilitates  cleansing  them, 
but  do  not  carry  this  principle  so  far  as  to  insist  that  your  instru- 
ments must  be  readily  separable  into  a  number  of  small  parts.  This 
notion  has  been  pushed  to  such  an  extent  as  to  become  a  nuisance. 

The  central  idea  throughout  the  preparation  of  the  instruments 
for  an  operation  is  sterilization.  The  presumption  is  that  every  one 
of  these  objects  is  in  a  state  of  contamination,  and  the  problem 
before  the  surgeon  is,  what  is  the  simplest  germicide,  how  shall  it 
be  employed,  and  how  shall  the  instruments  be  stored  away  after 
sterilization,  if  need  be,  so  that  they  shall  remain  sterile  until 
required  for  use  ?    [Fig.  111.] 

Water  meets  all  these  requirements. 

Instruments  should  be  thoroughly  washed  after  an  operation  in 
soap  and  warm  water,  then  sterilized  in  the  steam  sterilizer  and 
finally  dried  and  put  away  in  the  instrument  case.  A  half-hour 
before  the  operation  they  are  taken  out  of  the  case  and  put  in  a  bag 
and  laid  in  a  steam  sterilizer.  They  are  removed  at  the  end  of  the 
half-hour  and  classified  at  once  in  the  glass  trays  and  hot  distilled 
water  poured  on  them  when  they  are  ready  for  use  in  the 
operation. 

III.    [c]    LIGATURES,  SPONGES,  COTTONS. 

Silk  is  used  for  ligation  and  suture  within  the  abdomen  ;  it  is 
sterilized  in  the  steam  sterilizer,  in  stout  glass  tubes  or  sections  of 
stout  glass  tubing  loosely  plugged  with  cotton. 

Placing  them  in  the  steam  sterilizer  for  a  half-hour  on  two 
successive  days  will  be  sufficient  to  make  them  absolutely  sterile. 
The  steam  easily  penetrates  the  cotton  plug  and  acts  on  the  silk 
exactly  as  if  it  lay  loosely  exposed  in  the  sterilizer.    Ligatures  thus 
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prepared  are  afterwards  thoroughly  corked  with  cotton  when  they 
may  be  put  away  and  preserved  indefinitely. 

Silkworm-gut  is  prepared  in  the  same  manner. 

Catgut  requires  different  preparation,  for  water  ruins  it.  My 
own  method  is  to  enclose  it  loosely  in  one  of  my  large  stout  tubes 
or  in  a  long  narrow  jar  well  covered  with  alcohol,  then  corking 
the  jar  tightly  with  cotton  or  fastening  down  the  top,  put  it  in 
the  steam  sterilizer  for  forty  minutes.  Alcohol  boils  at  75  c.  and  in 
order  to  raise  it  to  the  temperature  of  boiling  water,  and  prevent 
its  too  rapid  evaporation,  it  is  necessary  thus  to  enclose  it  under 
pressure. 

Sponges. — I  now  prepare  some  of  my  hardier  sponges  by  careful 
washing  in  many  waters  until  the  water  is  no  longer  discolored. 
Then  after  immersing  them  for  twenty-four  hours  in  a  weak  solution 
of  hydrochloric  acid,  two  drachms  to  the  pint,  to  dissolve  out  the 
chalky  particles,  they  are  put  in  the  sterilizer  for  twenty  minutes. 
But  few  sponges  will  stand  this  however.  The  usual  method  is  to 
transfer  them  from  the  hydrochloric  acid  solution  to  distilled  water, 
in  which  they  are  washed  until  the  water  remains  clean.  They  are 
next  immersed  in  a  1-1000  bichloride  solution  for  twelve  hours.2 
They  are  taken  from  this  and  rinsed  in  warm  distilled  water  and 
then  put  in  large  lots  in  big  jars  in  a  three  per  cent,  solution  of 
carbolic  acid. 

The  absorbent  cotton  used,  and  the  towels  and  bandages  are  not 
medicated  but  are  sterilized  in  the  same  way,  in  the  steam  steril- 
izer ;  they  are  put  in  a  half-hour  before  the  operation,  to  be  taken 
out  when  needed. 

IV.   THE  PREPARATION  OF  THE  OPERATOR,    HIS  ASSISTANTS,  AND 
THE  NURSES. 

General  personal  cleanliness  enforced  by  frequent  bathing  and 
clean  linen  and  fresh  clothes  must  be  consistently  and  constantly 
maintained. 

The  personnel  of  my  operating  room  all  wear  specially  prepared 
washed  linen  suits,  put  on  clean  every  operating  day. 

The  operator  takes  a  full  bath  before  beginning  the  morning's 
work. 

Most  important  of  all  preparatory  procedures  is  the  active 
cleansing  of  the  hands  and  forearms  immediately  preceding  the 

2 This  is  the  only  use  made  of  the  bichloride,  and  its  inconsistency  as 
it  stands  in  relation  to  the  rest  of  the  technique  is  apparent,  nevertheless  I  have 
as  yet  been  unable  to  devise  a  better  method. 


Fig.  X. — The  assistant  in  the  concluding  steps  of  sterilizing  hands  and 
forearms,  preparatory  to  operation.  The  hands  and  arms  are  seen  stained  a 
deep  mahogany  color  by  saturated  solution  of  permanganate  of  potash. 


Fig.  XI.— The  final  step  in  this  method  of  disinfection,  the  removal  of  the 
permanganate  stain  by  oxalic  acid.    The  decolorization  of  the  left  arm  is  clearly 


seen. 
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operation.  This  is  the  first  duty  which  the  operator,  assistants  and 
nurses  have  to  perform  on  entering  the  room,  to  get  rid  of  the  con- 
tamination, brought  in  from  the  outside  in  the  thousand  contacts  of 
daily  life  and  vocation,  by  thoroughly  cleansing  hands  and  forearms. 
Let  me  interpolate  moreover  that  the  duty  of  cleanliness  and  pre- 
paring for  an  operation  does  not  begin  here  upon  entering  the 
operating  room,  but  it  constantly  devolves  upon  such  people  as 
have  to  deal  with  surgical  cases  at  all  times  to  shun  every  unneces- 
sary contact  with  septic  material,  and  when  such  contact  is  un- 
avoidable to  cleanse  the  hands  thoroughly  at  once  whenever  and 
wherever  it  may  be. 

The  hands  and  forearms  are  scrubbed  with  brushes  taken  from 
the  sterilizer,  for  ten  minutes  with  oleine  (common  brown  kitchen) 
soap  and  hot  water,  until  they  appear  absolutely  clean  and  of 
a  healthy  whitish-pink  color.  The  nails  which  are  kept  from  one- 
half  to  one  millimetre  long,  must  be  scrubbed  with  especial  care, 
until  they  present  a  clean  white  subungual  space.  Although  the  nails 
now  appear  clean,  they  are  not  so  in  a  surgical  sense,  for  I  can 
demonstrate  constantly  the  presence  of  innumerable  coccal  colonies 
in  hands  which  have  not  received  any  more  preparation  than  this. 
This  is  but  the  first  and  the  chief  step  in  the  cleansing,  the  next  is 
further  sterilization  by  immersion  in  a  saturated  solution  of  perman- 
ganate of  potash  staining  them  a  deep  mahogany  color,  when 
they  are  at  once  transferred  to  a  hot  saturated  solution  of  oxalic  acid 
which  removes  the  permanganate.  This  tatter  is  a  strong  and  valu- 
able germicide,  much  more  powerful  than  the  permanganate  alone. 

It  is  finally  necessary  to  remove  the  oxalic  acid  by  rinsing  the 
hands  thoroughly  in  sterilized  water. 

After  this  initial  washing  it  will  often  be  necessary  to  return  to 
the  wash-basin  before  the  beginning  of  the  operation  to  remove 
the  contamination  of  various  necessary  later  contacts  with  sub- 
stances not  known  to  be  sterile,  such  as  occur  in  handling  the 
patient,  lifting  dishes,  taking  off  lids,  etc.,  etc.  This  kind  of  con- 
tamination is  but  superficial  and  probably  non-infectious,  it  is  readily 
removed  by  a  brief  vigorous  scrubbing  with  soap  and  water,  lasting 
not  more  than  ten  or  fifteen  seconds. 

You  must  note  at  this  point  that  from  the  standpoint  of  the 
operator  and  his  assistants  in  the  operating  room  there  are  three 
grades  of  objects  in  the  septic  scale,  first  all  the  world  outside  the 
operating  room,  and  everybody  and  everything  coming  into  the 
operating  room  from  the  outside,  are  regarded  as  septic  until  sub- 
jected to  the  special  cleansing  processes  described.    Secondly,  in 


674 


Howard  A.  Kelly,  M.D. 


the  operating  room  itself  are  the  other  two  classes  of  substances, 
the  room  itself,  its  floor,  its  walls  and  its  fixtures;  and  all  those 
objects  with  which  but  occasional  or  indirect  contacts  occur,  are 
in  a  suspicious  or  doubtful  condition,  to  be  avoided  as  far  as  pos- 
sible. We  deny  that  there  are  any  septic,  pathogenic  germs  in 
this  room,  but  we  constantly  avoid  all  unnecessary  contacts  with 
objects  not  especially  prepared  and  directly  concerned  with  the 
operation.  The  effect  of  unavoidable  contacts  in  this  field  is  at 
once  removed  by  a  brief  scrubbing  with  soap  and  water  as  de- 
scribed above. 

These  contacts  must  be  limited  exclusively  to  the  period  of 
preparation  for  the  operation  ;  after  the  operation  has  begun  such 
contacts  are  inexcusable.  Then  only  articles  and  substances  of  the 
third  category  are  touched  ;  these  are  known  to  be  bacteriologically 
sterile.  In  this  field  are  included  all  the  ligatures,  instruments  and 
sponges,  the  operator's  hands,  the  dishes  in  use,  and  the  water  fill- 
ing them,  as  well  as  the  patient's  abdomen  and  the  gauze  and  towels 
covering  it,  each  and  all  of  which  have  been  subjected  to  special 
active  antiseptic  preparations.  In  case  of  an  emergency  arising, 
calling  for  the  use  of  the  cautery,  aspirator,  etc.,  a  number  of  sterile 
gauze  holders  about  six  inches  square  and  six  or  eight  layers  thick 
are  kept  within  easy  reach  to  obviate  the  necessity  of  taking  the 
handle  directly  from  the  hand  of  the  nurse. 

Animated  by  these  principles,  the  operator  will  then  give  all  his 
patients  the  benefits  of  the  highest  achievements  of  modern  scien- 
tific surgery  in  thus  translating  in  a  practical  form  the  most  recent 
acquirements  of  the  bacteriological  laboratory. 

Sepsis  may  not  be  altogether  excluded,  but  it  will  almost  without 
exception  be  limited  to  those  cases  in  which  it  already  existed 
within  the  patient  before  the  operation,  and  could  not  be  com- 
pletely removed  by  the  operation. 


En°  p- 


0) 

p 


0) 

o 

ft)  p 


«-♦"    f~i     o  >-i 


W3  _J 

»    £  0 

SI  I 

o' 


0i 

13  o 

a  ^ 

5  §. 

S?  cd" 
cd 

=t  o 

p  2. 

C  3 

cd  «i 

•  P 


2h    O  & 


c4  ^  ^ 

-t  p 

CD  P 

m-.  '»  ft 

-*  2-  ^ 

§  I'  £ 

p  O  CD 
•  ^ 

CD  P 

§  9 -2  i 


2.  § 

P  ft, 


p  o 
cr  o 
a-  3 


u)  aq 

w ;  < 
S  3 

P  aq 


0) 
3 

P 

a; 
n 


1  I1  °  £* 
^  ^  ^_  el- 
s' a  ^3 

3  p 

<ra  p  s*.  3 

*+■  CD 

S*  -  P  ^ 

^  cr  cd 

P  CD    ~-  ^ 

cr      1/5  cd 


cj  P 

3 


o 
O 

2  CD 


u)    Cu  CfO. 


TO  CONTRIBUTORS  AND  SUBSCRIBERS. 


Articles  and  letters  for  publication,  books  and  articles  for  review,  and  communications  in  regard 
to  the  editorial  management,  should  be  addressed  to  Dr.  A.  H.  Buckmaster,  52  E.  31st  Street,  New 
York  City. 

Communications  in  regard  to  advertisements  or  subscriptions  should  be  addressed  to  the  Busi- 
ness Managers,  Messrs  Fairchild  &  Company,  1329  Broadway,  New  York.  Remittances  may  be 
made  by  check,  money  order,  draft  or  registered  letter. 
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EDITORIAL. 
IS  IT  NOT  TIME  ? 

Respectfully  submitted  to  the  attention  of  our  Exchanges. 

Is  it  not  time  to  insist  upon  our  right  to  be  considered  among 
the  practical  members  of  society?  Are  not  medical  men  as  shrewd 
and  as  intelligent,  to  put  it  modestly,  as  any  other  class  which 
works  with  its  brain  or  hands  for  daily  sustenance  ?  It  has  been 
the  custom,  for  many  generations,  for  the  medical  profession  to 
pose  as  pure  philanthropists  totally  unfit  to  understand  the  practi- 
cal affairs  of  life  outside  of  the  treatment  of  disease,  while  the  pub- 
lic at  large  have  acquiesced  to  pretend  to  consider  us  in  this  senti- 
mental and  ridiculous  light.  Both  we  and  the  public  know  this  to 
be  a  sham  for  we  both  believe  the  average  physician  to  be  at 
least  as  good  a  business  man  as  he  who  is  engaged  exclusively  in 
commerce.  Is  it  not  time  then  to  acknowledge  our  true  social 
status  ? 

The  distinction  and  just  marks  of  our  profession  are  :  the  duty 
of  giving  our  best  efforts  to  the  alleviation  of  sickness  without  com- 
pensation when  necessary;  with  compensation,  and  an  adequate 
one,  when  patients  are  endowed  with  worldly  goods.  "The 
laborer  is  worthy  of  his  hire"  and  doctors  must  live  by  their  pro- 
fession. Over  and  above  this,  it  is  the  duty,  willingly  assumed,  of 
every  practitioner  to  devote  his  best  energies,  gratis,  to  every  case 
of  poverty  where  his  particular  services  are  necessary  to  relieve  in 
disease  or  to  save  life. 

Excepting  this  obligation  then  which  is  ours,  in  distinction  to 
all  other  professions  and  trades,  only  in  special  form  and  in  the 
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matter  of  degree,  the  medical  profession  should  not  differ  in  its 
laws  regulating  profit  and  loss  nor  in  the  application  of  those  rules 
comprehensively  termed  "business  principles"  from  all  other 
honorable  occupations  of  mankind. 

We  would  be  the  last  to  detract  from  the  title  "noble"  so  often 
applied  to  the  practice  of  medicine.  It  is  noble  because  of  the 
very  obligation  so  cheerfully  and  universally  acknowledged  among 
us  of  relieving  sickness  in  poverty.  But  because  this  is  noble,  be- 
cause we  alone  of  all  mundane  occupations  carry  out  practically 
the  duty  incumbent  upon  all  humanity,  because  we  alone  give 
more  than  we  receive,  obtain  a  smaller  interest  upon  our  invest- 
ment of  time,  hard  work,  and  money — it  does  not  follow  that  we 
should  submit  longer  to  imposition  from  the  hands  of  those  to 
whose  advancement  and  advantage  our  best  energies  are  devoted. 

On  what  basis  of  logic,  for  instance,  can  it  be  demonstrated  that 
a  banker,  a  lawyer,  a  merchant,  a  stock  broker,  or  a  retired  trades- 
man, or  a  combination  of  all  these,  is  better  fitted  by  nature,  by 
education,  by  study  and  experience,  to  manage  an  hospital  than  is 
an  intelligent  modern  physician  whose  whole  life  is  devoted  to 
understanding  the  needs  of  the  sick  and  most  frequently  to  the 
problem  of  supplying  these  needs  within  the  narrow  limits  of  his 
patient's  purse  ? 

The  difference  lies  in  the  point  of  view.  The  lay  manager 
thinks  :  We  must  give  a  great  deal,  but  let  us  give  no  more  than 
may  be  and  take  in  for  the  benefit  of  our  institution  as  much  as 
possible,  that  numbers  may  attract  numbers  and  money,  money. 
The  physician,  on  the  contrary,  says  :  Give  as  much  to  the  pa- 
tients as  possible  and  take  only  enough  to  pay  expenses.  It  is  a 
fact,  as  we  have  had  occasion  once  before  to  point  out  in  the 
Journal,  that  institutions  of  this  character  which  are  principally  or 
entirely  managed  by  medical  men  are  better  conducted  and  are  as 
prosperous  financially  as  those  managed  by  rich  or  influential 
laymen.  Yet  nearly  everywhere  the  ridiculous  and  archaic 
prejudice  against  the  practical  capacity  of  doctors  exists.  This 
judgment  when  translated  into  words,  as  it  frequently  is,  means 
this  :  the  physician  or  surgeon,  apart  from  prescribing  drugs  or 
cutting  off  parts  of  the  human  body  is  an  extravagant,  impractical 
person  totally  ignorant  of  business  principle  and  methods  and 
therefore  incapable  of  managing  anything — neither  himself  nor  his 
patients. 

Now  let  us  consider  the  effects  of  this  peculiar  arrangement  by 
laymen  of  matters  so  distinctly  medical.    The  good,  if  there  be 
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any,  we  have  been  unable  to  find,  though  it  may  doubtless  be 
argued  that  unless  we  interested  rich  men  our  hospitals  could  not 
be  built !  Very  true,  but  the  pertinent  text  that  the  left  hand 
should  not  know  what  the  right  hand  giveth  applies  equally  to 
hospitals  and  to  every  other  form  of  charity.  The  bad  effects, 
however,  are  very  evident.  These  are  harmful  both  to  patient  and 
to  physician,  personally  and  in  their  relations  to  each  other.  Pa- 
tients are  not  so  well  cared  for  because,  except  in  very  richly  en- 
dowed hospitals,  every  medical  suggestion  towards  the  mechanical 
improvement  of  methods  and  towards  the  better  nourishment  of 
patients  is  judged  and  passed  upon  by  the  gubernatorial  mind  upon 
the  basis  of  cost  only.  Attending  physicians  and  surgeons  are 
thus  constantly  hampered  in  their  efforts  at  scientific  advancement, 
to  the  especial  detriment  of  the  patients. 

So  far  as  the  medical  man  himself  is  concerned,  the  effect 
of  lay  management  is  sad  indeed.  The  demoralizing  effect, 
so  often  pointed  out  in  history,  of  dependence  upon  the  smiles 
of  princes  is  fully  exemplified  here.  The  impossibility  of  correct 
judgment  by  the  lay  mind  of  the  scientific  fitness  of  a  candi- 
date engenders,  in  connection  with  the  necessity  of  this  judgment, 
such  a  greediness  of  competition  for  lay  favor,  that  it  requires  an 
unusual  amount  of  honesty,  independence  and  simplicity  of  char- 
acter to  depend  for  tenure  of  office  upon  scientific  attainments  and 
a  sense  of  duty  well-performed.  Tot)  often  is  he  who  is  least 
worthy  advanced  the  highest,  for  by  the  very  exigencies  of  the 
case  lay  judgment  of  medical  men  must  be  prejudice  only.  We 
freely  confess  that  lay  government  in  medical  matters  was  once 
necessary.  The  medical  profession  once  derived  its  stimulus  from 
charlatans  and  barbers.  We  acknowledge  no  such  distinction  now. 
A  hundred  years  or  so  ago,  our  ranks  were  composed  mainly  of 
quacks  and  of  impractical  dreamers.  This  is  not  the  case  to-day. 
Rather  are  we  the  intelligent,  shrewd,  practical,  energetic,  and  far- 
seeing  class  in  the  community.  Few  of  us  there  are  to-day,  we 
venture  to  say,  who  are  not  engaged  in  money-making  outside  of 
and  in  addition  to  the  practice  of  our  profession.  We  are  investors 
in  stocks  or  real  estate,  literary  editors  or  proprietors,  managers  of 
private  sanitariums,  and  in  many  similar  ways  we  assist  our  pro- 
fessional incomes.    Nor  are  we  unsuccessful. 

The  uncertainty  of  tenure  in  hospital  appointments  with  its 
temptation  to  an  unfailing  complaisance  on  the  part  of  medical 
boards  towards  what  may  justly  be  called  out  modern  "  Council 
of  Ten"  has  produced  moreover  one  abuse  so  glaring,  an  injustice 
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so  evident  and  wide-spread  both  to  patient  and  to  practitioner, 
that  more  than  one  vigorous  attempt  has  already  been  made  in 
medical  journals  to  abate  it.  The  absorbing  idea  in  the  lay-mana- 
ger's mind  to  present  in  an  annual  report  the  largest  number  of 
patients  and  the  largest  amount  of  money  received  from  patients 
is  directly  responsible  for  the  fact  that  our  hospitals  contain  many 
men  and  women,  especially  the  latter,  fully  capable  of  paying  fees 
for  competent  medical  attendance  who  yet  receive  all  this  in  the 
name  of  charity  and  to  the  exclusion  of  many  sick  poor  to  whom 
medical  services  are  justly  due.  These  swindlers  pay  hospital 
board  in  the  sums  of  three,  four  and  five  dollars  a  day  and  yet  med- 
ical attendants  are  compelled  by  the  managers  to  treat  these  without 
charge.  Many  come  to  our  free  dispensaries  and  clinics  wearing 
valuable  jewels  and  expensive  clothes,  who  frequently  confess  their 
ability  to  pay  adequate  medical  fees  if  they  chose.  Yet  we  have 
never  heard  of  hospital  authorities  refusing  admission  to  such 
patients  on  the  ground  of  their  ability  to  pay  for  medical  attention 
or  on  the  ground  that  they  should  give  place  to  the  sick  who  are 
poor.  How  loud  and  fierce  would  be  the  hue  and  cry,  were  we 
to  establish  an  association  for  the  aid  of  litigants  through  which  we 
guaranteed  the  escape  of  lawyers'  fees  and  the  employment  of  the 
best  legal  talent  to  all,  rich  or  poor,  who  paid  for  initiation.  And 
this  golden  rule  might  be  applied  to  the  merchant  as  well. 

In  consequence  of  this,  though  the  standard  of  medical  education 
has  never  been  so  high,  medical  men  are  literally  starved  out  of  the 
profession  or  are  driven  into  the  army  of  advertising  quacks. 

Let  lay  men  give  then  to  hospitals  but  let  the  giving  no  longer 
be  merely  an  investment  for  personal  honor  and  consideration  in 
the  eyes  of  men.  In  every  hospital  medical  men  should,  as  we 
believe  they  soon  will,  have  a  preponderating  influence  in  the  gov- 
erning board. 

Another  injustice  to  which  the  profession  have  too  long  sub- 
mitted is  the  irresponsibility  and  too-frequent  rapacity  of  instrument- 
makers. 

A  clever  man  after  months,  perhaps  years,  of  thought  and  en- 
deavor perfects  an  instrument  exactly  fitted  to  a  certain  end — an 
instrument  just  adapted  to  cure  a  particular  condition  of  disease,  to 
simplify  and  popularize  an  operation,  or  even  to  make  possible  an 
original  operative  procedure.  It  passes  into  the  hands  of  an  in- 
strument-maker and  within  a  month  in  many  cases — we  had 
almost  said  the  majority  of  cases — if  there  be  a  ready  sale,  the  in- 
ventor will  be  unable  to  recognize  his  own  work  in  that  shop. 
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The  nearest  approach  to  his  own  instrument  he  will  frequently  find 
sold  under  another  man's  name,  owing  to  the  addition  of  an  extra 
screw  or  a  longer  handle.  There  are  many  medical  sharks  of  this 
character  and  they  enable  instrument-makers  thus  to  sell  several 
grades  of  apparently  the  same  instrument  under  the  titles  "it," 
"better,"  "just  as  good  as  and  cheaper."  Even  that  most  precious 
of  gynaecological  tools — the  key  to  the  situation — Sims'  specu- 
lum, has  been  treated  in  this  way.  Going  into  the  shop  of  one 
of  New  York's  most  prominent  instrument-makers,  a  few  years 
ago,  we  picked  up  an  instrument  familiar  yet  strange.  It  was  an 
abortive  attempt  at  Sims'  speculum,  of  so  wrong  a  shape  that  it 
must  needs  in  use  produce  exactly  the  opposite  effect  from  that 
for  which  Sims  designed  it.  We  asked  the  maker  himself  what  he 
called  it.  "Oh,"  said  he,  "that's  a  Sims'  speculum,  but  not  the 
kind  you  want,  doctor.  We  keep  those  for  the  Southern  and 
Western  trade.  You  want  a  Woman's  Hospital  speculum."  And  he 
handed  me  a  perfect  instrument.  How  much  that  quasi  speculum 
must  have  increased  gynaecological  knowledge  and  how  it  added 
to  Sims'  reputation  "in  the  Southern  and  Western  trade"  ! 

Is  it  not  time  to  stop  this  outrageous  traffic  in  o^ler  men's  hard 
work  and  reputations  ? 

Is  it  not  time  to  protect  by  patent  our  medical  instruments  and 
appliances — not  in  our  own  names  (far  the  application  of  medical 
knowledge  is  common  property)  but  in  the  names  of  our  medical 
societies  ? 
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REVIEWS. 

These  articles  are  written  by  men  noted  for  their  ability,  prominent  stand- 
ing  in  the  profession,  and  peculiar  excellence  in  this  work,  but  the  Journal 
does  not  hold  itself  responsible  for  any  views  expressed  unless  such  articles 
appear  unsigned.  Furthermore,  should  principles  be  advocated  or  opinions 
expressed  in  any  Review  which  are  radically  opposed  to  those  maintained  by 
this  Journal,  it  reserves  the  right  to  note  this  editorially  at  the  end  of  such 
article. 

A  Manual  of  Practical  Obstetrics.  By  Edward  P.  Davis,  A.M., 
M.D.,  Clinical  Lecturer  on  Obstetrics  in  the  Jefferson  Medical 
College,  etc.  With  One  Hundred  and  Forty  Illustrations,  two 
of  which  are  colored.  Philadelphia:  P.  Blakiston,  Son  &  Co., 
1891.    Pp.  8-9  to  298. 

The  last  few  years  have  given  us  many  new  text-books  upon 
obstetrics. 

In  addition  to  the  new  works  of  Winckel,  Kehrer,  Runge,  A. 
Martin,  Fritsch  (on  operations),  Faraboeuf  and  Varine,  and  Rey- 
nolds, several  text-books  for  midwives  have  appeared,  notably 
those  of  Crede  and  Leopold  in  Germany,  and  Herman  in  England. 

New  editions  of  Spiegelberg  and  Lusk  may  be  added  to  the 
above. 

The  question  may  fairly  be  asked:  Do  not  such  works  multiply 
too  rapidly  ? 

Certainly  they  do  when  they  consist  merely  of  a  collection  of 
statements  which  we  immediately  recognize  as  having  been 
offered  to  us  upon  many  previous  occasions. 

Surely  not  when  the  work  presented  to  us  shows  upon  almost 
every  page  the  stamp  of  original  investigation. 

Among  the  latter  may  be  classed  the  present  manual  of  Dr. 
Davis  of  Philadelphia,  and  the  recent  work  of  Dr.  Reynolds  of 
Boston. 

Dr.  Davis  in  his  preface  states  that  he  has  "  endeavored  to  give 
a  concise  statement  of  modern  practical  obstetrics  as  taught  by 
Parvin,  Lusk,  Schroeder,  Winckel,  Carl  Braun,  Galabin  and 
Diihrssen,"  and  further  that  "personal  experience  has  guided  my 
choice  of  methods  of  treatment  commended." 

In  the  preface  to  Reynold's  work  we  find  the  following  : 
"This  volume  is  the  result  of  .  .  .  experience,  and  is  an  at- 
tempt to  furnish  to  students  and  inexperienced  practitioners  a  full 
description  of  those  practical  details  of  conduct  which  are  necessary 
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to  the  management  of  every  case  of  gestation,  labor,  or  the  con- 
valescence therefrom." 

It  is  the  belief  of  the  writer  of  this  review  that  heretofore  we 
have  in  several  instances  been  afflicted  with  text-books,  that  while 
entering  upon  causation,  diagnosis  and  prognosis,  in  the  minutest 
manner,  "with  a  load  of  bibliography  and  citations  of  authority," 
yet  "  there  has  hitherto  been  no  attempt  to  render  the  technical  de- 
tails of  obstetric  practice  readily  accessible  to  the  student." 

The  deficiency  has  been  to  a  marked  degree  supplied  by  the 
work  of  Reynolds,  and  to  a  lesser  degree  by  that  of  Davis. 

The  present  work  claims  only  to  be  a  "  manual,"  and  in  its  289 
pages  we  find  the  author  entering  immediately  upon  the  physiology 
of  ovulation/menstruation,  conception  and  pregnancy.  This  occu- 
pies 57  pages. 

In  the  succeeding  232  pages  the  physiology  and  pathology  of 
labor,  pregnancy  and  the  puerperium,  and  the  obstetric  operations 
are  considered  in  apparently  no  especial  order. 

In  the  management  of  the  second  stage  of  labor  the  author 
strongly  recommends  what  is  known  as  the  "Vienna  Method"  for 
the  protection  of  the  perinaeum,  with  which  we  are  very  much  in 
accord. 

Episiotomy  is  illustrated,  together  with  the  author's  knife  for 
performing  the  same,  in  a  concise  and  practical  manner. 

After  the  completion  of  the  third  stage  the  writer  speaks  of  five- 
grain  doses  of  quinine  as  being  more  efficient  than  ergot  in  some 
cases. 

Slight  lacerations  of  the  genitals,  when  not  requiring  sutures, 
he  advises  to  be  "heavily  powdered  with  suitable  antiseptic  sub- 
stances." 

Iodoform  is  spoken  of  for  hospital,  and  boracic  acid  and  aristol 
for  private  practice. 

A  bichloride  vaginal  douche  (1-5000)  is  advised  in  all  cases  fol- 
lowing and  in  exceptional  cases  preceding  labor. 

The  methods  for  the  repair  of  partial  and  complete  perineal 
lacerations  are  concisely  illustrated  and  described  in  a  few  pages 
(chapter  xxxvii). 

Under  puerperal  sepsis  we  note  the  author  differentiates  between 
^en'-metritis  and  para-metntis. 

We  cannot  altogether  agree  with  the  statement  that  "  bichloride 
of  mercury  should  not  be  used  for  intra-uterine  douches,  on  ac- 
count of  the  danger  of  poisoning  which  attends  its  introduction 
into  the  uterus." 
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The  author  recommends  instead  creolin  two  percent.,  carbolic 
acid  two  per  cent,  saturated  solution  of  boracic  acid,  or  alcohol 
one  part  and  water  two  parts. 

No  one  questions  but  that  corrosive  sublimate  intra-uterine  in- 
jections have  in  some  instances  caused  poisoning.  So  have  other 
drugs  when  carelessly  used. 

But  when  carefully  employed  experience  seems  to  prove  that 
the  danger  of  such  injections  is  slight  or  practically  nil  and  many, 
if  not  most  obstetricians  will  make  use  of  mercurial  injections, 
until  some  equally  certain  antiseptic  is  offered  us  for  cleansing  the 
uterus  in  puerperal  sepsis. 

Although  the  introduction  of  gauze  into  the  uterus  is  illustrated 
and  recommended  for  the  control  of  post-partum  haemorrhage 
(p.  236),  yet  we  find  no  mention  of  its  use  for  the  drainage  of  the 
septic  uterus. 

We  find  an  excellent,  although  short  chapter  (xxxiv.),  upon  post- 
partum haemorrhage,  and  another  (xxxiii.)  upon  placenta  praevia, 
but  we  regret  that  we  are  unable  to  find  mention  of  accidental 
haemorrhage. 

Chapter  xxv.  deals  in  a  brief  but  able  manner  with  the  subject 
of  eclampsia. 

In  the  treatment  of  eclamptic  convulsions,  for  preserving  the 
nervous  system  from  injury  until  elimination  may  be  secured 
through  the  skin,  intestines  and  kidneys,  the  author  makes  use  of 
chloroform,  chloral  and  morphia,  and  ranks  their  value  in  the  order 
named. 

The  experience  of  most  modern  obstetricians  will  we  believe 
concur  with  the  above. 

The  chapters  upon  the  physiology  of  the  "  Puerperal  State," 
upon  "Lactation  "  and  "Artificial  Feeding  of  Infants"  (xxx.,  xxxi., 
xxxii. ),  although  short,  are  especially  clear  and  satisfactory. 

The  six  pages  upon  the  last  subject  named,  show  original  in- 
vestigation in  almost  every  line,  and  present  this  vexed  question  of 
infant  food  in  the  clearest  possible  manner. 

In  the  treatment  of  placenta  praevia  (marginal,  lateral),  the 
bringing  down  of  a  leg  by  combined  version  to  act  as  a  tampon 
and  cervical  dilator,  is  recommended. 

Surely  if  statistics  prove  anything  they  prove  that  this  method 
has  lessened  the  maternal  mortality  in  cases  of  placenta  praevia 
from  twenty  to  thirty  percent,  over  the  old  methods  of  tamponing, 
high  forceps,  etc. 


Reviews. 


683 


The  illustrations,  140  in  number,  two  of  which  are  colored,  are, 
with  the  exception  of  a  few  original  ones,  from  the  works  of 
Schroeder,  Winckel,  Martin's  Atlas,  Diihrssen  and  Galabin,  exceed- 
ingly well  chosen,  and  assist  in  keeping  the  text  within  the  bounds 
of  brevity. 

A  useful  appendix  upon  antiseptic  formulae,  dressings,  binders, 
anaesthetics,  and  so  on,  adds  to  the  usefulness  and  practical 
character  of  the  volume. 

In  conclusion  we  do  not  hesitate  to  endorse  and  recommend 
Dr.  Davis'  manual,  for  the  reasons  already  stated. 

We  believe  the  student  and  young  practitioner  will  find  in  it  a 
safe,  and  what  is  more,  a  satisfactory  guide  to  the  management 
and  care  of*  women  through  normal  and  abnormal  pregnancy, 
labor  and  the  puerperal  state.  J.  C.  E. 

[We  heartily  endorse  all  commendation  upon  Dr.  Davis'  excel- 
lent book  except  in  the  matter  of  admiration  of  the  "Vienna 
Method,"  which  though  not  necessarily  dangerous  in  itself  contains 
in  its  application  a  possibility  of  serious  danger  to  the  posterior 
vaginal  wall.  If  in  retarding  the  descent  of  the  child's  head  upon 
the  true  perinaeum  the  line  of  expulsive  force  is  directed  against 
the  levator  ani  muscle  and  fascia  which  form  the  posterior  vaginal 
wall,  separation  of  this  fascia  may  readily  occur  and  the  woman 
will  then  suffer  from  the  symptoms  formerly  and  erroneously 
ascribed  to  "laceration  of  the  perinaeum,"  though  that  organ  and 
the  skin  inside  and  out  remain  intact. 

As  the  true  nature  of  this  lesion  was  not  recognized  when  this 
"method"  was  introduced  and  is  not  fully  understood  in  Vienna 
even  now,  and  as  the  "  method"  was  invented  to  prevent  laceration 
of  the  perinaeal  body  under  a  false  conception  of  its  importance  in 
this  regard,  we  have  deemed  this  caution  advisable. — The  Editors.] 

Transactions  of  the  Southern  Surgical  and  Gynecological  Associa- 
tion. Vol.  IV.  Fourth  Session  held  at  Richmond,  Virginia, 
Nov.  10,  11  and  12,  1891.    Published  by  the  Association. 

This  handsome  volume  of  372  pages  contains  thirty-one  papers. 
Those  devoted  to  pelvic  and  abdominal  surgery  are  as  follows : 
The  President's  Annual  Address.  ' 1 A  Plea  for  Progressive  Surgery," 
by  Lewis  S.  McMurtry,  M.D.  "Albuminuria;  Its  Relations  to  Sur- 
gical Operations,"  by  J.  W.  Long,  M.D.  "  Remarks  on  Systematic 
Injection  from  Gonorrhceal  Poisoning,"  by  Bedford  Brown,  M.D. 
"Complications  in  Pelvic  and  Abdominal  Surgery  and  How  to  Deal 
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with  Them, "  by  Joseph  Price,  M.  D.  « 'Thirty-two  Unselected  Abdomi- 
nal Sections,"  by  Thomas  Opie,  M.D.  "  The  Obscure  Origin  of 
Ovarian  Cystoma,"  by  Cornelius  Kollock,  M.D.  " A  Medico-Legal 
Aspect  to  Pelvic  Inflammation,"  by  William  Warren  Potter,  M.D. 
' 'Medico-Legal  Aspect  of  Intestinal  Surgery,"  by  Dr.  John  D.  S. 
Davis,  M.D.  "Hand  Disinfection,"  by  Howard  A.  Kelly,  M.  D.  "The 
Pedicle  in  Hysterectomy;  How  Formed;  Its  Subsequent  Behavior 
Its  Final  Condition,"  by  I.S.Stone,  M.D.  "Injury  to  the  Pelvic  Floor; 
and  the  Method  of  Repairing  the  Same,"  by  Thomas  Addis  Emmet, 
M.D.  "The  Growth  of  Fibroid  Tumors  of  the  Uterus  after  the 
Menopause,"  by  Joseph  Taber  Johnson,  M.D.  "  The  Surgical  Treat- 
ment of  Anterior  Displacements  of  the  Uterus,"  by  Charles  A.  L. 
Reid,  M.D.  "The  Part  the  Shoulders  Play  in  Producing  Laceration 
of  the  Perinaeum,  with  Suggestions  for  Its  Prevention,"  by  W.  D. 
Haggard,  M.D.  "Abdominal  Section  in  Case  of  a  Cyst  of  the 
Mesentery,  with  Remarks, "  by  J.  Adrian  Goggins,  M.  D.  "  Thinness 
of  the  Uterine  Wall  during  Pregnancy,  Simulating  Extra-Uterine 
Fcetation,"  by  George  J.  Englemann,  M.D.  "Imperforation  of  the 
Rectum,  with  the  Report  of  Two  Cases,"  by  George  Benjamin  John- 
son, M.D.  "  A  Case  of  Induced  Abortion  for  the  Nausea  and 
Vomiting  of  Pregnancy,  with  Remarks,"  by  Christopher  Tompkins, 
M.D.  "  The  New  Field  in  Abdominal  Hysterectomy  for  Fibroids," 
by  James  F.  W.  Ross,  M.D.  "A  Case  of  Abdominal  Pregnancy,"  by 
R.  J.  Trippe,  M.D.  "Acute  Oophoritis  Complicating  Pregnancy,"  by 
Henry  C.  Coe,  M.D.  "Some Effects  of  Blenorrhcea  in  Women,"  by 
James  T.  Jelks,  M.D.  " Peritonitis  from  a  Surgical  Standpoint,"  by 
A.  V.  L.  Brokavv,  M.  D.  "  Clinical  Importance  of  Skin-Dimpling  in 
Carcinoma  of  the  Female  Mamma,"  by  Louis  McLane  Tiffany,  M.D. 
"A  Case  of  Cholecystotomy  for  Stones  in  the  Gall-Bladder,  Cystic 
Duct,  with  Remarks  on  Gall-Stones, "  by  W.  E.  B.  Davis,  M.D. 

The  work  of  this  association  is  most  creditable,  and  its  proceed- 
ings form  a  valuable  work  of  reference. 
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TRANSACTIONS  OF  THE  NEW  YORK  OBSTET- 
RICAL SOCIETY. 

Stated  Meeting  of  May  17,  1892. 

The  President,  Dr.  Clement  Cleveland,  in  the  chair. 

The  President  presented  a  Hard  Rubber  Shield  and  Double  Ca7inula 
for  Continuous  Vaginal  Irrigation,  devised  by  Dr.  J.  D.  Bissell, 
of  the  house-staff  of  the  Woman's  Hospital,  for  the  continuous 
douching  of  the  vagina  without  leakage.  It  was  described  by 
him  as  follows: 

"The  instrument  is  made  of  hard  rubber  and  may  be  described 
as  a  concave  shield,  conical  at  its  base  (with  two  tubes  passing 
obliquely  through  it  from  the  base  upwards).  At  the  apex  of  the 
cone  are  situated  both  the  afferent  and  efferent  tubes.  To  the 
afferent  tube  is  attached  a  fountain  syringe,  to  the  efferent  a  drain- 
age-tube two-and-a-half  feet  long.  The  efferent  tube  runs  along 
the  inner  side  of  the  shield  and  extends  a  half  inch  beyond  its  point. 
The  shield  is  two  inches  in  length  and  one-and-a-quarter  in  width. 
It  is  so  shaped  as  to  admit  of  the  instrument  being  easily  intro- 
duced in  the  vagina.  The  upper  surface  of  the  cone  is  caught 
under  the  pubic  arch.  The  shield  strikes  against  the  vaginal 
surface  of  the  perineal  body.  The  reaction  of  the  stream  flowing 
from  the  afferent  tube  into  the  vagina  and  the  pressure  of  the 
water  in  the  vagina  force  the  shield  firmly  against  the  perinaeum. 
This  force  is  transmitted  to  the  upper  surface  of  the  cone  which  is 
caught  under  the  arch  of  the  pubis,  the  latter  acting  as  a  fulcrum. 
In  this  way  a  perfect  closure  of  the  vagina  and  self  retention  of  the 
instrument  is  accomplished.  It  can  be  used  in  any  position  of  the 
patient." 

It  is  an  ingenious  device  and  certainly  does  the  work  very 
thoroughly. 

Dr.  Bissell  demonstrated  the  working  of  the  instrument  on  a 
patient  at  the  meeting.1 

Calcified  Dermoid  Cyst  of  the  Ovary,  found  Lying  Free  in  the  Pelvis, 
presented  by  Bache  Emmet,  M.  D. 

The  present  specimen  consists  of  one-half  of  an  ovary.  As  de- 
scribed by  Dr.  George  C.  Freeborn,  pathologist  to  the  Woman's 


!Dr.  Bissell  will  have  a  full  description  of  the  instrument,  with  cuts,  in  the 
New  York  Journal  of  Gynaecology  and  Obstetrics  for  August,  1892. 
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Hospital,  who  examined  it  April  9,  1892:  "Loose  mass  from 
right  side;  it  is  of  a  flattened  ovoid  shape,  with  a  corrugated  surface. 
It  measures  forty-four  mm.  in  length,  sixteen  mm.  in  width  and 
twelve  mm.  in  thickness.  On  longitudinal  section  it  is  found  to 
be  a  thin-walled  cyst  with  cheesy  contents,  almost  all  of  the  wall 
being  calcified.  Projecting  from  one  side  of  the  wall  is  a  tongue- 
shaped  mass  of  rather  firm  consistency.  Microscopic  examination: 
Wall,  fibrous  tissue  infiltrated  with  lime  salts.  Contents  of  the  cyst, 
fine  granular  matter.  Above  tongue-shaped  mass:  fibrous  tissue 
infiltrated  with  lime  salts.  While  the  microscopical  examination 
shows  nothing  definite  to  form  a  diagnosis  on,  I  am  inclined  to 
believe  this  mass  to  be  a  dermoid  cyst  of  the  ovary,  calcified." 

This  specimen  was  obtained  some  six  weeks  ago.  Patient, 
thirty-three  years  of  age,  married  fourteen  years.  One  child  eleven 
years  old.  Menstrual  history,  irregular,  two  to  four  weeks,  four  to 
six  days'  flow,  quantity  and  character  normal,  a  little  pain  before 
and  after,  suffering  for  the  past  few  years  with  pain  in  the  right 
ovarian  region. 

After  fruitless  attempts  had  been  made  by  the  routine  treatment 
to  give  her  relief,  I  decided  to  perform  laparotomy,  not  so  much 
for  the  symptom  just  mentioned  as  for  the  removal  of  the  left 
ovary  which  was  cystic.  The  operation  offered  but  one  special 
point  of  interest,  which  is  that,  on  the  right  side,  low  down  in  the 
pelvis,  I  found  this  body,  which  is  the  ovary  transformed,  entirely 
free,  without  any  attachment  whatsoever.  The  fimbriated  extremity 
of  the  corresponding  tube  was  also  free  and  there  was  absolutely 
no  evidence  of  any  pelvic  exudation  in  the  neighborhood. 

It  is  not  common  to  find  a  specimen  of  this  calcification  and, 
so  far  as  I  have  been  enabled  to  hunt  for  instances  of  it  in  our  lit- 
erature, I  have  met  with  but  poor  success;  still,  such  a  condition  is 
occasionally  met  with  and  I  have  jotted  down  what  I  have  found 
relating  to  it,  as  it  may  prove  of  interest  in  this  connection. 

Tait  mentions  a  study  of  cretification  by  de  Sineti,  and  Mclarsez 
in  "Archives  de  Physiologie  normale  et  pathologique  vol.  v.  2d 
series  p.  371,  and  he  quotes  the  resume 'of  their  conclusions  as  fol- 
lows: 

"It  is  presented  in  two  forms,  of  which  the  first  and  more 
simple  consists  of  a  deposit  of  small  calcareous  grains  in  the 
connective  substance.  Occasionally  these  appear  deposited  in  the 
interstices  of  two  lamellae  or  two  connective  fasciculi,  in  the  place 
occupied  by  the  connective  cells;  but  that  is  only  an  appearance 
due  to  the  calcification  having  commenced  upon  one  of  the  faces 
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of  the  lamella  or  connective  fasciculus.  There  little  grains  of  cal- 
cification are  sometimes  isolated,  and  sometimes  united  in  a  band. 
This  form  rarely  exists  alone;  it  is  habitually  met  with  associated 
with  the  second,  of  which  it  appears  to  be  the  origin. 

"The  second  form  consists  of  more  or  less  extensive  patches, 
disposed  parallel  to  the  cystic  surface.  As  we  have  already  said, 
there  usually  exists  a  layer  of  connective  tissue  between  them  and 
the  cystic  cavity.  Their  internal  or  cystic  surface  is  generally 
smooth,  and  forms,  upon  sections,  a  rich  linear  line;  while  the  ex- 
ternal or  deep  face,  and  especially  the  extremities,  are  irregular, 
and  present  excrescences  or  depressions.  The  excrescences  have 
almost  always  a  rounded,  semi-spherical  form,  as  if  due  to  the 
addition  of  little  calcareous  grains  to  the  principal  mass.  The 
depressions  are  in  the  form  of  cupolae,  rather  like  those  presented 
by  bones  attached  with  atrophic  osteitis:  they  are  sometimes  situ- 
ated in  the  interior  of  the  calcareous  patch,  and  there  form  very 
irregular  anfractuosities.  In  the  substance  of  the  patch  may  be 
discovered,  further,  the  disposition  of  the  lamellae  and  connective 
fasciculi,  fine  striae  indicating  the  place  occupied  by  the  connective 
cells  now  destroyed.'- 

Now,  as  regards  the  calcification  of  a  dermoid  cyst,  which  is 
equally  rare.  It  is  again  in  Tait's  '  Diseases  of  the  Ovaries"  that  I 
find  an  incidental  mention  of  such  a  condition.  He  says  "They 
(dermoid)  are  always  invested  by  the  ordinary  peritoneal  covering 
of  the  ovary,  beneath  which  is  a  more  or  less  thick  layer  of  the 
nucleated  and  banded  fibrous  tissue,  which  forms  the  basis  of  all 
ovarian  cysts.  I  have  seen  this  layer  as  thin  as  tissue  paper,  and 
in  one  old-standing  dermoid  cyst  it  was  more  than  an  inch  thick, 
and  occupied  by  large  plates  of  calcification." 

The  interesting  points  of  this  specimen  are  these:  1st.  The 
calcification  of  the  fibrous  tissue  (deposit  of  lime  salts).  There  is 
no  evidence  of  any  such  salts  in  the  cheesy  substance,  which  might 
suggest  bone  formation,  nor  yet  the  calcareous  change  which  we 
sometimes  see  in  blood-clots.  2d.  This  change  evidently  brought 
about  the  cut-off  in  the  blood  supply  and  made  the  mass  a  loose 
body.    3d.  Its  innocuousness  in  the  peritonaeum. 

Dr.  A.  F.  Currier: — Mr.  President,  did  I  understand  Dr.  Emmet 
to  say  that  this  specimen  which  showed  the  lime  salt  was  lying  free 
in  the  pelvic  cavity,  and  was  there  any  history  indicating  how  long 
it  had  been  in  that  condition  ? 

Dr.  Emmet: — No,  but  it  might  not  be  impossible  that  it  had  been 
there  for  four  vears. 
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Dr.  Currier: — And  it  probably  caused  some  inflammation  ? 
Dr.  Emmet: — Not  a  particle. 

Dr.  Currier: — It  strikes  me,  Mr.  President,  that  there  is  another 
theory  which  is  possible  in  connection  with  this  development, 
rather  than  that  of  dermoid  development.  The  deposit  of  lime 
salts  in  the  joints  and  other  parts  of  the  body  is  so  very  common, 
and  the  ovary  is  an  organ  which  is  so  extremely  vascular,  and  so 
subject  to  haemorrhages  within  its  structure  that  it  seems  to  me  not 
impossible  that  this  may  be  an  example  of  haemorrhage  of  the 
ovary  with  subsequent  absorption  of  the  fluid  portions,  and  deposits 
of  these  salts  in  that  case  remaining,  and  the  deposit  might  perhaps 
have  included  the  structures  of  the  ovarian  ligaments,  and  this 
might  have  been  the  way  in  which  it  was  detached.  It  seems  to 
me  this  is  a  more  reasonable  proposition,  to  my  mind  at  least,  than 
that  of  dermoid. 

Dr.  H.  T.  Hanks: — I  would  like  to  inquire  if  there  had  been  any 
rheumatism  in  this  case.  We  all  have  seen  cases  where  in  making 
examinations  of  specimens  after  they  have  been  removed  we  strike 
some  curious  matters;  but  I  believe  this  is  an  exceedingly  unusual 
and  unique  specimen  and  very  interesting.  I  should  like  to  know 
if  there  had  been  any  deposit  of  calcareous  matter  from  rheumatism? 

Dr.  Emmet: — There  is  no  evidence  in  the  patient  of  any  rheu- 
matic tendency  whatever,  and  there  is  not  anything  showing  the 
patient  to  be  diseased  in  any  other  point  unless  it  be  possibly  an 
enlarged  gland  situate  at  the  articulation  of  the  junction  of  the 
occiput  of  the  inferior  maxilla.  This  was  removed.  It  was  a  myx- 
adenoma  without  any  malignant  development,  though  possibly  it 
might  have  become  malignant  if  left  longer.  No  other  trouble  was 
evident  about  the  patient.  There  was  merely  persistent  pain  per- 
ceived on  the  two  sides  and  the  patient  only  received  relief  by  the 
removal  of  the  organs.  The  ovary  on  the  left  was  cystic  and  ad- 
herent. The  other  interesting  point  was  the  freedom  of  the  right 
ovary  in  the  peritoneal  cavity;  it  simply  slipped  between  the 
fingers,  and  there  was  no  evidence  of  the  slightest  exudate  upon  the 
peritoneal  surface. 

Then,  as  to  the  point  that  Dr.  Currier  makes  about  this  possible 
transformation  from  a  blood  cyst  and  deposit  of  lime  salts  remain- 
ing. I  think  it  is  not  tenable,  in  that  there  is  no  evidence  of  lime 
salts  in  this  cheesy  substance,  but  simply  in  the  remaining  portion 
of  the  stroma  of  the  ovary. 
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Dr.  W.  R.  Pryor  reported  a  case  of  Pelvic  Abscess  Communicating 
Through  a  Large  Opening  with  the  Bowel. 
Mrs.  H.  set.  thirty-one,  native  of  Mexico.  Patient  has  had  in 
her  short  life  yellow  fever,  chagres  fever,  syphilis,  and  a  number 
of  attacks  of  peritonitis  resulting  in  abscess  which  had  been  opened 
once  from  the  vagina.  At  the  time  of  operation  she  was  suffering 
from  chronic  dysentery  and  chronic  diffuse  nephritis.  When  I  first 
examined  the  woman  she  presented  on  each  side  a  large  fluctuating 
tumor.  These  tumors  in  a  few  days  emptied  into  the  bowels.  This 
had  happened  a  number  of  times  before.  The  interesting  point  in 
the  case  is  that  while  in  the  hospital  in  preparation  for  laparotomy 
with  all  signs  of  the  tumors  gone  merely  their  thickened  sacs 
remaining,  she  took  a  rectal  injection  of  soap-suds  and  water, 
thereby  filling  both  pus  sacs  and  causing  in  them  a  most  intense 
inflammation.  This  necessitated  an  operation  earlier  than  the  day 
determined  upon.  With  the  patient  in  Trendelenburg's  posture  and 
the  abdomen  open,  by  pressure  I  could  empty  the  distended  ab- 
scess cavities  into  the  bowels;  and  afterwards  by  pressing  upon  the 
colon  I  could  fill  the  abscess  cavities  with  gas.  Before  removing 
them  I  opened  both  cavities  and  estimated  the  opening  to  be  trans- 
verse and  an  inch  in  length.  Both  abscess  cavities  communicated 
with  the  one  opening.  I  report  the  case  merely  to  call  attention  to 
the  large  size  of  the  communication  between  the  abscesses  and 
bowels. 

Dr.  A.  f.  Dudley: — Will  Dr.  Pryor  tell  how  he  treated  the  in- 
testinal fistula,  after  removing  the  tube.  I  think  it  is  an  interesting 
point  and  I  would  like  to  have  it  emphasized  because  I  have 
had  considerable  experience  in  treating  intestinal  fistulse;  and  the 
doctor  made  the  remark  that  he  had  never  seen  a  case  where  the 
enema  passed  through  from  the  bowel  into  the  tube.  I  remember 
a  case  of  Dr.  Thomas'  where  the  contents  of  the  stomach  passed 
through  the  large  intestine  then  several  coils  of  the  small  intestines, 
and  into  the  bladder,  and  it  also  communicated  with  the  rectum, 
and  the  enema  passed  into  the  bowel,  then  into  the  tubes,  and  then 
into  the  bladder,  and  out  through  the  urethra.  That  of  course  was 
not  amenable  to  any  form  of  treatment;  but  here  was  a  single 
large  fistula,  and  I  would  like  to  know  how  he  treated  it. 

Dr.  Pryor:— I  closed  the  fistula  with  catgut,  but  it  was  a  strange 
case;  the  patient  died  of  Bright's  disease,  and  so  I  had  no  means  of 
knowing  how  it  would  have  resulted. 

Dr.  A.  H.  Goelet  reported  A  Number  of  Cases  of  Ovaritis, 
Salpingitis,  and  Pyosalpinx,    Treated  with  Success  by  Electricity 
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The  cases  he  said  were  such  as  are  usually  submitted  to  laparotomy, 
and  the  latter  operation  had  been  advised  in  some  of  them. 

The  following  cases  selected  from  my  case  book  are  reported 
to  show  what  can  be  done  with  electricity  in  conditions  that 
were  thought  to  demand  laparotomy.  I  have  intentionally  pre- 
sented some  which  have  come  under  my  observation  recently  to 
show  the  present  position  of  operators.  It  is  constantly  claimed 
that  they  do  not  advise  laparotomy  for  catarrhal  salpingitis  or 
suppurative  salpingitis  when  there  is  drainage  into  the  uterus,  yet 
it  will  be  seen  that  the  radical  operation  was  advised  in  some  of 
these  cases  which  were  perfectly  amenable  to  patient  treatment 
and  careful  management. 

According  to  Mr.  Bland  Sutton  who  has  devoted  much  attention 
to  the  pathology  of  tubal  disease  obstruction  may  occur  at  the 
uterine  end  of  the  tube  from  tumefaction  of  the  mucous  membrane, 
but  its  lumen  is  seldom  occluded  even  in  cases  of  enormous  hydrosal- 
pinx. This  being  the  case  there  is  no  good  reason  for  the  belief 
that  resolution  may  never  occur  in  a  tube  once  diseased  and  dis- 
tended. We  have  an  analogy  in  epididymitis  in  which  we  know 
complete  resolution  occurs.  The  treatment  in  the  cases  reported 
was  instituted  with  this  end  in  view,  with  the  result  as  shown. 

Pyosalpinx  Drained  through  the  Uterus. 

Mrs.  G.,  aet.  twenty-six  years,  married  seven  years,  puberty  at 
fourteen,  consulted  me  first  in  June  1889.  Ten  months  after  marriage 
she  had  a  miscarriage  and  about  a  year  later  she  had  an  attack  of 
pelvic  inflammation  which  confined  her  to  bed  for  eight  weeks. 
Since  then  she  has  noticed  a  profuse  and  disagreeable  leucorrhcea 
for  a  week  after  menstruation  which  continued  at  times  during  the 
whole  inter-menstrual  period.  She  suffered  constant  dragging  pain 
when  on  her  feet  and  complained  of  inability  to  walk  any  distance. 
Examination  revealed  partial  fixation  of  the  uterus  which  was  low 
in  the  pelvis,  and  a  mass  to  the  left  about  the  size  of  an  ounce 
bottle.  This  proved  to  be  a  pyosalpinx  surrounded  by  exudation 
and  adhesions.  In  addition  there  was  endometritis  and  erosion  of 
the  cervix. 

Shortly  after  beginning  treatment  which  consisted  of  negative 
vagino-abdominal  galvanism  followed  by  vaginal  bipolar  faradi- 
zation (current  of  tension)  and  an  occasional  negative  application 
to  the  uterine  canal  to  favor  drainage,  the  mass  became  perceptibly 
softer  and  several  times  the  application  was  followed  by  a  discharge 
of  pus  from  the  uterus,  showing  that  the  tube  partially  emptied 
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itself  into  the  uterus.  The  treatment  extended  over  a  period  of 
six  months  and  resulted  in  complete  relief  of  the  symptoms,  a  cure 
of  the  endometritis,  cessation  of  the  discharge,  and  disappearance 
of  the  mass,  nothing  remaining  except  some  thickening  in  the 
region  of  the  left  broad  ligament.  Comparative  mobility  of  the 
uterus  was  secured,  and  the  patient  was  perfectly  comfortable. 
She  was  seen  a  year  later  and  was  still  enjoying  excellent  health. 

Chronic  Metritis  and  Endometritis  with  Suppurative  Salpingitis. 

Mrs.  B. ,  set.  thirty-two  years,  married,  no  children,  one  mis- 
carriage. Consulted  me  in  December  1891,  for  the  relief  of  a  con- 
dition which, a  well-known  gynaecologist  in  this  city  had  thought 
sufficiently  serious  to  advise  laparotomy.  Examination  revealed 
a  suppurative  salpingitis  with  chronic  metritis  and  endometritis. 
There  was  irregular  and  insufficient  drainage  into  the  uterus,  but  on 
account  of  an  acute  anteflexion  with  obstruction  it  could  not  escape 
readily  into  the  vagina.  The  uterus  *vas  much  enlarged  and  in- 
durated measuring  nearly  three-and-a-quarter  inches  and  was  low 
in  the  pelvis. 

Treatment  was  commenced  with  applications  of  the  negative 
pole  to  the  canal  with  a  current-strength  of  ten  milliamperes,  with 
bare  electrode  to  render  the  os  patulous  and  secure  drainage. 
With  this,  negative  vagino-abdominal  galvanism  and  vaginal 
bipolar  faradization  were  likewise  employed.  Improvement  was 
immediately  noted  and  in  two  months  the  patient  desired  to  dis- 
continue treatment  believing  herself  cured.  She  is  still  under 
observation,  coming  occasionally  for  treatment.  The  condition  now 
is  this.  The  pelvis  is  insensitive  to  digital  pressure,  the  uterus,  which 
was  not  at  first  movable,  is  now  freely  so,  measures  two-and-a- 
half  inches  and  is  soft  and  natural  to  the  touch.  There  is  still  some 
thickening  of  the  tube  on  the  left  side  and  occasionally  there  is  to 
be  noticed  a  thin  mucous  discharge  from  the  uterus,  but  drainage 
is  good,  and  this  discharge  will  soon  cease  under  the  treatment 
which  is  now  being  instituted,  positive  vagino-abdominal  gal- 
vanism. 

Gonorrheal  Salpingitis  Resulting  in  Pyosalpinx,  Drained  Through  the 
Uterus.  Cured. 

Miss  W.,  set.  twenty-eight  years  who  had  been  under  treatment 
about  a  year  before  for  gonorrhceal  vaginitis,  consulted  me  in 
November  1 890  for  unusual  pain  accompanied  by  rise  of  temperature 
occurring  during  menstruation  which  she  supposed  was  due  to  cold. 
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Examination  revealed  a  fluctuating  tumor  to  the  right  of  the 
uterus  which  proved  to  be  a  pyosalpinx.  She  was  coafined  to  bed 
for  two  weeks  during  the  latter  part  of  which  time  there  was  partial 
drainage  through  the  uterus.  When  the  acute  symptoms  had  sub- 
sided she  was  examined  more  carefully  and  treatment  by  electricity 
commenced.  The  uterus  was  anteflexed  and  adherent  on  the  right, 
either  as  the  result  of  the  recent  inflammations  or  a  previous  peri- 
tonitis. The  treatment  instituted  was  negative  vagino-abdominal 
galvanism  with  a  moderate  current-strength  (twenty  to  twenty-five 
milliamperes)  continued  for  five  minutes,  and  followed  every  time 
by  vaginal  bipolar  faradization  with  the  current  of  tension.  No 
effort  was  made  to  treat  the  interior  of  the  uterus  owing  to  its 
extreme  sensitiveness.  This  treatment  was  continued  for  a  month 
every  second  day  except  during  menstruation  when  she  was  con- 
fined to  her  room. 

Improvement  was  manifested  from  the  first;  the  discharge  from 
the  uterus,  which  was  at  first  thick  and  at  times  streaked  with 
blood,  becoming  thinner  and  draining  away  more  readily.  During 
the  second  month  the  applications  were  made  twice  a  week,  and 
during  the  third  month  all  discharge  having  ceased  together  with 
the  other  symptoms  she  resumed  her  occupation,  returning  once  a 
week  for  observation  and  further  treatment  directed  towards  loosen- 
ing the  attachments.  Sufficient  mobility  was  obtained  to  make  her 
perfectly  comfortable  and  her  health  was  completely  restored. 
She  has  been  seen  within  the  past  two  months  and  remains  well. 

This  was  a  case  in  which  I  at  first  thought  laparotomy  would 
be  necessary. 

Catarrhal  Salpingitis  and  Ovaritis  with  Endometritis  Cured  after  Lapa- 
rotomy had  been  Advised. 

Mrs.  J.,  set.  thirty-five  years,  married,  no  children,  one  mis- 
carriage, came  to  me  for  advice  and  treatment  after  her  former 
attendant  had  failed  to  relieve  her  and  had  advised  laparotomy. 

Examination,  which  was  very  difficult  without  an  anaesthetic  on 
account  of  extreme  sensitiveness  of  the  pelvic  organs,  revealed 
enlarged  exquisitely  sensitive  ovaries  and  thickened  tubes  with 
endometritis.     It  is  unnecessary  to  detail  the  symptoms. 

The  treatment  instituted  in  this  case  was  at  first  vaginal  bipolar 
faradization  with  the  current  of  tension  with  an  occasional  negative 
application  to  the  canal  to  favor  drainage.  Later  vagino-abdominal 
galvanism  with  a  current  not  exceeding  twenty  to  forty  milliam- 
peres was  employed  in  addition  to  the  faradic  applications  which 
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were  continued  throughout  the  treatment.  Subsequently  the  posi- 
tive pole  with  a  current-strength  of  from  twenty  to  thirty  milliam- 
peres  was  applied  to  the  endometrium. 

There  was  marked  improvement  from  the  first,  and  at  the  end  of 
four  months  she  was  considered  cured.  At  that  time  there  was  no 
sensitiveness  about  the  pelvis,  all  discharge  had  ceased,  and  there 
was  no  appreciable  enlargement  of  the  ovaries  or  tubes.  Five 
months  have  now  elapsed  and  she  is  still  enjoying  excellent  health. 

To  give  you  an  idea  of  how  promptly  pain  and  congestion  are 
relieved  in  these  cases  of  ovarian  and  tubal  disease  by  electricity 
properly  administered,  and  how  permanent  is  the  relief,  I  will 
present  in  detail  the  history  and  treatment  of  one  case  which  has 
come  under  my  observation  recently  and  which  is  still  under 
treatment. 

Salpingitis  a?id  Ovaritis. 

Miss.  E. ,  aet.  nineteen  years  has  had  some  dysmenorrhcea  since 
puberty,  which  was  at  thirteen  years,  but  she  enjoyed  good  health 
until  August  1 89 1,  when  for  some  reason  that  I  have  been  unable 
to  discover  she  began  suddenly  to  have  pain  in  the  pelvis,  back- 
ache, and  bearing  down,  accompanied  with  profuse  leucorrhcea. 
The  symptoms  were  much  aggravated  by  exertion  of  any  kind. 
She  consulted  a  physician  who  told  her  she  had  inflammation  of 
the  womb  and  he  treated  her  for  three  or  four  weeks  with  hot 
douches  and  tampons  of  glycerine  with  some  benefit.  After  a  rest 
of  nine  weeks  she  thought  she  was  well  enough  to  return  to  her 
work.  Shortly  after,  however,  she  got  wet  which  produced  what 
her  physician  told  her  was  inflammation  of  the  ovaries,  and  she 
was  confined  to  bed  for  four  weeks.  After  being  up  for  two  weeks 
she  was  again  taken  sick  in  the  same  way  and  went  to  a  hospital 
in  this  city.  There  she  was  treated  by  rest  in  bed  and  blisters  to 
the  hypogastrium  for  a  period  of  three  weeks  when  she  was  told 
that  nothing  short  of  a  laparotomy  for  removal  of  the  ovaries  would 
afford  her  relief  (The  blisters  gave  some  relief. )  This  she  refused 
to  consent  to  and  through  the  advice  of  a  friend  she  consulted  me 
April  25th. 

She  was  a  perfect  picture  of  abject  misery,  pale,  anaemic,  hag- 
gard, and,  as  she  said,  was  never  a  minute  free  from  pain  except 
when  asleep.  Walking  or  the  least  exertion  greatly  increased  her 
suffering.  Her  appetite  was  poor  and  she  did  not  sleep  well.  I 
found  her  so  exquisitely  sensitive  to  vaginal  touch  that  a  satisfactory 
examination  was  impossible,  and  an  anaesthetic  was  not  deemed 
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advisable  nor  necessary.  There  was  a  profuse  mucous  discharge 
and  the  uterus  appeared  fixed. 

The  treatment  instituted  at  first  was  vaginal  bipolar  faradization 
with  the  current  of  tension  for  twenty  minutes.  This  had  the  effect 
of  dispelling  all  pain  and  rendering  her  perfectly  comfortable  for 
eight  hours  following  the  application.  The  next  day  the  pain 
returned  but  it  was  not  nearly  so  severe  as  before.  The  same 
application  was  repeated  on  the  26th  and  afforded  relief  until  she 
began  walking  around  the  next  morning.  On  the  27th  the  same 
application  was  repeated  and  the  relief  it  afforded  continued  for 
twenty-four  hours,  so  that  when  she  came  for  treatment  next  day 
she  was  entirely  free  from  pain.  "Walking  moderately  does  not 
cause  pain  "  is  the  note  in  my  case-book. 

April  28th,  positive  vagino-abdominal  galvanism  twenty-five 
milliamperes  was  administered  for  five  minutes,  followed  by  bipo- 
lar faradization  for  twenty  minutes. 

April  29th  and  30th,  faradization  was  employed  in  the  same 
manner  as  before. 

May  1st,  she  began  to  menstruate  without  pain  which  had  been 
intense  at  previous  periods.  She  was  confined  to  her  room  and 
returned  for  treatment  May  6th,  menstruation  having  ceased  the 
day  before.  She  had  no  return  of  the  pain.  On  this  date  positive 
vagino-abdominal  galvanism  twenty-five  milliamperes  for  five 
minutes  followed  by  bipolar  faradization  was  the  treatment  ad- 
ministered. 

May  7th,  I  was  able  to  make  a  satisfactory  examination  without 
causing  much  pain.  Vaginal  bipolar  faradization  was  administered 
immediately  afterwards.  Since  that  time,  on  account  of  the 
weather  she  has  not  been  able  to  come  for  treatment  more  frequently 
than  once  in  three  or  four  days,  still  she  does  not  have  any  pain. 
She  begins  to  look  fresh  and  rosy,  has  a  good  color,  walks  erect 
and  with  ease,  and  thinks  she  is  well  enough  to  return  to  her  work 
typewriting,  though,  of  course,  she  is  not.  Her  appetite  has  im- 
proved greatly  and  she  sleeps  well. 

At  present  the  local  condition  is  this:  the  ovaries  are  engorged, 
there  is  some  thickening  and  infiltration  of  the  broad  ligaments, 
especially  that  of  the  left  side,  and  the  discharge  which  was  at 
first  profuse  is  now  scarcely  perceptible.  The  uterus  is  more 
movable. 

No  other  treatment  but  that  related  above  has  been  given  with 
the  exception  of  an  occasional  laxative  for  the  bowels,  so  that 
whatever  benefit  has  been  obtained  is  due  entirely  to  electricity. 
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If  any  of  you  know  of  anything  else  that  would  have  accom- 
plished what  this  treatment  has  done  in  this  case  I  should  like 
very  much  to  know  it. 

This  is  not  one  isolated  case  but  only  one  of  many  that  are 
constantly  being  relieved  by  this  remedy  in  the  same  manner. 

Dr.  Hanks: — The  more  I  do  in  obstetrics  and  gynaecology  the 
more  I  am  convinced  that  I  must  do  all  that  is  possible,  to  deter- 
mine the  source  of  the  pus  when  it  is  present.  It  is  a  very  com- 
mon thing  for  us  to  find  some  other  condition  than  that  which  is 
expected.  The  third  case  which  Dr.  Goelet  mentioned  was  cured 
in  a  very  rapid  manner,  for  a  case  of  gonorrhceal  pyosalpinx  as  he 
reports,  by  galvanism.  I  have  strong  practical  reasons  for  believ- 
ing that  galvanism  is  very  helpful  in  chronic  endometritis,  and  in 
various  neuralgias,  and  pains  in  this  region:  but  I  should  not  ex- 
pect that  I  could  cure  a  case  of  pyosalpinx  caused  by  gonorrhoea  in 
so  short  a  time. 

Dr.  Go e let,  in  closing  asks  this  question,  viz.: — ''What  other 
method  will  cure  as  quickly  and  relieve  the  pain  as  quickly  ?" 

The  question  of  duration  of  treatment,  cannot  be  entered  into 
satisfactorily,  except  in  large  hospitals,  under  strict  rules.  I  believe 
however  I  am  justified  in  saying,  that  after  using  in  public  and  pri- 
vate practice  the  method  usually  practiced  in  all  hospitals  and  wards 
for  women  in  this  city,  up  to  three  (3)  years  ago  (I  do  not  refer  to 
laparotomy)  and  after  using  during  the  last  three  (3)  years  faithfully, 
impartially- and  perseveringly,  1st,  the  method  which  I  still  teach 
and  practice  of  divulsing  the  cervix,  curetting  the  endometrium," 
painting  the  cavity  with  equal  parts  of  carbolic  acid  and  glycerine, 
then  inserting  a  stem  (a  ' '  Hanks'  stem  ")  and  fastening  it  with  a  wire 
suture  through  the  lips,  and  2d,  as  faithfully,  etc.,  using  galvanism, 
and  3d  and  lastly  as  faithfully  the  method  taught  us  by  Dr.  Polk, 
I  say  we  are  not  prepared  to  decide  which  method  cures  the 
quickest  and  easiest  .  We  must  take  more  time  to  decide.  I  know 
galvanism,  properly  applied,  cures  pain  in  the  uterus  and  pelvis. 
I  know  it  cures  an  endometritis.  I  know  it  (the  negative  pole)  will 
enlarge  the  cervical  canal,  not  divulse  it.  I  know  it  will  cure  an 
erosion.  I  do  not  know  or  believe  it  will  cure  a  pyosalpinx,  it  does 
mitigate  the  pain  of  this  disease.  I  have  operated  by  laparotomy 
three  (3)  times  this  present  year,  and  cured  my  patients,  whom 
I  had  tried  faithfully,  in  one  case  for  six  months  another  three  (3) 
months  the  other  over  two  (2)  months,  the  galvanic  current.  I  have 
one  more  patient  under  treatment  by  galvanism  who  will  require 
a  laparotomy. 
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Dr.  Currier  : — I  think  that  any  one  who  is  unprejudiced  will 
admit  that  electricity  has  a  field  as  a  therapeutic  agent  in  pelvic 
disease.  At  the  same  time  it  seems  to  me  that  a  thoughtful  person 
must  be  puzzled  sometimes  to  understand  why  it  is  that  the  different 
forms  of  electricity  can  be  so  interchangeably  used,  and  produce  the 
same  results. 

Now,  I  do  not  make  this  statement  to  decry  electricity,  for  I  use 
it  and  believe  in  it,  and  use  it  almost  every  day  ;  but  I  believe  that 
those  who  defend  electricity  most  earnestly  have  erred  in  making 
the  subject  so  complicated  and  so  full  I  might  almost  say  of  mys- 
ticism and  mystery,  that  it  has  led  many  persons  not  only  to  lose 
faith  in  it,  but  also  to  ridicule  it  and  in  so  doing  to  ridicule  an  agent 
which  is  a  most  excellent  one.  To  illustrate — and  the  suggestion 
occurred  to  me  while  Dr.  Goelet  was  narrating  the  history  of  his 
cases, — it  was  stated  that  treatment  was  begun  with  the  bipolar 
vaginal  faradization,  and  continued  with  galvanism  within  the  uterus. 
Now,  in  my  experience  that  is  perfectly  legitimate ;  that  is  to  say, 
the  pain  is  relieved  by  one  current  equally  well  with  the  other;  the 
pain  is  relieved  equally  well  by  the  negative  pole  in  the  uterus  and 
by  the  positive  pole  in  the  uterus;  but  why  should  the  treatment 
be  complicated  by  the  use  of  first  one  current  and  then  the  other, 
which  would  lead  one  to  infer  that  pain  could  not  be  relieved  by  the 
use  of  one  current  alone,  whether  within  the  vagina  or  within  the 
uterus.  The  way  to  popularize  electricity  with  the  profession  at 
large,  as  a  useful  therapeutic  agent,  is  to  simplify  it.  Now,  in  re- 
gard to  these  cases  which  were  narrated,  certainly  we  accept  Dr. 
Goelet's  statement  that  they  were  cured,  or  at  any  rate  that  they 
were  relieved.  Unquestionably  electricity  will  relieve  pain.  Un- 
questionably those  cases  which  come  to  us  and  refuse  to  accept 
abdominal  section,  as  many  cases  do,  can  be  relieved  and  are  re- 
lieved by  the  galvani:  current,  and  to  that  extent  electricity  is  a 
means  which  we  cannot  afford  to  ridicule  or  turn  aside. 

But  in  regard  to  the  matter  of  drainage,  that  is  a  question  which 
is  not  so  easily  decided.  How  does  Dr.  Goelet  know  that  the  sal- 
pingitis was  cured  by  the  action  of  the  galvanic  current?  How 
does  he  know  that  the  pus  was  absorbed  by  the  action  of  the  gal- 
vanic current?  How  does  he  know  that  it  was  not  the  opening  of 
the  uterus  and  keeping  the  uterine  canal  patulous  that  allowed  the 
discharge  of  the  contents  of  the  interior  of  the  uterus  ?  It  seems  to 
me  the  question  is  not  one  of  the  value  of  galvanism  in  a  case  of 
this  kind,  but  a  question  that  has  been  gone  over  and  over  again 
in  this  society  during  the  last  few  months,— the  question  of  the 
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value  of  drainage,  which  is  fundamental  so  far  as  the  removal  of 
the  secretion  within  the  uterus  is  concerned.  If  that  secretion  is 
removable  by  means  of  any  substance  which  is  placed  within  the 
uterus,  it  seems  to  me  it  can  be  removed  quite  as  effectually  by 
means  of  such  a  substance  as  gauze  as  by  the  galvanic  electrode. 

Dr.  H.  C.  Coe: — I  was  universally  opposed  at  a  former  meeting 
when  I  stated  this,  but  I  still  insist  I  have  never  satisfied  myself 
that  a  pyosalpinx  ever  discharges  its  contents  into  the  uterine 
cavity.  Now,  it  is  important  to  distinguish  clearly  between  the 
different  forms  of  salpingitis;  the  uterine  end  of  the  tube  may  be 
patent  in  the  milder  forms,  especially  incases  of  so-called  "  pachy- 
salpingitis." Where  there  is  a  thorough  disorganization  of  the  tube 
wall,  and  the  tube  forms  a  true  abscess-cavity,  I  confess  I  cannot 
see  how  free  drainage  of  the  uterus  by  dilatation  of  the  cervical  canal 
favors  the  discharge  of  the  pus  into  the  uterus  and  the  cure  of  the 
diseased  tube.  It  seems  more  rational  to  believe  that  as  a  rule  this 
purulent  discharge  of  pus,  which  is  supposed  to  be  derived  from 
the  tube,  comes  from  the  diseased  endometrium.  I  have  recently 
seen  two  patients  who  had  been  treated  by  their  physicians  on 
the  supposition  that  they  were  draining  the  tubes  into  the  uterus. 
In  both  cases  I  was  able  to  satisfy  myself  that  the  discharge  was 
simply  that  of  chronic  endometritis.  When  we  know  that, 
especially  in  gonorrhceal  cases,  there  is  always  present  a  marked 
degree  of  endometritis,  this  is  sufficient  to  account  for  the  discharge 
without  the  theory  that  there  is  an  occasional  or  intermittent  flow 
of  pus  from  the  tube.  Until  more  positive  anatomical  evidence  has 
been  presented  the  exact  effect  of  uterine  drainage  upon  an  existing 
pyosalpinx  must  remain  largely  a  matter  of  conjecture.  As  to  the 
positive  beneficial  effects  of  curettement  and  drainage  upon  the  en- 
dometritis itself  no  candid  observer  can  be  sceptical. 

Dr.  W.  M.  Polk: — I  only  rise  to  make  clear  a  point  upon  which  I 
am  fearful  I  have  been  misunderstood, — as  to  drainage  through  the 
tube.  I  do  not  claim  this;  nor  that  you  can  cure  these  cases  by 
endosmotic  action  which  presumably  takes  place  through  the 
vessels,  lymphatics  and  blood.  All  that  1  meant  to  say  in  this  con- 
nection was  that  a  certain  amount  of  drainage  will  give  rise  to  cer- 
tain therapeutical  results,  which  therapeutical  results  were  ones 
that  were  aimed  at  by  every  procedure;  at  least,  so  far  as  my  obser- 
vation went:  I  am  very  well  aware,  that  an  explanation  is  re- 
quired as  to  the  manner  in  which  this  is  accomplished;  but  I  have 
no  observations  that  bear  upon  the  subject  with  sufficient  distinct- 
ness to  enable  me  to  speak  from  a  knowledge  of  the  facts.  In 
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speaking  upon  this  subject  I  am  speaking  rather  from  the  knowl- 
edge of  other  people  than  my  own.  Upon  the  question  of  thera- 
peutical results  I  am  speaking  from  my  own  observation,  and  can 
only  ask  that  a  trial  of  the  method  be  given  with  a  desire  on  the 
part  of  the  giver  to  be  candid  in  his  statements  as  to  the  results. 

In  reference  to  the  possibility  of  a  cure  being  wrought  by  the 
action  of  the  electric  current  upon  an  inflammatory  mass  that 
question  has  been  gone  over  again  and  again  here  and  elsewhere; 
and  we  all  get  back  to  the  point  from  which  we  started,  namely, 
the  observations  of  the  gentlemen  who  are  concerned  in  the  work, 
and  that  resolves  itself  again  into  the  question  of  the  "personal 
equation  "  of  the  individual,  and  as  we  all  desire  to  have  our  '  per- 
sonal equation  "  plus  rather  than  minus.  I  presume  that  the  gentle- 
men defending  electricity  stand  upon  the  same  ground.  Some  day 
or  other  we  will  be  able  to  determine  by  actual  observation  as  to 
how  far  electricity  does  act  as  a  remedial  agent.  I  will  say  again 
that  there  is  one  point  which  it  appears  to  me  is  singularly  vulner- 
able in  the  process — the  time  involved.  Now,  we  all  know  that 
time  is  a  most  potent  factor  in  the  cure  of  all  inflammatory  pro- 
ducts. In  the  large  majority  of  these  cases  you  put  your  patients 
in  bed  and  keep  them  quiet;  and  in  that  way  you  get  rid  of  the 
acute  stages  of  the  disease,  that  you  succeed  in  accomplishing  quite 
as  much  as  though  you  had  applied  your  current.  In  cases  of  re- 
current disease  you  likewise  know  that  there  are  instances  in  which 
a  temporary  result  is  clearly  affected  from  the  expenditure  of  time 
alone.  That  is  the  point  that  prevents  me  from  accepting  more 
fully  than  I  do  the  therapeutic  value  of  this  agent — electricity,  in 
these  cases;  and  wrhen  that  is  cleared  up  I  hope  we  will  be  in  a 
way  to  prove  the  great  value  of  the  electrical  current;  but  I  con- 
fess that  at  the  present  time  my  observations  are  rather  in  the 
direction  of  suggestions  I  have  already  made  namely,  that  the 
time  which  is  involved,  together  with  the  general  attention  to  the 
health  of  the  individual,  is  as  much  responsible  for.  the  relief  as  is 
the  remedy  in  question. 

Dr.  Go e let  in  closing  said:  I  do  not  pretend  to  be  infallible 
in  diagnosis;  but  you  will  remember  I  did  not  depend  upon 
my  own  diagnosis  in  these  cases.  The  cases  were  selected  for  re- 
porting as  I  stated  because  the  diagnosis  had  been  made  before 
they  came  to  me.  and  they  were  to  have  been  subjected  to  lapa- 
rotomy. It  seems  to  me  that  this  places  the  question  of  diagnosis 
beyond  discussion. 
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Dr.  Hanks  was  mistaken  in  regard  to  the  case  of  gonorrhceal 
salpingitis.  She  came  to  me  a  year  after  she  had  gonorrhoea.  I 
did  not  say  she  was  cured  at  the  end  of  two  months.  I  said  she 
was  so  much  better  that  she  returned  to  her  work.  She  was  under 
observation  a  short  time  after  that;  and  at  the  present  time  I  con- 
sider her  cured. 

In  the  last  case  Dr.  Hanks  rather  doubted  that  electricity  had 
anything  to  do  with  the  relief  that  was  afforded.  I  am  satisfied 
that  it  had  everything  to  do  with  it.  In  the  first  place,  she  had 
pain  and  pelvic  inflammation.  She  had  been  treated  by  rest  in 
bed,  hot  water  douches  and  glycerine  tampons,  but  there  was  so 
little  benefit  derived  from  this  treatment  that  she  went  to  the 
hospital.  She  was  kept  on  her  back  for  three  weeks,  was  treated 
with  hot  water  douches  and  blisters  to  the  hypogastrium;  and  she 
had  been  advised  to  have  the  ovaries  removed  because  she  was  no 
better;  and  I  say  that  after  the  third  ^application  of  electricity  she 
went  twenty-four  hours  without  any  pain,  and  she  has  not  had 
any  pain  since  then.  I  am  perfectly  convinced  that  every  bit  of 
effect  in  this  case  was  obtained  from  electricity.  There  is  no 
mystery  about  it  either.  If  the  sceptics  would  try  it  and  use  it 
properly  they  would  be  just  as  well  satisfied  as  I  am;  but  they 
won't  try  it.  It  makes  no  difference  to  me,  gentlemen,  whether 
you  believe  it  or  not;  I  believe  it,  for  I  know  what  electricity  has 
done  in  these  and  many  other  similar  cases.  Its  action  can  be  ex- 
plained. Bipolar  faradization  relieves  it  by  diminishing  conges- 
tion; and  producing  local  anaesthesia.  What  can  you  do  that  will 
relieve  a  patient  as  promptly  as  faradization  did  in  this  case  re- 
ferred to  by  Dr.  Hanks?  Hot  water  will  certainly  not  do  so.  It 
had  been  used,  and  failed  to  relieve.  She  suffered  intense  pain,  and 
could  not  walk  a  block  without  serious  discomfort.  An  applica- 
tion of  twenty  minutes  relieved  her  for  eight  hours,  and  she  did 
not  have  a  particle  of  pain  during  this  time,  though  she  was  on  her 
feet  most  of  the  time.  Had  she  not  seen  fit  to  go  about  house- 
hunting (looking  for  a  flat)  because  she  felt  so  much  better,  she 
would  have  experienced  longer  relief  from  the  first  application. 
There  is  no  mystery  about  this;  it  is  a  fact. 

Now,  with  regard  to  the  cure  of  salpingitis  by  electricity,  there 
is  no  mystery  about  that  either.  It  involves  exactly  the  same 
principle  that  Dr.  Polk  has  claimed  here  for  the  procedure  he  is 
advocating,  viz.,  drainage  from  the  uterus.  He  says  he  does  not 
know  how  it  relieves,  but  it  does.  I  know  how  electricity  relieves 
salpingitis.    In  the  first  place  you  can  dilate  the  uterine  canal  just 
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as  perfectly  and  just  as  freely,  in  ten  minutes  with  ten  milliamperes 
of  negative  galvanism  as  you  can  with  the  dilator.  This  I  do  con- 
stantly. I  have  tried  Dr.  Polk's  method  and  I  am  satisfied  with  it. 
But  in  many  instances  patients  do  not  want  to  take  an  anaesthetic, 
and  do  not  want  to  be  confined  to  bed.  Not  only  does  negative 
galvanism  act  by  dilating  the  cervical  canal,  but  it  thins  and 
liquifies  the  pus  in  the  same  manner  a  poultice  does,  or  as  hot 
water  does.  Furthermore  the  action  of  the  faradic  current  relieves 
the  infiltration  and  hypertrophy  of  the  mucous  membrane  which 
causes  the  obstruction.  I  do  not  make  any  application  into  the 
uterus  in  the  beginning  if  I  am  satisfied  that  there  is  free  drainage 
from  the  uterus. 

Dr.  Currier  objects  that  there  is  so  much  mysticism  about 
electricity  that  it  makes  many  sceptics.  I  would  say  that  if  the 
sceptics  would  study  electricity,  learn  it,  and  take  the  trouble  to 
understand  it  the  mysticism  will  disappear.  He  is  mistaken  in 
thinking  that  electricity  is  applied  to  produce  absorption  of  pus. 
Dr.  Currier  speaks  of  relieving  pain  by  either  pole  in  the  uterus.  I 
never  think  of  such  a  thing;  it  simply  makes  a  patient  worse.  When 
a  patient  has  pain  I  never  touch  the  inside  of  the  uterus  until 
it  is  relieved.  The  best  thing  for  pain  is  bipolar  faradization.  Gal- 
vanism is  applied  to  the  canal  for  drainage. 

Now.  with  regard  to  the  statement  that  the  discharge  in  the 
cases  reported  may  have  come  from  the  endometrium,  I  am  satisfied 
it  did  not  come  from  the  endometrium  for  the  simple  reason  that 
there  was  a  tumor  to  one  side  of  the  uterus  which  subsided  with 
the  discharge  of  pus.  If  the  pus  was  in  the  uterine  cavity,  and  the 
cervical  canal  was  free,  as  I  know  it  was,  it  would  have  come  out 
while  the  patient  was  on  her  feet,  not  while  she  was  on  her  back. 

Dr.  Hanks  : — I  did  not  say  (and  I  think  the  stenographer  will 
bear  me  out)  that  I  doubted  that  pain  was  relieved  by  electricity  ; 
far  from  it.  Dr.  Goelet  closed  his  remarks  by  asking  what  other 
method  there  was  that  would  relieve  pain  so  quickly,  and  I  replied 
rest  in  bed  and  hot  water. 

Dr.  Egbert  H.  Grandin  read  a  paper  entitled  :  The  Treatment  of  Post- 
partum Hemorrhage,  Illustrated  by  the  Report  of  Three  Cases. 

DISCUSSION. 

Dr.  Pryok: — I  remember  that  in  1882  I  made  the  mistake  of  in- 
curring criticism  by  tamponing  the  uterus  with  a  towel  in  post- 
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partum  haemorrhage.  The  woman  died.  I  think  if  she  had  gotten 
well,  the  act  would  have  been  placed  to  my  credit. 

It  seems  to  me  Dr.  Grandin  is  only  acting  on  the  principle  if 
you  see  a  bleeding  point,  put  your  thumb  on  it,  and  of  course  if 
the  uterus  is  tamponed  and  contraction  is  produced,  the  haemor- 
rhage will  be  controlled.  I  only  quote  that  case  to  show  how  one 
can  work  around  and  yet  not  go  far  enough.  That  was  ten  years 
ago. 

Dr.  Coe: — With  regard  to  one  point  that  Dr.  Grandin  made,  as 
I  stated  when  I  reported  my  case  at  the  last  meeting,  we  should 
not  depend  upon  intravenous  infusion  alone,  but  should  also  give 
copious  rectal  enemata  of  hot  saline  solution.  Moreover,  we  must 
be  careful  not  to  overstimulate  the  heart  by  injecting  powerful  alka- 
loids hypodermatically.  The  thing  to  do  is  to  keep  the  heart  going, 
but  not  to  spur  it  too  severely.  I  believe  that  some  of  the  unsuc- 
cessful cases  of  intravenous  infusion  are  explicable  by  the  fact  that 
the  operator  was  satisfied  with  that  means  alone  without  resorting^ 
to  others  in  addition. 

Dr.  Hanks: — I  wish  to  say  one  word,  and  this  is  a  very  im- 
portant matter;  not  long  since  a  discussion  came  up  in  another 
society  where  there  was  an  entirely  different  audience  present,  and 
a  distinguished  obstetrician  mentioned  the  fact  that  he  had  in  con- 
sultation and  in  his  own  practice  tamponed  the  puerperal  uterus  I 
think  he  said  twenty  times  this  present  year;  I  thought  it  was 
necessary  to  say  a  word  to  the  young  men  present  to  the  effect  that 
I  hoped  they  would  not  commence  their  obstetric  work,  thinking 
they  must  tampon  the  uterus  every  time  there  was  a  post-partum 
haemorrhage,  since  I  had  been  in  practice  over  twenty-five  years, 
and  had  never  been  obliged  to  do  it,  and  had  never  had  a  woman 
die  from  post-partum  haemorrhage.  I  believe  that  that  method 
should  be  the  last  resort  in  these  cases  unless  you  are  a  skilled 
operator.  And  I  will  add  only  this  one  point,  in  addition  to  what 
Dr.  Grandin  made,  after  the  minor  or  more  simple  methods  of 
treatment,  I  will  add  what  he  prgbably  forgot  to  add,  that  I  would 
use  the  faradic  current,  and  then  if  that  does  not  control,  I  would 
use  gauze  packing.  I  have  been  so  strongly  in  favor  of  this  gauze 
packing  when  great  danger  threatens  that  I  have  carried  it  ready 
for  use  the  last  eight  months.  I  think  we  shall  certainly  save  some 
patients  by  this  method  when  they  would  die  by  any  other.  Still 
these  cases  must  necessarily  be  few. 

Dr.  Grandin: — I  have  nothing  special  to  add.  I  do  not  propose 
to  defend  this  method  as  applicable  to  every  case  of  post-partum 
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haemorrhage.  On  the  contrary,  I  said  I  would  only  resort  to  gauze 
tamponing  in  cases  where  the  milder  methods  failed;  I  would  sub- 
stitute the  gauze  tamponing  of  the  uterus  for  the  styptics  that  we 
were  in  times  past  accustomed  to  use;  in  other  words,  instead  of 
throwing  in  tincture  of  iodine,  turpentine,  vinegar  and  that  most 
horrible  stuff  the  sub-sulphate  of  iron,  I  would  at  once  pack  the 
uterus  and  pack  it  firmly  with  gauze,  my  object  being  to  save  the 
patient  the  loss  of  every  ounce  of  blood.  As  I  frankly  stated  at  the 
outset  1  was  opposed  to  this  method  at  first,  for  the  reason  that  I 
felt  that  it  would  interfere  with  the  proper  retractility  of  the  uterus, 
but  from  my  experience  I  believe  it  is  a  method  of  very  great  value 
after  the  milder  measures  have  failed. 

Ttiree  Cases  of  Complete  Hysterectomy  for  Myomata.  Dr.  Wm.  M. 
Polk  exhibited  the  specimens. 

He  wished  the  members  to  look  at  the  temperature  tracings 
simply  as  indicative  of  the  slight  amount  of  reaction  which  followed 
upon  total  extirpation  of  the  uterus.  The  tracings  ran  from  99  to 
1000  F.  in  two  cases  and  in  one  to  1010  F.  Now,  these  three 
cases,  making  ten  in  all,  of  hysterectomy,  including,  of  course,  re- 
moval of  the  whole  of  the  cervix,  that  have  been  done  by  me  since 
the  first  of  February;  and  these  temperature  tracings  are  character- 
istic of  all  of  the  ten. 

It  has  been  a  surprise  to  me  to  see  the  small  amount  of  reaction 
which  has  resulted  from  this  procedure,  the  procedure  that  we  have  all 
been  shrinking  from  because  of  its  supposed  shock.  The  ques- 
tion as  to  the  advisability  of  the  procedure  is  one  that  is  conceded 
by  every  one,  provided  your  patient  is  not  killed  in  the  process; 
and  the  fact  that  I  have  been  fortunate  enough  to  have  ten  of  these 
cases  in  about  five-and-one-half  months,  and  all  doing  just  as  well 
as  these  just  reported  has  encouraged  me  to  defend  the  procedure 
on  very  much  the  same  lines  as  those  followed  by  Dr.  Krugwhen 
he  presented  his  six  cases  here  a  short  time  ago.  If  we  can  re- 
move these  organs  entirely  and  have  as  slight  a  reaction  as  has 
been  exhibited  in  all  of  these  cases,  certainly  there  is  no  reason  why 
we  should  not  continue  the  procedure.  Referring  to  the  specimens 
here  you  see  the  cervix.  The  os  tincae  in  this  one  does  not  show 
itself,  for  the  simple  reason  that  in  nicking  it  off  I  just  missed  it  by 
the  thickness  of  the  mucous  membrane;  but  1  took  it  out  immediately 
afterwards:  so  it  represents  the  total  extirpation.  The  general  con- 
dition of  all  of  these  patients  was  not  the  very  best,  so  that  it  cannot 
be  claimed  that  the  procedure  was  one  that  is  applicable  only  to 
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patients  in  fairly  robust  health.  For  instance  the  case  we  operated 
on  Thursday.  That  woman  was  in  such  a  condition  from 
anaemia  and  debility  she  was  sent  me  as  a  possible  case  of  cancer; 
and  a  case  a  short  time  ago  was  kindly  sent  here  by  Dr.  Nelson, 
the  patient's  general  condition  was  anything  but  satisfactory,  but 
she  made  a  good  recovery.  The  time  consumed  by  the  procedure 
varies  somewhat,  but  is  always  within  the  hour.  It  seems  to 
me  that  if  we  have  ten  cases  where  the  temperature  is  as  good  as 
here,  that  ten  is  as  good  as  a  hundred  from  which  to  draw  con- 
clusions: and  if  we  add  those  ten  to  those  of  Dr.  Krug,  it  seems 
to  me  that  we  have  ample  material  to  justify  us  in  advocating  the 
measure  as  the  proper  one  to  pursue.  I  confess  that  the  facility  with 
which  I  have  been  able  to  work,  having  the  patient  in  "Trendelen- 
burg," and  above  all  the  slight  reaction  presented  by  these  people 
has  so  far  converted  me  that  I  shall  never  attempt  to  remove  a 
fibroma  by  any  other  method  than  this.  As  I  said  before,  we  are 
all  agreed  upon  the  advisability  of  the  procedure  in  preference  to 
any  and  all  others,  if  it  does  not  inflict  such  an  amount  of  shock 
as  would  take  away  life.  These  records  appear  to  settle  that  latter 
question  and  go  to  show  that  the  shock  is  not  more  than  that  of 
any  other  procedure,  and  the  length  of  time  required  is  but  little 
longer,  and  as  far  as  convalescence  is  concerned,  there  is  no  com- 
parison: in  three  or  four  weeks  they  are  up  and  around.  So  far  as 
the  Trendelenburg  posture  goes,  there  are  cases  where  it  cannot 
be  employed  on  account  of  its  impeding  the  respiration:  but  that 
is  an  idiosyncrasy  on  the  part  of  the  patient  that  is  not  met  with 
very  often. 

The  President  inquired  whether  any  of  these  cases  were 
operated  upon  in  the  Trendelenburg  posture  ? 

Dr.  Polk: — All  of  them.  The  last  was  not  completed  in  the 
Trendelenburg  posture,  because  of  the  idiosyncrasy  of  respiration 
that  I  spoke  of. 

The  President: — One  point  that  Dr.  Polk  brought  out  in  these 
cases  is  of  the  greatest  interest, — the  small  amount  of  reaction; 
the  patients  hardly  seemed  to  feel  it  at  all.  It  is  a  most  interesting 
topic  for  discussion. 

Dr.  Krug: — I  was  not  here  to  hear  the  report  of  Dr.  Polk's 
cases:  but  as  you  mention  that  the  salient  feature  was  the  very 
little  reaction  that  followed  the  extirpation,  I  can  only  bear  wit- 
ness to  that  fact  and  state  that  during  the  last  ten  days  I  have  taken 
out  several  uteri  and  everything  moved  just  as  smoothly  with  but 
slight  reaction. 
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Dr.  Hanks: — I  would  like  to  inquire  of  Dr.  Polk  if  in  those 
fibroid  tumors,  where  one  tumor  will  be  as  large  as  all  these  were, 
he  does  not  consider  it  a  much  more  dangerous  operation,  because 
there  must  be  much  more  reaction,  it  seems  to  me.  I  know  in  a  recent 
case  of  my  own  I  found  it  utterly  impossible  to  do  the  operation  in 
an  hour,  and  I  got  a  good  deal  more  reaction  than  that  mentioned. 

Dr.  Polk: — In  one  of  the  cases  the  woman  was  in  a  condition 
to  react  unfavorably.  My  impression  is  that  the  size  of  the 
tumor  makes  but  very  little  difference.  You  can  cut  away  so 
that  you  will  not  have  an  unwieldy  structure,  and  then  you  can 
put  your  corkscrew  in  the  cervix  and  draw  it  out  at  your  leisure. 
That  is  about  the  point  that  I  have  followed.  I  find  they  all 
come  pretty  much  under  the  same  general  law,  and  that  is  by 
putting  them  in  the  Trendelenburg  position  you  can  operate  more 
quickly,  and  an  hour  is  about  the  time  that  the  most  difficult  would 
require;  the  last  one  I  succeeded  in  getting  through  with  in  about 
forty  minutes. 

The  President: — There  was  announced  for  the  meeting  a  com- 
munication on  pelvic  abscess.  This  is  a  short  paper  which  will  take 
about  twelve  minutes  to  read.  Dr.  Buckmaster  expected  to  read 
it  but  he  has  been  detained,  and  as  we  have  present  the  author  of 
the  paper,  Dr.  Reed  Burns,  of  Honesdale,  Pa.,  I  am  sure  the 
society  will  be  very  glad  to  have  him  read  it  himself.  I  will  ask 
the  permission  of  the  society,  a  mere  matter  of  form,  to  have  Dr. 
Burns  read  the  paper. 

It  was  moved  and  unanimously  carried,  that  Dr.  Burns  be  in- 
vited to  read  his  paper:  A  Case  of  Old  Pelvic  Abscess  Burrowing 
Beneath  the  Iliac  Fascia,  Opened  under  Poupart's  Ligament. 

DISCUSSION. 

The  President: — lam  sure  we  are  very  much  obliged  to  Dr. 
Burns  for  his  interesting  and  most  able  discussion  of  the  subject. 
It  is  now  open  for  discussion. 

Dr.  Dudley: — I  want  myself  to  thank  the  doctor  personally  for 
this  paper,  because  it  is  valuable  to  us  in  the  point  of  fact  that  all 
suppurative  conditions  within  the  pelvic  cavity  may  not  necessarily 
be  the  tubes  or  the  ovaries;  and  it  brings  to  my  mind  some  of  my 
early  experience  in  hospital  life,  and  allows  me  to  report  two  such 
cases  that  have  never  been  reported,  and  the  description  which  the 
doctor  has  given  of  his  case,  and  which  I  can  give  of  those  two 
will  certainly  tally.  It  will  also  bear  out  the  point  which  he 
emphasized  in  his  paper  relating  to  the  great  difficulty  in  securing  a 


New  York  Obstetrical  Society.  705 


good  result,  or  rather,  to  speak  more  properly,  in  getting  a  union 
of  the  abscess  walls  after  washing  out  the  cavity. 

The  first  case  was  that  of  a  young  Swedish  woman  who  came 
into  the  hospital  with  an  iliac  abscess.  That  was  before  we  knew 
very  much  about  salpingitis  other  than  by  the  removal  of  ovarian 
tumors;  and  the  treatment  which  was  given  at  that  time  certainly 
would  not  be  intelligent  treatment  at  the  present  day.  However, 
that  case  (although  we  do  not  know  positively)  must  have  been  a 
case  of  double  salpingitis,  as  this  girl  gave  a  history  of  acute  pelvic 
inflammation  and  also  of  a  discharge  from  the  rectum.  The  patient 
was  poulticed  and  poulticed  for  a  long  time,  and  was  given  cod- 
liver  oil  until  it  oozed  through  her  skin;  her  skin  becoming  oily 
from  the  immense  quantity  of  cod-liver  oil  that  was  given  to  offset 
the  septic  effect;  well,  finally  the  two  abscesses  pointed  and  were 
opened  just  about  Poupart's  ligament:  no  counter  drainage  was 
made:  and  she  lingered  along  for  .months  before  anything  like  a 
cure  or  improvement  was  manifested.  What  became  of  her  I  do 
not  know.  She  recovered  sufficiently  to  go  out  of  the  hospital  with 
a  slight  discharge  from  each  abscess  cavity,  and  I  think  was  re- 
turned to  Sweden  by  her  employer. 

The  next  case  was  one  seen  in  consultation  with  Dr.  Davie  of 
British  Columbia.  I  saw  that  case  in  1884.  It  was  one  of  iliac 
abscess,  in  no  sense  a  salpingitis.  This  patient  had  suffered  from 
a  discharge  of  pus  through  the  rectum,  and  I  judge  it  had  spread 
through  the  pelvic  region  and  located  itself  in  the  iliac  fossa.  The 
effect  produced  upon  the  psoas  muscle  was  such  that  the  limb 
could  not  be  extended.  This  patient  had  been  discharging  pus  for 
a  long  time,  and  the  abscess  pointed  above  Poupart's  ligament;  in  con- 
sultation with  Dr.  Davie  I  opened  the  iliac  abscess  and  drained  it.  The 
roof  of  the  vagina  was,  as  the  doctor  has  stated  in  his  paper,  so  dense 
and  so  thick  that  no  sense  of  fluctuation  could  be  obtained  whatever. 
When  I  was  able  to  put  my  fingers  into  the  abscess  and  palpate  it, 
I  found  the  abdominal  side  of  the  abscess  was  nearly  a  half  an  inch 
thick,  and  it  seemed  impossible  to  get  drainage  down  through  the 
vagina;  but  we  did.  The  abscess  never  healed.  I  kept  run  of  her 
history:  she  went  on  until  she  developed  amyloid  kidney,  and  died 
of  kidney  trouble  as  the  result  of  the  constant  drainage  from  the 
abscess.  The  cavity  would  fill  to  a  certain  extent,  and  the  granu- 
lations would  become  soft  and  break  down:  they  would  get  to  a 
certain  point  in  the  process  of  filling  this  cavity  and  then  stop.  It 
is  a  most  difficult  form  of  abscess  to  cure  :  and  I  should  think  the 
only  true  method  was  the  treatment  which  the  doctor  employed. 
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TRANSACTIONS  OF  THE  NORTHWESTERN  MEDI- 
CAL AND  SURGICAL  SOCIETY  OF  NEW  YORK, 
MAY  1 8,  1892. 

Dr.  Jacobus  read  the  paper  of  the  evening,  entitled  Menstrual 
Disorders. 

DISCUSSION. 

Dr.  McLaury  mentioned  the  case  of  a  girl  who  commenced  to 
menstruate  when  five  years  of  age. 

Dr.  Fruitnight  had  seen  many  young  women  who  work  in 
factories,  and  had  observed  many  cases  of  amenorrhcea  among 
them,  but  did  not  attribute  them  to  the  nature  of  their  employment; 
he  thought  the  special  cause  was  poor  hygienic  surroundings, 
imperfect  food,  deprivation  of  good  air  and  ventilation.  In  these 
cases  he  believed  more  in  manual  examination  than  in  the  use  of 
the  sound.  Electricity  proved  beneficial  in  cases  of  incomplete 
development  of  the  sexual  organs,  and  in  the  course  of  some  months 
the  menses  appeared. 

He  had  seen  two  cases  of  early  menopause:  persons  twenty- 
three  and  thirty-three  years  old  respectively,  and  both  unmarried. 
He  found  atrophic  changes  going  on.  The  thirty-three  year  old 
patient  had  an  aunt  who  ceased  to  menstruate  when  about  thirty- 
four. 

Dr.  Murray  stated  that  there  were  two  classes  of  these  cases 
where  there  is  not  ansemia  due  to  overwork,  confinement,  or  even 
anxiety:  first,  among  the  very  wealthy  classes,  where  women  may  go 
until  even  twenty-one  years  of  age  without  menstruating,  without 
any  determinable  cause  in  the  sexual  organs;  secondly,  among 
women  occupying  positions  of  an  executive  character,  doing  brain 
work  and  not  much  physical  labor,  who  are  very  apt  to  be  irregular. 

There  is  another  class  of  cases,  where  there  has  been  pelvic 
peritonitis.  There  are  exudations  at  the  side  of  the  pelvis,  without 
involvement  of  the  tubes,  more  or  less  pain  in  the  abdomen,  gen- 
erally coming  on  at  the  menstrual  period,  when  there  is  cold  or 
getting  feet  wet.  After  attack  subsides  they  are  apt  either  to  be 
very  profuse,  or  pass  over  from  two  to  six  periods.  An  erroneous 
diagnosis  prejudicial  to  the  patient's  character  may  easily  be  made 
in  such  cases.  The  examination  should  be  made  very  carefully. 
The  proper  treatment  is  not  treatment  for  amenorrhcea,  nor  to  con- 
gest the  uterus,  but  to  gently  stimulate  the  general  circulation. 
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He  thought  patients  living  in  luxury  were  the  hardest  ones  to 
treat.  They  become  anaemic,  almost  chlorotic,  loose  zest  and 
appetite,  become  extremely  restless  and  irritable,  are  wearied  by 
the  slightest  exertion,  and  it  is  difficult  to  rouse  them.  If  they  are 
not  built  up  by  tonics,  change  of  scene,  sea  voyages  etc.,  they  will 
develop  tuberculosis.  In  the  very  young,  incipient  tuberculosis 
will  often  keep  the  menstrual  flow  back. 

He  stated  that  where  the  patients  have  much  anxiety  or  brain- 
work,  it  is  better  to  quiet  the  nervous  system  than  to  stimulate  it 
by  tonics.  He  had  found  bromide  of  ammonium  better  than 
opiates,  chloral  or  other  sedatives;  opiates  should  be  avoided. 

He  mentioned  the  three  cases  following: 

1  st.  A  woman,  now  eighteen,  who  has  menstruated  normally 
since  she  was  two  years  of  age,  at  which  time  she  was  fairly  de- 
veloped. She  had  much  pain  until  she  became  eleven  years  of  age, 
after  which  her  condition  improved,  and  she  is  now  perfectly  well. 

2d.  A  woman,  now  nineteen,  with  full  bust,  hair  on  pubes,  and 
nothing  to  indicate  externally  that  she  is  not  perfectly  developed, 
but  who  has  no  vagina,  uterus  or  ovaries.  She  was  married  with 
full  knowledge  of  these  facts,  and  is  seemingly  happy. 

3d.  A  woman  whose  external  genitals  were  normal,  but  instead 
of  the  vagina  there  was  a  short  pouch  only  large  enough  to  admit 
half  the  finger.  She  had  never  menstruated.  There  had  been  a 
flow  the  first  night  after  her  marriage,  evidently  caused  by  the 
rupture  of  the  hymen.  There  was  no  development  of  the  uterus  or 
ovaries. 

He  wished  to  emphasize  the  fact  that  the  external  manifestations 
are  really  no  guide  to  the  condition  of  the  internal  organs.  He 
called  attention  to  cases  where  the  hymen,  or  a  sort  of  hymen,  is 
very  high  up,  and  there  is  a  retention  of  menstrual  blood,  and  a 
wall  developed.  He  had  opened  such  a  wall  in  a  patient  who  had 
never  menstruated. 

Dr.  Dessau  stated  that  he  took  a  different  view  of  the  cause  of 
these  cases  among  immigrants  from  that  held  by  Dr.  Jacobus.  He 
thought  important  causes  were  change  of  climate,  nervous  depres- 
sion and  excitement  caused  by  new  surroundings,  and  homesick- 
ness. In  cases  of  defective  menstruation  he  had  used  with  marked 
success  Dr.  White's  preparation  of  bichloride  of  gold  and  iodide  of 
manganese.  He  had  used  electricity  to  induce  menstruation,  with 
good  results. 

Dr.  Graxdix  stated  that  it  does  no  good  to  stimulate  the  sexual 
organs,  and  so  bring  on  menstruation.    The  patient  should  not  be 
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made  to  lose  blood.  Some  patients  fail  to  menstruate  because 
they  are  excessively  anaemic  or  neurotic.  The  quality  of  the  blood 
should  be  first  improved. 

In  cases  of  young  girls  who  do  not  menstruate,  he  was  not  in 
favor  of  making  an  examination  or  resorting  to  local  treatment  at 
once,  but  considered  when  they  reached  the  age  of  twenty-one  or 
twenty-two  was  time  enough  to  pursue  that  course. 

Dr.  Cleveland  told  of  a  case  of  a  married  woman  of  twenty-two 
who  came  under  his  treatment  a  year  ago.  She  had  menstruated  for 
the  first  time  when  sixteen,  and  regularly  since  then,  without  pain, 
the  menstruation  lasting  four  or  five  days.  When  he  first  saw  her 
she  had  been  married  three  months,  and  there  had  been  no  satis- 
factory connection,  and  she  had  come  back  to  her  mother  stating  it 
was  impossible  for  her  and  her  husband  to  live  together.  On 
making  an  examination,  he  found  the  external  genitals  normal  in 
appearance,  and  passing  his  index  finger  into  the  vagina,  it  was 
arrested, — passed  into  a  mere  pouch.  A  rectal  examination  showed 
the  uterus  of  normal  size,  and  beyond  the  pouch  spoken  of  there 
seemed  a  normal  vagina.  He  passed  a  probe  into  the  pouch,  and 
very  near  to  the  urethra  succeeded  in  passing  a  very  fine  probe 
through  a  fold  of  the  vagina,  and  into  a  larger  passage.  He  ascer- 
tained that  when  seven  years  of  age  the  patient  had  had  diphtheria, 
and  at  that  time  there  was  an  offensive  discharge  from  the  vagina. 
He  inferred  that  she  must  have  then  had  diphtheria  of  the  vagina, 
which  resulted  in  sloughing  and  ulceration,  and  that  the  walls  of 
the  vagina  adhered.  The  patient  was  operated  on,  the  septum  dis- 
sected, and  a  glass  plug  inserted,  to  be  worn  for  a  few  months. 
The  woman  returned  to  her  husband,  they  lived  happily,  and  she 
became  pregnant  three  months  after  the  operation,  and  has  borne 
her  child.  She  was  well  satisfied  with  the  plug,  and  still  continues 
to  wear  it. 

Dr.  Burchakd  wished  to  emphatically  call  attention  to  the 
injurious  effect  of  intense  emotional  excitement  and  intense  mental 
effort  on  menstruation  and  the  ovarian  system.  Such  cases  are 
frequent  in  girls  pursuing  the  higher  branches  of  learning.  He 
instanced  the  case  of  an  actress  who  went  on  the  stage  at  fourteen 
or  fifteen,  prior  to  which  time  she  menstruated  regularly,  but  later 
ceased  to  menstruate  at  all,  and  her  general  health  suffered.  She 
afterward  married  and  left  the  stage,  and  four  or  five  months  after 
that  her  health  was  re-established.  He  also  instanced  the  case  of 
a  prominent  newspaper  writer,  who  became  engrossed  in  her  pro- 
fession, and  did  not  menstruate  from  the  age  of  twenty-five  to 
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thirty-five,  when  her  general  health  suffering,  she  rested  from  her 
mental  labors  for  two  years,  and  her  menses  recommenced,  after 
which  she  returned  to  her  newspaper  work,  and  has  not  menstruated 
for  several  years. 

Dr.  Buckmaster  stated  that  he  had  found  the  use  of  drugs  was 
attended  with  little  success  in  these  cases,  and  he  had  practically 
discarded  them,  confining  himself  mainly  to  the  consideration  of  the 
general  conditions  surrounding  the  patient,  drugs  only  being  used 
as  reconstructive  agents.  He  considered  that  the  sound  should 
be  carefully  avoided.  It  would  have  been  a  good  thing  for  exact 
pelvic  diagnosis  if  it  had  never  been  invented.  It  had  done  little 
good  and  much  harm.  He  had  found  the  bipolar  method  to  be  the 
best  method  of  using  electricity  in  these  cases. 

Dr.  Baruch  said  that  amenorrhoea  should  not  be  considered  a 
disease,  or  treated  as  such,  but  looked  upon  merely  as  a  symptom. 

Dr.  Taylor  had  observed  that  many  girls  ceased  to  menstruate 
on  going  to  boarding-school,  the  majority  of  the  girls  at  boarding- 
schools  having  menstrual  difficulties,  so  that  it  might  be  said  there 
was  a  distinct  sort  of  amenorrhoea — the  boarding-school  or  col- 
legiate amenorrhoea. 

Dr.  Jacobus,  replying  to  queries  and  comments,  said  that  he 
quite  agreed  in  the  view  that  amenorrhoea  is  merely  a  symptom. 
That  was  the  purport  of  his  paper  from  the  beginning  to  the  end. 
He  was  also  convinced  from  his  observations,  that  working  in 
tobacco  factories  had  a  greater  effect  in  causing  amenorrhoea  than 
work  in  other  factories,  and,  judging  from  the  statements  of  girls 
so  occupied  and  afflicted,  he  believed  that  in  cigarette  factories 
about  one-half  of  the  girls  under  eighteen  have  either  amenorrhoea 
or  very  irregular  and  scanty  menses,  as  a  result  of  the  nicotine 
poisoning. 

He  concurred  in  the  opinion  that  amenorrhoea  occurred  among 
the  daughters  of  wealthy  people  as  well  as  among  the  daughters  of 
the  poor,  but  he  believed  that  there  must  first  be  a  predisposition  in 
a  majority  of  cases.  There  was  no  doubt  that  a  growing  girl 
closely  confined,  studying  hard  or  insufficiently  nourished,  and  the 
blood  diverted  to  the  brain  by  excessive  study  would  suffer,  and 
that  in  consequence  her  pelvic  organs  would  not  receive  the  proper 
nerve  and  blood  stimulus  necessary  for  their  complete  develop- 
ment. In  further  proof  of  this,  he  called  attention  to  the  fact  re- 
ported by  prominent  observers,  that  many  of  the  prominent  female 
brain-workers  of  the  present  and  past  ages  have  been  either  sterile 
or  great  menstrual  sufferers.    In  closing  he  wished  to  speak  once 
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more  in  favor  of  using  at  the  proper  time  the  binoxide  of  manganese 
in  delayed  or  scanty  menstruation.  To  merit  success,  one  must 
make  sure  that  the  preparation  is  chemically  pure  and  also  to  give 
it  in  much  larger  doses  than  are  usually  given.  In  some  cases  two 
grains  several  times  a  day  may  be  sufficient,  in  others  five  or  ten 
grain  doses  several  times  a  day  are  required.  Anaemia  etc.,  should 
first  be  attended  to  before  any  direct  menstrual  stimulant  is  given. 


TRANSACTIONS    OF    THE    BOSTON  SOCIETY 
FOR    MEDICAL  OBSERVATION. 

J.  C.  Munro,  M.D.,  Secretary. 

Regular  Meeting  Monday,  April  4,  1892. 

Dr.  E.  J.  Forster  in  the  chair. 

Dr.  W.  H.  Baker  read  a  paper  on  Hypertrophic  Elongatioji  of  the 
Cervix  Uteri. 

DISCUSSION. 

Dr.  Strong  The  condition  itself  of  hypertrophic  elongation  of 
the  cervix  is  rare.  Nearly  all  the  cases  which  we  see  are  cases  of 
prolapse  in  which  the  vaginal  walls  accompany  the  cervix  down. 
I  have  been  accustomed  to  consider  that  there  are  three  forms  of 
prolapse  or  of  descent  of  the  uterus;  one  of  them  the  form  of  pro- 
cidentia, the  other  two  elongation  of  the  cervix,  but  making  a 
division  into  elongation  of  the  supravaginal  portion  and 
elongation  of  the  infravaginal  portion,  and  so  described  to 
the  students:  Some  three  years  ago  in  the  article  I  wrote 
for  the  "  Handbook  of  Medical  Sciences,"  I  find  some  plates 
of  Schroeder  which  illustrates  this  very  well, — first,  hyper- 
trophic elongation  of  the  infravaginal  portion  and  second,  of 
the  supravaginal  portion  of  the  cervix.  These  conditions  are  to  my 
mind  both  clinically  and  anatomically  quite  distinct.  In  the  elon- 
gation of  the  infravaginal  portion  of  the  cervix  the  vaginal  walls 
stay  at  their  normal  height  just  as  the  fundus  of  the  uterus  does 
whether  held  by  adhesions  or  fixed  by  fibroids.  In  elongation  of 
the  supravaginal  portion  the  vaginal  walls  come  down.  In 
seeing  those  cases  I  have  tried  to  make  a  distinction  always,  and 
nearly  always  it  is  possible.  Elongation  of  the  supravaginal  por- 
tion is,  as  Dr.  Baker  stated,  rarely  found  in  the  multiparous  uterus. 
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The  cases  that  I  have  seen  have  been  almost  always  where  the  in- 
fravaginal  portion  was  affected  and  in  the  nullipara.  Why  the 
lesion  should  occur  I  do  not  know.  I  think  Dr.  Baker's  suggestion 
of  an  explanation  comes  nearer  the  truth  than  anything  I  have  ever 
seen  stated  upon  the  subject. 

The  importance  of  examining  a  woman  with  this  condition  in 
different  positions  and  especially  in  the  erect  position  is  very 
manifest.  Not  infrequently  women  come  to  my  clinic  who  say 
they  have  falling  of  the  womb,  and  when  arranged  in  the  dorsal 
position  nothing  is  found.  In  the  erect  position  I  have  in  several 
instances  found  hypertrophic  elongation  of  the  cervix  in  one  of 
these  forms. 

As  to  the  treatment  of  these,  any  form  of  treatment  except  sur- 
gical I  think  offers  very  little  prospect  of  success.  Such  has  been 
my  experience.  I  think  the  prognosis  as  regards  affording  relief  is 
better  in  those  cases  in  which  the  hypertrophy  is  found  in  the 
supravaginal  portion  for  this  reason  that  there  the  walls  of  the 
vagina  come  down  as  well  as  the  cervix  and  if  you  can  adjust  an 
instrument,  and  I  have  found  the  best  one  to  be  the  simple  Hodge 
pessary  with  considerable  of  a  bow  on  it  and  no  depression  in 
which  the  bearing  comes  very  much  on  the  anterior  and  posterior 
walls  alike,  it  will  hold  much  better  than  almost  any  other.  The 
Fowler  pessary  will  act  pretty  well  in  some  of  these  cases  of 
supravaginal  elongation.  Then  the  soft  rubber  doughnut  pessary  a 
dirty  instrument  sometimes  useless,  may  also  do  well  in  some  of 
these  cases  if  it  has  a  large  enough  edge.  The  cup  and  stem 
pessary  is  one  which  I  have  seen  in  patients  who  have  refused 
operative  measures,  succeed,  but  you  must  be  sure  your  cup  has  not 
any  opening  throughout  through  which  the  cervix  can  shoot.  If  it 
does  it  comes  down  and  strangulates. 

Dr.  Baker's  operation  I  know  is  eminently  successful.  I  have 
not  had  an  opportunity  to  operate  since  seeing  it  upon  any  of  these 
forms,  and  so  I  can  speak  only  of  those  which  I  have  done  pre- 
viously. 

One  case  especially  was  interesting  to  me,  because  twelve 
years  ago  when  I  was  house-officer  at  the  Massachusetts 
Hospital  this  woman  came  in  and  had  the  cervix  and 
perinaeum  done,  and  was  under  my  care  in  the  wards  as 
house-officer.  The  operation  did  not  do  a  bit  of  good. 
She  returned  several  times  and  this  was  coming  outside.  The 
condition  was  perhaps  not  recognized  at  the  time,  but  nothing 
was  done  to  the  cervix.    She  had  a  big  laceration  which  was  done 
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at  the  same  time.  The  next  time  I  saw  her  she  came  to  my  out- 
patient clinic  at  the  Massachusetts  Hospital  about  three  years  ago, 
and  I  did  not  feel  then  that  the  shortening  of  the  round  ligaments 
would  do  any  good  because  the  uterine  body  was  high  up.  I  sent 
her  into  the  house  and  she  was  operated  on  for  shortening  of  the 
round  ligaments.  The  next  time  I  saw  her  was  about  two  years 
ago  at  the  Free  Hospital  for  Women  when  she  came  under  my  care 
with  the  condition  as  bad  as  before.  Then  I  dissected  the  mucous 
membrane  off  and  carried  the  dissection  up  exactly  as  though  I  were 
to  amputate  the  cervix  as  high  as  possible  above  the  vaginal 
junction,  and  then  did  amputate  and  passed  my  stitches  in  through 
as  described  by  Dr.  Baker  uniting  the  mucous  membrane  of  the 
canal  of  the  cervix  and  of  the  vaginal  portion  which  had  been 
dissected  off  altogether,  packed  in  iodoform  to  keep  the  stumps 
well  covered,  got  union  by  first  intention  and  she  was  entirely 
cured. 

I  have  also  done  another  operation  of  taking  out  a  wedge- 
shaped  piece  on  each  side  and  bringing  together  and  splitting  the 
cervix  antero-posteriorly  or  bilaterally,  and  you  have  then  essen- 
tially a  laceration  which  is  treated  as  such.  Occasionally  galvano- 
puncture  of  the  cervix  in  this  hypertrophic  elongation  is  tried,  not 
with  good  success  and  I  think  not  in  the  manner  Dr.  Baker  suggests. 
One  thing  occurs  to  me  in  connection  with  Dr.  Baker's  paper  and 
that  is  in  these  cases  which  I  have  examined  under  ether  where  the 
elongation  is  entirely  supravaginal  the  vagina  coming  way  down 
and  this  long  thin  neck  running  up,  this  part  is  so  very  small  that  I 
should  think  it  would  be  difficult  to  direct  the  galvano-puncture 
cautery  up  the  distance  of  an  inch.  If  the  case  is  hypertrophied  as 
well  as  lengthened  I  should  think  it  would  be  perfectly  possible.  I 
should  like  to  ask  if  his  cases  were  that  way  or  very  thin. 

I  think  the  operation  certainly  appeals  very  strongly  to  me, 
and  I  shall  try  it  the  first  case  I  get. 

Dr.  Washburn: — I  have  been  especially  interested  in  this  subject 
from  the  fact  that  one  of  the  cases  Dr.  Baker  has  reported  was  one 
that  came  to  my  clinic  at  the  Free  Hospital.  It  was  especially 
interesting,  as  has  been  said,  from  the  combination  of  things  in  the 
one  case  as  it  was  a  woman  who  had  had  several  children,  and 
there  was  also  a  small  polypus  on  the  inside  of  the  uterus  compli- 
cating the  other  condition  of  hypertrophy. 

I  have  in  mind  two  other  cases  of  the  kind  that  I  have  seen,  one 
of*  which  was  the  ordinary  elongated  hypertrophied  cervix  of  the 
conical  shape.     This  was  in  a  nulliparous  woman,  and  it  came 
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down  barely  beyond  the  vulva.  She  had  not  consented  to  an 
operation  the  last  time  I  saw  her.  The  trouble  caused  was  more 
from  feelings  of  weight  and  bearing  down.  It  did  not  protrude 
externally. 

The  other  case  was  one  which  was  extremely  interesting  and  I 
regret  that  I  lost  sight  of  it  after  seeing  it  only  once.  It  was 
rather  on  the  border  line  between  the  ordinary  general  hypertrophy 
of  the  cervix  and  one  of  these  hypertrophies  with  elongation.  The 
uterus  was  pregnant  at  the  time  and  low  down  in  the  pelvis,  some- 
what wedged  in  so  that  it  could  not  be  replaced.  I  recommended 
the  replacing  of  the  uterus  under  ether,  and  that  alarmed  the  patient 
so  much  that  she  retired  and  never  came  again.  In  that  case  the 
cervix  was  considerably  elongated,  and  the  woman  had  also  had 
children  previously.  The  uterus  was  pregnant  about  four  months, 
and  it  was  evident  where  the  internal  os  came  so  that  the 
lengthening  of  the  cervix  was  quite  readily  distinguishable.  I  have 
not  had  an  opportunity  to  operate  in  any  of  the  cases  I  have  seen, 
and  on  that  account  have  not  had  an  opportunity  to  test  any 
methods  of  operating.  The  method  Dr.  Baker  suggests  to-night 
certainly  appears  to  be  a  successful  one.  I  have  been  interested  in 
hearing  the  progress  of  the  case,  and  it  will  be  interesting  to  see 
the  effect  in  other  cases. 

Dr.  F.  II.  Davenport: — The  operation  that  Dr.  Baker  has  de- 
scribed is  certainly  an  ingenious  one,  and  it  appeals  to  me  because 
it  is  based  upon  a  correct  diagnosis  of  the  existing  trouble  and  also 
a  correct  view  of  the  pathology  of  the  affection.  I  remember  dis- 
tinctly a  patient,  a  nulliparous  woman,  who  had  this  elongation  of 
the  cervix,  in  whom  at  two  different  times  amputation  of  the  pro- 
jecting portion  of  the  cervix  was  done  and  a  cure  supposed  to 
be  effected,  but  she  returned  with  exactly  the  same  condition  as 
before,  that  is,  although  the  lower  part  of  the  cervix  had  been  sliced  off 
the  elongation  of  the  supravaginal  cervix  had  reappeared  in  such  a 
way  that  she  suffered  as  badly  as  before.  Such  being  the  effect  of 
the  ordinary  operation  of  simply  removing  the  prolapsed  portion, 
an  operation  which  attacks  the  supravaginal  tissue  which  is  the 
tissue  which  elongates  is  of  course  the  one  that  holds  out  the  best 
chance  of  success.  It  seems  to  me  that  we  can  get  a  clearer  idea 
both  of  what  the  difficulty  is  and  when  to  do  the  operation  if  we 
can  divide  our  cases  anatomically  according  to  the  conditions  which 
present,  namely  into  those  where  the  infravaginal  portion  is  dis- 
tinctly enlarged,  that  is,  true  hypertrophy  and  those  cases  of 
which  Dr.  Baker's  paper  gives  examples  where  the  trouble  is  per- 
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haps  not  at  all  with  the  infravaginal  cervix,  but  with  the  supra- 
vaginal cervix.  I  am  of  the  opinion  that  Emmet  is  right  when  he 
claims  that  such  cases  are  not  true  hypertrophy.  If  there  were 
hypertrophy  of  this  tissue  it  does  not  seem  reasonable  to  suppose 
that  when  the  patient  is  placed  in  the  knee-chest  position  that  the 
increased  amount  of  tissue  should  so  disappear  that  we  should  get 
the  uterus  very  little  longer  than  the  normal  uterus.  That  condi- 
tion is  I  think  merely  a  stretching  out  of  the  existing  tissue  and 
when  the  patient  is  placed  in  the  appropriate  position  it  retracts  as 
has  been  said  as  a  telescope  might  and  leaves  what  is  practically  a 
normal  cervix,  but  a  cervix  which  when  the  patient  straightens  up 
or  resumes  the  upright  posture  stretches  out  again  into  this  elon- 
gated shape.  If  we  have  a  tissue  likely  to  stretch  in  this  way 
forming  cicatricial  bands  in  it  and  tying  it  up  as  it  were  is  a 
promising  operation.  These  cases  of  elongation  of  the  supravagi- 
nal cervix  are  usually  found  in  nulliparae  and  the  diagnosis  may  be 
made  in  the  way  described,  but  the  true  cases  of  hypertrophy  of 
the  infravaginal  portion  in  my  experience  never  attain  the  size  or  the 
extent  that  these  other  cases  do.  They  are  usually  associated  with 
laceration  of  the  cervix,  and  usually  with  some  prolapse.  Such 
cases  usually  project  beyond  the  os  as  a  result  of  the  hypertrophy 
itself.  If  there  is  associated  prolapse  they  may  come  outside,  but 
from  the  increased  size  of  the  lower  portion  itself  they  rarely  pro- 
ject. For  such  cases  the  operation  of  amputation  of  the  cervix  as 
has  been  described  by  the  text-books  without  the  additional  part 
described  by  Dr.  Baker  is  sufficient. 

It  certainly  seems  an  interesting  fact  and  one  that  would  at 
first  sight  hardly  seem  probable  that  a  cervix  which  has  been 
cauterized  in  four  places  to  the  depth  of  an  inch  would  heal  by  first 
intention.  That  it  does  so  renders  the  operation  very  much  more 
practicable  and  makes  it  a  much  neater  operation.  I  have  not  yet 
had  an  opportunity  to  try  it,  but  I  shall  avail  myself  of  the  method 
when  suitable  cases  present. 

Dr.  Strong: — In  view  of  what  Dr.  Davenport  has  just  said  I 
should  like  to  add  that  it  seems  to  me  that  the  distinction  between 
the  two  conditions  is  a  very  marked  one.  In  the  one,  the  supra- 
vaginal, the  walls  of  the  vagina  come  down  with  the  cervix,  possibly 
the  bladder  coming  with  them,  possibly  not,  and  where  the  infra- 
vaginal portion  of  the  cervix  is  not  hypertrophied  or  enlarged  at  all, 
and,  on  the  other  hand,  there  is  a  distinct  hypertrophic  elongation 
of  the  lower  portion  of  the  cervix,  the  portion  within  the  vaginal 
canal  in  which  the  vaginal  walls  retain  their  normal  height,  and  I 
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think  I  have  seen  almost  as  many  of  the  one  as  of  the  other,  more 
I  think  as  Dr.  Davenport  has  said  of  the  supravaginal  portion,  but  I 
feel  that  the  distinction  is  very  marked  indeed  between  the  two. 

Dr.  Forster: — I  should  like  to  ask  whether  the  uterus  was 
measured  after  the  operation  in  the  same  position  as  before. 

Dr.  Baker: — Two  measurements  were  taken.  She  was 
measured  in  each  case  when  she  came  back  after  operation,  and 
found  to  be  the  same  in  both  positions. 

I  am  very  much  obliged  to  the  gentlemen  who  have  spoken  for 
the  kind  manner  in  which  they  received  the  paper.  I  did  not 
go  into  any  detail  in  regard  to  the  different  characters  of  the  elon- 
gation of  the  cervix  as  they  are  so  well  laid  down  in  the  text-book 
and  especially  so  in  Ziemssen  and  the  article  which  Dr.  Strong 
himself  has  given  to  the  profession.  I  intended  to  make  it  clear  in 
the  paper  that  I  only  desired  to  deal  with  the  worst  class  of  cases 
and  that  was  the  hypertrophic  elongation  of  the  supravaginal  cer- 
vix, the  ones  which  had  been  found  by  almost  all  observers  to  be 
the  most  intractable  form  for  giving  any  permanent  relief. 

I  operated  last  week  on  such  a  case  as  those  to  which  Dr.  Strong 
has  referred  namely  where  the  cervix  is  drawn  out  so  that  in  some 
cases  the  size  is  scarcely  larger  than  the  finger.  In  such  cases 
generally  putting  them  into  the  knee-chest  position  and  shutting  up 
the  cervix  so  to  speak  broadens  it  somewhat  restoring  the  size  so 
that  in  such  cases  there  is  little  danger  of  penetrating  except  where 
we  desire  to  do  so.  Of  course  it  is  highly  important  to  keep  away 
from  the  cervical  canal  for  if  we  enter  that  canal  we  shall  be 
causing  constriction. 

I  would  not  by  any  means  recommend  the  operation  I  have 
described  for  the  other  form  of  infravaginal  elongation  of  the  cer- 
vix as  the  operation  for  that  would  be  very  much  more  simple,  and 
I  think  that  operators  have  found  little  difficulty  in  dealing  surgi- 
cally with  that  class  of  cases. 
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ABSTRACTS. 

FROM  AMERICAN  SOURCES. 

The  After  Treatment  in  Abdominal  Section. 

J.  A.  Prince,  M. D.  (The  Medical  and  Surgical  Reporter)  prefers 
a  nurse  trained  for  this  work,  especially  rather  than  the  trained 
nurse. 

"It  is  generally  considered  that  the  toilet  of  the  peritonaeum  is 
one  of  the  most  important  steps  in  the  operation,  but,  while  ad- 
mitting its  importance,  I  think  many  lives  are  needlessly  lost  from 
shock  due  to  the  increased  time  spent  in  thoroughly  cleansing  the 
peritoneal  cavity  by  means  of  flushing. 

"It  is  a  question  in  my  mind  whether  flushing  has  any  advan- 
tage over  simple  sponging  with  sterilized  sponges  or  gauze. 

"Blood  clots  and  the  materials  which  escape  from  the  cysts 
adhere  to  the  viscera  very  tenaciously,  and,  while  flushing  readily 
removes  the  free  blood,  it  removes  the  clots  with  difficulty;  they 
adhere,  however,  readily  to  the  sponge  or  piece  of  gauze,  and  can 
be  easily  and  quickly  removed. 

"The  care  of  the  intestines  during  the  operation  has  a  very  im- 
portant bearing  upon  the  after  treatment.  They  should  be  sub- 
jected to  as  little  injury  and  exposure  as  possible.  I  think  it  is  the 
opinion  of  most  operators  that  the  intestines  should  be  retained  in 
the  abdomen,  if  possible,  and  should  much  gaseous  distention  be 
present,  it  is  better  practice  to  puncture  and  let  the  gas  escape  than 
to  take  the  intestines  out  of  the  cavity.  Some  traumatic  peritonitis, 
usually  localized,  follows  the  operation  as  a  rule,  and  accompany- 
ing it  is  the  effusion  of  more  or  less  plastic  lymph  rendering  the 
coats  of  the  intestines  sticky  and  necessarily  limiting  the  move- 
ments; where  adhesions  occur  the  motions  are  prevented  entirely. 

"If  anything  could  be  introduced  into  the  peritoneal  cavity 
which  would  facilitate  the  free  movements  of  the  intestines  and 
prevent  the  effusion  and  organization  of  the  lymph  many  cases  of 
bowel  occlusion  might  be  prevented.  Boroglyceride  has  been  ad- 
vocated largely  for  this  purpose,  with  the  additional  advantages  of 
its  antiseptic  properties.  But  it  was  to  be  introduced,  subsequent 
to  the  operation,  through  the  drainage-tube,  and  a  little  at  a  time. 
As  the  immediate  space  about  the  drainage-tube  is  soon  shut  off 
from  the  general  cavity,  I  think  it  is  evident  that  it  would  act  more 
efficiently  if  introduced  at  the  time  of  the  operation. 
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"In  Dr.  Martin's  private  hospital  in  Berlin,  olive  oil  is  ex- 
tensively used  for  this  purpose.  It  is  the  practice  there  to  saturate 
a  large  flat  sponge  with  the  oil  and  introduce  it  over  the  intestines 
while  the  deep  sutures  are  being  placed  in  the  abdominal  walls. 
During  the  manipulations  much  of  the  oil  escapes  and  forms  an 
oily  coating  over  the  viscera,  the  free  oil  accumulating  at  the  bottom 
of  the  pelvis,  where  it  remains  as  a  reserve  supply.  How  long  the 
oil  remains  in  the  cavity  before  being  absorbed  I  do  not  know.  I 
have  seen  it  coat  the  surface  of  the  blood,  removed  through  the 
drainage  tube,  as  late  as  the  end  of  the  second  day. 

"If  several  ounces  were  introduced  I  should  think  enough  might 
remain  to  prevent  adhesions  forming.  Olive  oil  is  not  an  antiseptic 
agent,  that  I  am  aware  of,  but  it  is  a  medium  in  which  germs  do 
not  thrive. 

"The  subject  of  drainage  is  such  a  discussed  one,  and  the  pro- 
fession are  about  equally  divided  on  the  subject.  About  as  good 
results  are  obtained  by  those  who  do  not  drain  as  those  who  do. 
The  use  of  the  drain  complicates  the  after  treatment  somewhat,  but 
if  much  oozing  is  expected  it  is  better  to  be  on  the  safe  side  and 
have  some  outlet  provided  for  the  escape. 

"  The  effused  material  might  safely  be  gotton  rid  of  through 
natural  channels,  especially  when  aided  by  the  early  use  of 
cathartics  to  stimulate  the  osmotic  flow  outward  through  the 
intestines. 

"  In  an  uncomplicated  case  the  treatment  will  be  nothing  more 
than  good'  nursing. 

"The  first  symptoms  to  require  attention,  if  the  operation  has 
been  more  than  usually  severe,  or  has  consumed  much  time,  will 
be  shock.  It  has  been  my  observation  that  shock  is  more  directly 
influenced  by  the  length  of  time  consumed  in  the  operation  than  by 
any  other  factor. 

"In  my  father's  practice  time  was  sacrificed  to  thoroughness 
and  the  observations  of  many  details,  and  nearly  all  cases  mani- 
fested some  symptoms  of  shock.  It  was  successfully  combated, 
however,  in  most  cases  by  the  aid  of  hot  bottles  and  the  adminis- 
tration of  stimulating  injections  of  whiskey  and  digitalis. 

"During  the  last  year  of  his  practice  he  experimented  largely 
with  oxygen,  administered  by  the  rectum,  to  promote  reaction, 
with  very  good  results,  the  absorption  of  the  gas  causing  an  in- 
crease in  the  volume  of  the  pulse  almost  instantly,  and  sensibly 
shortening  the  period  of  depression. 
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"In  a  large  number  of  operations  witnessed  in  Dr.  Martin's 
clinic  last  summer,  I  noticed  that  he  rarely  had  shock  to  deal  with, 
no  depression  of  temperature  being  shown  on  the  charts.  This 
result  was  not  because  there  were  no  difficult  cases  met  with, 
because  many  were  extremely  complicated,  but  because  of  the 
rapidity  with  which  he  operated.  He  rarely  exceeded  fifteen  or 
twenty  minutes,  even  in  the  most  difficult  cases,  while  simple 
ovariotomies  were  completed  in  from  seven  to  ten  minutes  with  no 
apparent  effort  to  hurry  the  operation.  It  may  be  of  interest  to 
some  to  have  a  short  description  of  his  methods.  In  the  first  place, 
a  glance  at  Dr.  Martin  would  never  give  one  the  idea  that  he  was 
so  skilful  a  gynaecologist,  as  he  is  a  man  of  great  size  with  large 
fleshy  hands  and  an  enormous  abdomen.  Through  some  accident 
he  lost  the  use  of  one  eye,  and  in  order  to  see  an  object  closely  he 
is  obliged  to  turn  his  head  slightly;  but  with  these  apparent  defects 
he  is  a  most  skilful  diagnostician  and  operator.  Only  second  to 
Dr.  Martin  in  efficiency  and  skill  is  his  invaluable  assistant,  Frau 
Horn. 

"All  the  abdominal  operations  are  done  in  a  small  room 
especially  devoted  to  this  work.  Everything  is  kept  scrupulously 
clean.  The  patient  is  placed  upon  a  small  table  made  of  iron  and 
devised  for  this  work  by  Frau  Horn.  The  top  is  of  iron  slats,  and 
the  middle  ones  are  hinged  and  drop  down  to  facilitate  the  appli- 
cation of  the  dressings.  The  table  is  just  long  enough  to  support 
the  patient's  body  from  the  buttocks  to  the  head. 

"  Dr.  Martin  sits  at  the  foot  of  the  table,  between  the  thighs  of 
the  patient,  which  are  supported  across  his  knees.  His  chief  assist- 
ant sits  on  the  right  side  of  the  patient,  and  ties  all  the  sutures  as 
they  are  taken.  Frau  Horn  has  entire  charge  of  all  the  instruments, 
dressings,  etc.  The  primary  incision  is  made  large  enough  to  ad- 
mit the  entire  hand  of  the  operator,  and  seldom  has  to  be  enlarged 
even  to  admit  the  escape  of  very  large  tumors.  No  attention  is 
paid  to  haemorrhage  from  the  incision,  the  peritonaeum  being  opened 
at  once,  as  he  considers  the  dangers  from  a  prolonged  operation 
greater  than  those  which  might  occur  from  the  escape  of  a  little 
blood  into  the  peritoneal  cavity.  It  surely  must  be  because  of  his 
great  speed  in  operating  that  shock  is  so  seldom  seen  in  his  hospital. 

"The  vomiting  so  rarely  absent  in  these  cases,  is  relieved  more 
surely  by  time  than  by  any  medication.  Since  Tait  has  introduced 
the  early  use  of  small  doses  of  sulphate  of  magnesia  in  these,  it  has 
been  found  that  some  cases  of  nausea  are  relieved  by  it.  I  do  not 
think  it  increases  it  in  any  case. 
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' '  The  bowels  should  be  opened  early  and  kept  open,  and  for 
this  purpose  there  is  nothing  better  than  the  remedy  we  have  just 
spoken  of.  I  have  had  very  good  success  with  it  in  dessert-spoon- 
ful doses  of  a  saturated  solution  repeated  every  hour  from  six  to 
eight  hours,  followed,  if  necessary,  by  a  small  enema  containing  a 
little  of  the  salt.  " 

A  case  of  two  sexual  pervert  females  which  came  under  his  ob- 
servation is  reported  by  Duhousset  (Moll's  Contrare  Sexual-Emp- 
findung).  One  of  them  eventually  married  but  kept  up  her  relations 
with  the  other.  The  unmarried  female  had  an  enlarged  clitoris,  by 
which  coitus  was  performed.  Pregnancy  resulted  in  the  unmarried 
female  pervert,  much  to  her  astonishment.  The  matter  was  after- 
ward explained  by  the  admission  of  the  married  pervert,  that  after 
coitus  with  her  husband  she  had  immediately  indulged  with  her 
friend,  who  thereby  became  impregnated.  —  Courier  of  Medicine. 

At  the  Fourth,  or  Western  Branch  of  the  New  York  State  Medi- 
cal Association  which  held  its  eighth  annual  meeting  in  the  Hotel 
Iroquois,  May  10,  1892,  Dr.  C.  C.  Frederick,  of  Buffalo  read  a 
paper  entitled  "Why  is  Intrauterine  Irrigation  so  Often  Ineffectual 
in  Puerperal  Septicaemia  ?"  In  the  early  days  of  antiseptic  treat- 
ment, irrigations  were  used  promiscuously  and  in  too  great 
strength.  A  fever  in  the  puerperal  period  is  not  necessarily  a 
septicaemia  and  a  temperature  of  1010  or  even  1040  often  occurs 
without  assignable  cause  and  drops  again  to  normal.  The  diag- 
nostic value  of  putrid  lochia  is  not  great.  Septicaemia  and  pyaemia 
may  occur  without  offensive  odor  of  the  lochia  or  a  stinking  dis- 
charge may  occur  without  general  infection.  After  a  certain  stage 
in  septic  infection,  intrauterine  irrigation  may  do  more  harm  than 
good.  If  there  is  a  large  mass  of  decomposing  material  in  the 
uterus,  the  curette  must  be  used,  as  irrigation,  even  with  strong 
disinfectants,  is  inefficient.  Dr.  Frederick  curettes  the  uterus  after 
administering  chloroform,  and  usually  he  uses  a  blunt  instrument. 
After  curetting,  a  bichloride  douche.  1-4000,  is  given  and  the 
mercury  washed  away  with  a  weak  solution  of  potassium  per- 
manganate, or  hydrogen  peroxide.  Intrauterine  irrigation  through 
a  gum  elastic  catheter  with  the  patient  on  a  bed-pan.  and  not 
anaesthetized,  he  regards  as  of  little  more  use  than  a  vaginal  douche. 
The  patient  should  be  placed  on  a  table  in  a  good  light  with  an 
assistant  at  each  leg.  The  hands  and  instruments,  and  the  vagina 
should  be  rendered  aseptic.    The  vaginal  portion  of  the  cervix 
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should  be  brought  into  view  by  a  speculum  or  retractors  An 
iodoform  bougie  may  be  introduced  into  the  uterus  after  the 
operation.  Dr.  Frederick  believes  that  supra-vaginal  hysterectomy 
would  be  justifiable  if  the  fever  does  not  diminish  after  treatment 
by  curetting  and  irrigation  and  the  use  of  iodoform  bougies. 

In  the  discussion,  Professor  Charles  G.  Stockton  agreed  sub- 
stantially with  Dr.  Frederick,  though  he  did  not  wish  to  commit 
himself  to  the  advocacy  of  supra-vaginal  hysterectomy.  He 
thought  that  Dr.  Frederick  might  perhaps  be  misunderstood  to  con- 
vey the  idea  that  non-septic  puerperal  fevers  were  common.  On 
the  contrary,  they  were  quite  rare;  malaria,  especially,  was  very 
seldom  a  correct  diagnosis  to  make  in  the  case  of  puerperal  fever. 
Professor  John  Parmenter  preferred  the*  sharp  curette,  which  he  had 
used  forty  or  fifty  times.  He  had  never  used  the  blunt  curette,  but 
thought  that  it  would  be  safer  for  a  man  not  accustomed  to  the 
handling  of  instruments.  —  Weekly  Medical  Review. 

The  Operative  Treatment  of  Extra-Uterine  Pregnancy  in  the  Later 
Months  of  Gestation. 

Professor  R.  Frommel,  of  Erlangen,  Germany,  reports  the  fol- 
lowing cases: 

Case  I. — Mrs.  E.,  a  peasant's  wife,  thirty-six  years  old,  came 
from  a  healthy  family,  and  had  menstruated  regularly  since  her 
seventeenth  year  without  any  difficulties.  She  menstruated  last 
during  the  end  of  May  and  first  of  June,  1890.  The  patient  had 
previously  given  birth  to  three  children,  and  apart  from  one  attack 
of  inflammation  of  the  bowels,  had  never  been  ill.  Since  the  cessa- 
tion of  her  menses  in  May  the  woman  considered  herself  pregnant. 
The  course  of  pregnancy  seemed  to  be  entirely  normal  and  not  in 
any  way  different  from  her  previous  pregnancy.  This  went  on 
until  March  21,  1891,  when  she  was  taken  with  mild  labor 
pains  similar  to  those  previously  experienced.  These  continued 
for  about  five  hours,  and  then  gradually  became  stronger,  especially 
in  the  ileo-caecal  region;  the  abdomen  also  became  tender.  This 
painfullness  and  tenderness  continued  for  several  days,  the  general 
condition  of  the  patient,  meanwhile,  becoming  seriously  impaired. 
The  patient  became  very  weak  and  ill,  and  it  was  several  weeks 
before  she  could  leave  her  bed.  Dr.  Roderus,  of  Alerheim,  who 
was  called  in  two  days  after  the  appearance  of  labor,  made  a 
diagnosis  of  extra-uterine  pregnancy,  and  as  soon  as  the  patient 
was  able  to  be  removed  sent  her  to  the  clinic  at  Erlangen— this  was 
on  the  fifteenth  of  April. 
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The  patient  was  a  woman  of  graceful  build,  with  a  slightly 
developed  panniculus  adiposus,  and  had  evidently  lost  a  con- 
siderable amount  of  strength.  An  examination  of  the  heart  and 
lungs  gave  no  evidence  of  any  pathological  condition.  From  the 
poorly  developed  breast  a  secretion  could  be  pressed.  The  abdo- 
men was  enlarged  and  appeared  as  it  normally  would  in  the  last 
month  of  pregnancy.  The  greatest  circumference  of  the  abdomen 
was  97  centimetres.  It  was  hard  and  resistant  to  pressure.  On 
account  of  the  distention  of  the  abdomen  the  various  parts  of  the 
foetus  could  not  be  located.  The  vaginal  mucous  membrane  was 
relaxed  and  of  a  bluish  color.  The  cervix  was  sufficiently  enlarged 
to  permit  of  the  introduction  of  a  finger,  and  bimanual  examination 
easily  revealed  the  fact  that  although  the  womb  was  enlarged  to 
twice  its  normal  size,  it  was  empty  and  pressed  against  the  left 
wall  of  the  pelvis  by  the  tumor.  The  left  tube  and  ovaries  could  be 
easily  distinguished  by  palpation,  and  were  normal.  The  tumor 
containing  the  foetus  was  attached  to  the  right  apex  of  the  uterus 
by  a  stout  thick  pedicle.  No  ovary  could  be  distinguished  by 
palpation  on  this  side. 

The  diagnosis  was,  of  course,  that  of  extra-uterine  pregnancy, 
and  its  seat  the  right  tube  or  ovary. 

As  all  foetal  movements  had  ceased  since  the  twentieth  of 
March,  it  was  taken  for  granted  that  the  foetus  had  died  at  that 
time.  In  view  of  the  rapidly  decreasing  strength  of  the  patient, 
and  the  fact  that  she  was  constantly  suffering  with  severe  abdomi- 
nal pains,  an  early  laparotomy  was  decided  upon  in  order  to  extir- 
pate the  foetal  sac. 

The  operation  was  performed  on  April  24,  1 891.  The  abdomen 
was  opened  in  the  line  of  the  linea  alba,  the  incision  being  about 
30  centimetres  long.  After  the  opening  of  the  very  thin  abdominal 
wall,  a  pale  red  tumor  could  be  seen  through  the  gaping  wound. 
Out  of  the  lower  angle  of  the  wound  a  large  quantity  of  black- 
brown  fluid  escaped,  which  was  composed  of  coagulated  blood  and 
meconium,  the  odor  of  which  being  not  unpleasant.  Almost  the 
entire  tumor  was  adherent  to  the  parietal  and  visceral  portion  of 
the  peritonaeum,  although  the  adhesions  to  the  anterior  abdominal 
walls  could  be  easily  loosened  with  the  hand.  This  having  been 
done,  it  was  discovered  that  the  foetal  sac  had  burst  at  the  lower 
portion  of  its  left  side,  and  that  the  head  and  one  hand  of  the 
foetus  protruded  into  the  abdominal  cavity.  The  next  step  was  to 
remove  the  foetus  through  this  rupture  in  the  sac,  and  to  ligate  and 
cut  the  umbilical  cord.    The  placenta,  however,  was  left  in  the 
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sac.  TLe  size  of  the  tumor  having  materially  decreased  after  the 
removal  of  the  foetus,  the  rest  of  the  many  adhesions  to  p'eritonaeum 
and  bowels  were  easily  detached  with  but  insignificant  haemorrhage. 
The  tumor  was  now  lifted  out  of  the  wound,  and  it  was  seen  that 
it  was  attached  to  the  uterus  by  a  pedicle  nine  or  ten  centimetres 
long  and  four  or  five  centimetres  broad,  and  evidently  consisted  of 
the  tube  and  the  broad  ligament.  The  pedicle  was  then  tied  with 
a  number  of  ligatures  and  the  tumor  removed.  During  the  oper- 
ation a  considerable  quantity  of  blood  and  meconium  was  emptied 
from  the  tumor  into  the  abdominal  cavity,  this  was  carefully  soaked 
up  with  sterilized  gauze  napkins.  Finally,  a  strip  of  iodoform- 
gauze  was  placed  from  the  back  of  the  uterus  in  the  pelvis,  to  the 
lower  angle  of  the  wound;  the  incision  was  then  closed  entirely, 
excepting  a  small  point  at  the  lower  angle. 

The  foetus  which  had  been  delivered  was  female,  fully  developed 
and  only  slightly  macerated.  It  was  noteworthy  that  the  placenta 
occupied  nearly  half  the  space  within  the  foetal  sac. 

The  subsequent  course  of  the  case  was  uneventful.  During  the 
first  two  days  following  the  operation  there  was  a  slight  elevation 
of  temperature  (to  38.  20  C. ),  but  after  this  the  temperature  remained 
normal  and  the  pulse  tranquil.  A  considerable  quantity  of  a  bloody 
fluid  was  drained  out  of  the  abdominal  cavity  by  the  iodoform- 
gauze  strip  which  had  been  placed  in  the  wound,  necessitating  a 
frequent  change  of  the  dressings.  On  the  fourth  day  the  strip  of 
gauze  was  removed  and  replaced  by  an  iodoform  wick,  and  this 
was  removed  three  days  later,  all  discharge  from  the  wound  having 
ceased.  Two  weeks  after  the  operation  the  patient  was  up  and 
about,  and  eight  days  later  was  discharged  from  the  hospital. 

Case  II. — Mrs.  S.,  thirty-one  years  old.  She  had  menstruated 
pretty  regularly  since  her  thirteenth  year,  but  the  flow  had  been 
rather  scanty.  She  had  previously  given  birth,  normally  and  spon- 
taneously, to  two  children.  Apart  from  the  usual  diseases  incident 
to  childhood  she  had  had  variola  at  the  age  of  twelve,  and  typhoid 
fever  during  the  twenty-first  year  of  her  life.  She  ceased  menstru- 
ating June  25,  1890,  and  believed  herself  pregnant.  The  course 
of  pregnancy  continued  undisturbed  until  October,  at  which  time  a 
series  of  difficulties  appeared.  These  occurred  periodically,  and 
with  the  exception  of  brief  respites,  necessitated  the  patient's  keep- 
ing in  her  bed  all  the  time.  These  attacks  consisted  in  intensely 
severe  colic-like  pains  in  the  abdomen,  and  fainting  fits,  which 
latter  were  almost  invariably  occasioned  when  the  patient  made  an 
attempt  to  leave  the  bed.    There  was  also  a  constant  desire  to 
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urinate  and  defalcate,  vomiting,  etc  This  condition  lasted  until 
the  end  of  April,  and  then,  since  her  physician  had  diagnosed  a 
tumor  at  one  side  of  the  uterus,  she  was  sent  by  Dr.  Lang,  of 
Baneberg,  to  this  clinic. 

Mrs.  S.,  was  a  rather  small,  emaciated,  and  ill-looking  woman, 
with  a  small  frequent  pulse.  Her  breasts  were  rather  flabby,  the 
areolae  were  brown,  but  there  seemed  to  be  some  discharge  from 
them.  The  appearance  of  the  abdomen  corresponded  with  about 
the  eighth  month  of  pregnancy,  the  largest  circumference  being  92 
centimetres.  The  tumor  mostly  occupied  the  right  side  of  the 
abdomen.  The  fundus  of  the  uterus,  which  was  considerably 
enlarged,  could  be  felt  protruding  above  the  pelvis  on  the  left  side. 
The  tumor  itself  was  dense  and  firm,  and  it  was  impossible  to  dis- 
tinguish any  one  part  of  the  foetus.  This,  it  will  be  remembered, 
was  also  observed  in  the  case  previously  mentioned.  In  spite  of 
frequent  and  most  careful  examinations  no  foetal  heart  sounds  or 
uterine  murmur  could  be  distinguished.  Vaginal  examination  re- 
vealed the  fact  that  the  cervix  was  closed  and  was  forcibly  pressed 
to  the  left  side  by  a  tumor  which  was  attached  to  its  right  side  ex- 
tending well  down  into  the  pelvis. 

The  diagnosis  was  that  of  an  extra-uterine  pregnancy  already 
considerably  developed.  It  was  impossible  to  say  whether  the 
foetus  was  living  or  not,  but  the  sufferings  and  increasing  debility 
of  the  patient  pointed  to  the  advisability  of  an  early  operative  in- 
terference. 

The  operation  was  performed  June  6,  1891.  The  abdomen  was 
opened  in  the  line  of  the  linea  alba,  and  a  dark  red  tumor  sprang 
into  view.  The  tumor  was  adherent  to  the  abdominal  wall,  and  in 
spite  of  all  precautions  its  sac  was  slightly  cut.  Through  this  cut 
an  almost  clear,  yellow  fluid  was  discharged  in  a  forcible  stream. 
After  the  abdominal  wound  had  been  enlarged,  it  was  found  that 
the  colon  was  stretched  diagonally  across  the  tumor,  and  its  mesen- 
tery enfolded  by  the  tumor  to  a  large  extent.  The  entire  sac, 
therefore,  was  subserous.  The  mesenteric  vessels,  greatly  dis- 
tended, ran  across  the  entire  upper  and  forward  portions  of  the 
tumor.  The  uterus  lay  flat  against  the  tumor,  and  the  course  of 
the  tube  could  be  traced  for  about  12  centimetres  on  the  tumor,  its 
abdominal  end,  however,  was  lost.  Next,  an  attempt  was  made  to 
enucleate  the  tumor  in  spite  of  its  subserous  position,  and  to  ac- 
complish this  a  large  portion  of  the  mesentery  of  the  colon  had  to 
be  cut  away,  and  a  number  of  vessels  tied.  This  revealed  the  facts, 
however,  that  in  the  first  place  the  wall  of  the  foetal  sac  was  un- 
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commonly  thin  and  friable,  so  that  every  endeaver  to  loosen  the 
adhesions  with  the  finger  resulted  in  tearing  it  further;, and  in  the 
second  place,  that  the  placenta  was  attached  to  that  part  of  the 
foetal  sac  which  was  closely  adherent  to  the  colon.  Every  attempt 
in  this  direction  caused  terrible  bleeding,  which  rendered  the  con- 
tinuance of  such  a  course  most  dangerous.  For  these  reasons  the 
enucleation  of  the  foetal  sac  was  abandoned.  Now  the  sac  was 
opened  at  the  point  which  had  already  been  cut,  and  a  pulsating 
umbilical  cord  fell  from  the  incision.  In  consequence  of  this  the 
foetus  was  speedily  delivered  and  the  cord  ligated  and  cut.  After  a 
few  efforts  at  resuscitation  the  child  revived  and  began  to  cry.  The 
position  of  the  foetus  in  the  abdomen  had  been  such  that  its  head 
was  pressed  against  the  right  rim  of  the  pelvic  bone,  and  reached 
somewhat  down  into  the  pelvis,  while  its  breech  was  to  the  left 
under  the  arch  of  the  ribs.  After  the  removal  of  the  child,  a  haem- 
orrhage from  the  fcetal-sac  took  place  which  flooded  the  entire 
field  of  the  operation  in  a  moment,  and  nothing  remained  but 
to  tampon  the  sac  with  iodoform-gauze.  The  use  of  a  very  con- 
siderable quantity  of  gauze  was  necessitated  before  the  haemor- 
rhage could  be  even  in  a  measure  controlled.  The  sac  was  now 
sewed  to  the  abdominal  wound.  This  procedure  was  most  diffi- 
cult, since  the  opening  in  the  sac  extended  to  the  colon,  and  the 
uppermost  stitch  came  close  up  to  the  bowel.  The  patient  was 
put  to  bed  almost  pulseless,  but  the  action  of  the  heart  soon  became 
better,  so  that  any  immediate  danger  was  not  feared. 

The  child  which  had  been  brought  into  the  world  under  such 
strange  conditions  was  rather  poorly  developed.  Its  length  was  4 2 
centimetres,  and  its  weight  1,880  grammes.  It  was  interesting  to 
note  that  there  was  a  deep  impression  in  the  left  parietal  bone, 
corresponding  to  the  place  where  the  foetus  had  been  pressed  against 
the  rim  of  the  pelvis.  Besides  this  there  was  a  decided  contraction 
of  the  right  sterno-cleido-mastoid  muscle. 

The  course  of  the  case  could  not  be  called  other  than  unevent- 
ful. After  a  few  days  there  were  decided  symptoms  of  iodoform 
poisoning,  in  the  form  of  a  high  degree  of  psychic  excitement, 
which  almost  reached  the  extent  of  maniacal  attacks.  Apart  from 
this  a  very  frequent  pulse  and  severe  headache,  and  upon  examina- 
tion the  urine  was  found  to  contain  enormous  qualities  of  iodine. 
In  consequence  of  this  the  iodoform  tampon  was  removed  on  the 
fifth  day  and  replaced  by  a  tampon  of  sterilized  gauze.  Now  the 
patient's  temperature  began  to  rise  for  the  next  few  days,  and  an 
increasingly  disagreeable  odor  came  from  the  sac.    Since  the  pla- 
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centa  did  not  spontaneously  loosen  itself  from  the  sac,  its  detach- 
ment was  finally  undertaken  manually  on  the  eleventh  day  after  the 
operation.  The  procedure  caused  a  most  threatening  haemorrhage, 
which  could  only  be  checked  with  great  difficulty  by  means  of  a 
new  tampon.  Several  days  later  the  tampon  was  cautiously  re- 
moved, at  which  time  there  was  no  further  haemorrhage.  Now,  a 
systematic  irrigation  of  the  sac  with  antiseptic  solutions  was  begun, 
after  which  it  soon  became  smaller,  and  the  wound  was  closed  at 
the  end  of  five  weeks.  The  entire  healing  was  not,  however,  com- 
plete until  after  the  lapse  of  three  months,  owing  to  the  necessity 
of  a  secondary  abdominal  suture  at  the  upper  angle  of  the  wound. 
This  was  occasioned  by  the  formation  of  a  faecal  fistula,  caused  un- 
doubtedly by  the  needle  when  the  primary  suture  of  the  sac  to  the 
abdominal  wall  was  made. 

The  child  was  fed  by  the  bottle  on  sterilized  milk,  and  thrived 
well  under  the  influence  of  watchful  care.  For  the  first  six  weeks 
it  was  kept  in  aCrede's  "  Warm-box  "  or  incubator,  and  later  during 
the  summer  months  was  secured  from  loss  of  heat  by  warm  cloth- 
ing. In  October,  it  had  obtained  the  weight  of  3,200  grammes 
and  a  length  of  49  centimetres.  Unfortunately,  after  it  left  the 
clinic  it  acquired  a  gastro-intestinal  catarrh,  obviously  from  the 
lack  of  proper  nourishment,  and  died  in  two  weeks. 

A  study  of  the  above  two  cases  affords  an  ample  opportunity 
forjudging  the  remarkable  differences  of  individual  cases  of  extra- 
uterine pregnancy  from  an  anatomical,  clinical,  and  operative 
point  of  view. 

I  may  sum  the  conclusions  I  have  arrived  at,  from  personal  ex- 
perience, in  the  following  brief  sentences  : 

(1)  In  well-developed  cases  of  advanced  uterine  pregnancy, 
operative  interference  is  indicated  in  all  cases. 

(2)  In  these  cases  a  total  extirpation  of  the  fcetal  sac  should  be 
aimed  at,  whereas  a  stitching  of  the  sac  to  the  abdominal  wound 
should  only  be  resorted  to  in  cases  of  necessity. 

(3)  It  is  not  advisable  to  delay  the  extirpation  until  the  death  of 
the  foetus,  but  to  operate  upon  every  case  of  extra-uterine  pregnancy 
as  early  as  posible. — Trasnslated  by  the  Medical  and  Surgical  Re- 
porter. 

An  Obstetrical  Bundle. 

This  bundle  I  have  found  very  useful.  I  have  such  a  bundle 
prepared  for  every  obstetric  case,  and  its  cost,  seventy-five  cents, 
is  more  than  made  up  by  the  saving  of  time  and  subsequent  visits. 
It  contains  the  following  : 
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1.  One  square  yard  of  rubber  cloth  to  be  placed  under  the 
patient's  hips  and  thighs — rubber  side  up  of  course. 

2.  One  square  yard  of  cotton  flannel  to  be  placed  on  top  of  the 
rubber,  between  it  and  the  patient's  body.  In  this  way  I  make 
sure  of  having-  the  bed  protected  and  kept  clean,  and  an  aseptic 
environment,  and  the  rubber  can  be  quickly  arranged  to  carry  off 
the  fluids  into  a  suitable  receptacle  in  case  of  operative  procedures. 

3.  A  number  of  pieces  of  cheese  cloth  to  be  used  as  small  towels, 
and  also,  when  dampened  with  bichloride  solution,  as  pads  for  the 
vulva. 

4.  A  new  and  clean  nail  brush  for  each  case.  The  brushes  cost 
three  cents,  and  hence  one  can  afford  one  each  time. 

5.  Safety  pins. 

6.  A  narrow  bobbin,  consisting  of  three  strands,  for  ligating  the 
umbilical  cord. 

7.  An  obstetrical  eye  bandage.  This  consists  of  a  strip  of 
cheese  cloth,  the  two  edges  of  which  are  rolled  in  and  doubled  over 
a  second  time  While  waiting  for  the  pulsation  of  the  cord  to 
cease  I  wipe  out  the  baby's  eyes,  and  wrap  this  bandage  around  the 
head  and  eyes,  and  pin  it.  When  this  is  not  done  the  child  often  rubs 
its  dirty  fingers  into  the  eyes  before  the  attendants  have  had  time  to 
wash  the  child.  Since  I  have  adopted  this  plan  I  have  never  had 
any  cases  of  ophthalmia  neonatorum. 

8.  A  small  wooden  vial  containing  tablets  of  bichloride  of  mer- 
cury. I  prefer  these  small  ones  to  the  larger  size,  as  they  are  just 
sufficient  for  each  dressing  without  splitting  the  tablet. — George  E. 
Abbott,  Jf.D.,  in  Post-Graduate. 

Astral  Conception. 

Ax  exceedingly  amusing  trial,  says  the  New  York  Recorder,  in 
the  courts  of  Rome,  has  recently  been  the  cause  of  a  good  deal  of 
comment  among  the  aristocratic  circles  in  Italy. 

An  Italian  duke,  well  known  in  this  country,  was  over  here  up 
to  last  summer  on  a  prolonged  visit.  On  his  return  home  he  found 
that  the  duchess  was  just  about  to  give  birth  to  a  child,  which  she 
endeavored  in  vain  to  persuade  the  duke  was  his. 

Inasmuch  however,  as  the  duke  had  been  absent  from  Italy  and 
from  his  wife  for  a  period  of  close  upon  two  years,  it  was  obviously 
out  of  the  question  to  suppose  that  he  would  admit  the  paternity  of 
the  infant,  which  is  now  a  few  months  old. 

The  duchess  is  now  trying  to  convince  the  law  courts  that  the 
boy  is  her  husband's  son,  and,  being  a  follower  of  the  cult  inaugu- 
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rated  by  Mme.  Blavatsky,  has  accounted  for  what  she  pleased  to 
call  the  "phenomenon  "  by  references  to  astral  bodies  and  spiritual 
unions,  which  are  sorely  puzzling  her  judges  as  well  as  her  hus- 
band.— Omaha  Clinic. 

Evils  of  Catgut. 

Some  interesting  experiments  have  been  made  by  Klemm  (Bull. 
Gen.  de  Therapeut.)  in  which  was  demonstrated  from  an  aseptic 
standpoint,  the  superiority  of  silk  over  catgut  for  suturing  wounds. 
When  catgut  is  employed  in  surgery,  suppuration  occurs  in  spite  of 
all  precaution.  This  led  Klemm  to  suppose  that  the  catgut,  itself 
sterile,  afforded  a  favorable  culture  medium  for  the  development  of 
such  germs  as  get  into  a  wound  during  an  operation.  To  ascer- 
tain the  correctness  of  his  views,  he  made  a  number  of  comparative 
experiments  on  cats  and  rabbits  with  silk  and  catgut,  with  results 
as  above  indicated.  The  gut,  after  being  used,  and  then  being 
placed  upon  a  gelatin  culture  medium,  developed  as  many  as 
2, 500  colonies,  while  silk,  similarly  treated,  showed  only  seventy- 
five.  He,  therefore,  concludes  that  catgut,  notwithstanding  the 
thorough  method  of  sterilization,  as  employed  by  such  men  as 
Riverdin  and  Brunner,  is  unfit  for  employment  in  surgery. 

Fred  Byron  Robinson  remarks  in  the  Northwestern  Medical  Journal 
that  in  India  the  people  look  on  all  menstruation  before  sexual 
intercourse  as  infanticide,  and  therefore,  the  parents  marry  their 
girls  before  puberty,  so  that  they  will  not  be  guilty  of  the  crime  of 
menstruating  before  sexual  intercourse.  It  may  be  observed  that 
the  Hindoos  look  upon  a  woman's  normal  condition  as  that  of 
pregnancy  or  lactation. 

The  Teeth  of  Eve. 

Tlie  Times  and  Register  prints  the  following  from  La  Mere  et  L en- 
fant and  as  a  specimen  of  the  effect  of  American  narrative  humor 
upon  the  guileless  obtuseness,  in  foreign  matters,  of  the  French  mind 
we  give  it  to  our  readers. 

"  A  singular  fashion  has  just  appeared  in  America,  that  of  carry- 
ing diamonds  in  the  teeth.  This  strange  whim  had  its  origin  with 
a  singer  in  a  music  hall,  who  sought  to  dazzle  her  admirers  every 
time  she  opened  her  mouth  A  diamond  of  small  size  is  fixed  in  a 
portion  of  false  tooth.  A  corresponding  part  of  the  real  tooth  is  cut 
out,  and  the  piece  containing  the  diamond  fixed  in  the  cavity. 

"The  innovation  has  met  with  such  success  that  it  is  now  the 
rage  among  society  women  who  desire  to  imitate  it. " 
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FROM  FOREIGN  SOURCES. 

The  Recurrence  of  Hydatidiform  Mole. 

Dr.  N.  Worrman  (Cent,  fur  Gyn.,  May  14,  1892)  narrates  a  case  in 
which  the  patient  was  almost  moribund  from  a  severe  uterine 
haemorrhage.  Reaction  set  in  after  injecting  a  pint  of  6  percent, 
salt  solution  into  the  rectum.  Eight  hours  later  an  immense 
hydatidiform  mole  was  expelled  from  the  uterus.  This  was  the 
third  time  that  the  patient  was  the  subject  of  hydatidiform  mole. 
There  was  no  apparent  cause  for  this  as  both  she  and  her  husband 
were  healthy. 

Dr.  H.  Fritsch  follows  in  a  short  article  stating  that  he  has  met 
with  a  patient  who  had  been  pregnant  four  times,  each  time  with  a 
hydatidiform  mole.  Her  husband,  a  physician  had  been  married 
before,  and  had  had  a  child  with  the  first  wife.  A  cause  was 
sought  for  in  vain.  Curetting  the  uterus  was  not  followed  by  any 
result. 

The  Mechanical  and  Operative  Treatment  of  Backward  Displace- 
ments of  the  Uterus. 

Dr.  Fehling  [Cent,  fiir  Gyn.,  May  14,  1892)  by  placing  the  patient 
in  Trendelenburg's  position  succeeded  in  some  cases  in  elevating  and 
replacing  the  uterus  without  the  use  of  the  volsellum,  and  kept  it  in 
position  by  a  pessary.  Where  it  was  not  contra-indicated  the  sound 
accomplishes  reposition  with  greater  ease  and  less  pain.  In  twenty 
cases  of  severe  backward  displacements  he  employed  Thure  Brandt's 
method  with  excellent  results  in  fifteen  cases.  In  the  remaining 
five  cases  he  performed  ventro-fixation  partly  after  Olshausen's 
method  and  partly  after  Czerny,  Leopold's  method.  In  three  of  the 
cases  the  diseased  ovaries  were  removed  at  the  same  time.  The 
results  were  gratifying,  but  the  author  adds  that  one  should  not 
undertake  the  operation  without  carefully  considering  the  indications, 
for  one  can  hope  only  for  the  disappearance  of  the  local  symptoms 
while  all  the  other  symptoms  will  persist. 

The  Manual  Treatment  of  Diseases  of  Women  After  Brandt' s  Method. 

J.  Eisenberg  (  Wiener  med.  Presse,  189 1 ,  No.  36)  reports  a  case  of  . 
movable  kidney  treated  by  Brandt's  method  with  excellent  results. 
In  the  treatment  of  retroflexions  he  advises  the  introduction  of  a 
pessary  between  the  seances.  The  author  feels  satisfied  as  soon  as 
he  has  allayed  the  symptoms  without  caring  whether  the  uterus  has 
been  brought  into  the  normal  position  or  not. 
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"  Ascites  in  Relation  to  Gynecology." 

Prof.  Gusserow  read  a  paper  on  this  subject  before  the  Berlin 
Medical  Society  April  8,  1892.  He  holds  that  in  many  cases  of 
free  ascites  in  women  it  is  not  possible  to  trace  the  cause  in  the 
condition  of  the  circulatory,  urinary,  or  digestive  system.  These 
cases  are  characterized  by  the  absence  of  oedema  of  the  skin,  and 
the  impossibility  to  detect  through  palpation  anything  of  a  patho- 
logical nature  in  the  abdomen.  An  explorative  incision  is  not  as 
dangerous  as  aspiration,  or  puncture  with  a  trocar  and  cannula  and 
offers  an  accurate  diagnosis  in  a  certain  number  of  cases,  which 
usually  are  to  be  relieved  by  laparotomy.  These  cases  can  usually 
be  grouped  under  the  following  headings: 

1.  Tubercular  peritonitis,  or  rather  as  the  tubercle-bacilli  can- 
not always  be  found  peritonitis  nodosa. 

2.  Papilloma  (superficial  papilloma)  of  the  ovary. 

3.  Carcinoma  and  sarcoma  of  the  ovaries  usually  with  simul- 
taneous affection  of  the  peritonaeum. 

4.  Rare  cases  in  which  small  benign  growths  of  the  ovary 
(fibroma  and  cystoma)  are  attended  with  extensive  ascites.  The 
author  cites  cases  from  his  wide  experience  belonging  to  each  of 
the  foregoing  groups  and  in  justification  of  his  attitude  that  in  all 
of  these  cases  the  fluid  should  be  evacuated  by  an  incision  into  the 
abdominal  cavity. 

[This  paper  is  to  appear  in  full  in  the  Archiv  filr  Gyn.  The 
subject  cannot  fail  to  interest  the  readers  of  this  journal  who  must 
have  fresh  in  memory  the  very  suggestive  and  excellent  article  by 
Dr.  T.  G.  Thomas  in  the  January  number,  entitled  "A  Plea  for 
Explorative  Incision  in  Ascites  in  Women."] 

The  /Etiology  of  Puerperal  Eclampsia. 

Dr.  E.  Gerdes  {Cent,  filr  Gyn.,  May  21,  1892)  subjected  the  organs 
and  blood  of  a  patient  the  victim  of  a  most  severe  form  of  eclamp- 
sia to  a  very  thorough  microscopical  and  bacteriological  examina- 
tion in  order  to  ascertain  the  pathogenic  factor  of  that  affection. 
Every  organ  of  the  body  showed  some  lesion  consisting  for  the 
most  part  in  numerous  small  haemorrhages.  The  bacteriological 
examination  of  the  kidneys,  lungs,  liver  and  blood  in  the  aorta, 
resulted  in  the  detection  of  a  micro-organism  possessing  special 
characteristics. 

Cultures  of  these  micro-organism  injected  under  the  skin  of 
white  mice  produced  tonic  and  tetanic  convulsions.    These  were 
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influenced  and  in  some  cases  averted  when  the  experimented 
mouse  received  a  subcutaneous  injection  of  morphine.  The  in- 
halation of  ether  and  the  smoke  from  cigarettes  sometimes  suc- 
ceeded in  cutting  short  the  convulsions.  The  author  thinks  that 
after  the  injection  of  the  bacilli  the  symptoms  noticed  were  decidedly 
those  from  a  highly  toxic  agent,  to  which  morphine  seemed  to  act 
as  an  antidote,  which  had  no  effect  upon  the  development  and  in- 
crease of  the  bacilli. 

A  Contribution  to  the  Study  of  Peritonitis  Caused  by  the  Gonococcus. 

Dr.  E.  Wertheim  {Cent,  fiir  Gyn.,  Ibid.)  reports  a  case  of  gon- 
orrheal infection,  in  which  he  did  a  laparotomy  for  pelvic  symp- 
toms of  three  years'  duration  which  failed  to  be  relieved  by  the 
usual  treatment.  The  interest  attaching  to  the  case  consisted  in 
the  existence  of  an  acute  peritonitis,  in  the  exudation  of  which 
gonococci  were  abundant,  and  in  the  direct  connection  between 
this  and  the  salpingitis.  The  right  tube,  though  much  swollen, 
was  non-adherent,  its  fimbriae  were  very  much  injected,  and 
through  the  patent  opening  a  yellowish  discharge  was  escaping 
upon  the  peritoneal  surface.  This  discharge  showed  numerous 
gonococci. 

[Wertheim's  work  in  this  direction  is  well-known.  In  a  pre- 
ceding number  we  gave  an  abstract  of  his  paper  on  this  subject, 
but  the  foregoing  case  is  the  first  in  which  gonococci  were  found 
in  the  purulent  exudation  of  peritonitis.  In  the  cases  hitherto  pub- 
lished the  micro-organism  was  found  only  in  the  adhesions  result- 
ing from  exudations.] 

Forceps  in  After-Comi?ig  Head. 

Staedler  (Arch./.  Gyn.,  B.  40,  H.  1).  The  use  of  forceps  for 
extraction  of  the  after-coming  head  has  to-day  few  advocates.  The 
principal  arguments  for  forceps  in  this  class  .of  cases  are  the  ease 
and  rapidity  with  which  they  can  be  applied,  and  the  certainty  of 
prompt  and  comparatively  safe  extraction.  True,  as  Schroeder 
contended,  in  simple  cases  the  forceps  are  unnecessary,  and  in 
difficult  cases  they  may  be  of  no  advantage  to  the  child  and  more 
dangerous  to  the  mother  than  perforation.  But  sacrificial  procedures 
cannot  be  compared  with  operations  which  aim  to  save  the  child. 

It  is  a  stereotyped  statement  of  recent  authorities  that  in  all 
cases  in  which  perforation  is  not  called  for  manual  methods  are 
competent  to  deliver.  But  this  does  not  establish  their  claim  that 
forceps  are  useless  in  after-coming  head.    The  value  of  forceps  in 
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these  cases  rests  on  other  grounds  than  mere  ability  to  deliver. 
Not  all  cases  that  can  be  extracted  by  manual  methods  can  be 
so  delivered  with  safety  to  the  child.  The  cervical  portion  of  the 
cord  is  liable  to  be  injured  in  difficult  extraction  by  methods  that 
involve  traction  upon  the  neck.  In  such  cases  manual  methods 
are  more  dangerous  to  the  child  than  forceps.  The  forceps  is  cer- 
tainly more  effective  than  manual  procedures,  and  instrumental  ex- 
traction may  save  many  children  which  the  opponents  of  forceps 
would  condemn  to  the  sacrificial  operation. 

The  objection  that  the  normal  rotation  of  the  head  is  disturbed 
by  forceps  does  not  hold  since,  the  position  of  the  head  being  care- 
fully determined,  the  application  of  the  instrument  and  the  extrac- 
tion may  be  perfectly  conformed  to  the  normal  mechanism.  The 
forceps  the  writer  thinks  especially  indicated  in  cases  in  which  the 
chin  is  over  the  symphysis  and  the  head  partly  extended  and  fixed 
in  the  brim. 

The  paper  includes  a  table  of  fifty  cases  of  forceps  extraction  of 
the  after-coming  head  with  72  per  cent,  of  living  children.  In  a 
number  of  these  the  pelvis  was  contracted  and  in  all  manual 
methods  had  first  been  tried  ineffectually.  This  experience  pre- 
sents a  strong  argument  for  forceps  as  the  most  reliable  mode  of 
delivering  the  after-coming  head  in  difficult  cases  and  in  all 
ordinary  cases  the  safest  for  both  mother  and  child.  Except  in 
easily  managed  extraction  he  would  resort  at  once  to  instrumental 
delivery. — Dr.  Jewett,  Brooklyn  Med.  Journal. 

In  the  Archiv  fiir  Gynakologie  Bd.  42  Heft.  I.  Wertheim  has  a 
lengthy  article  on  ascending  gonorrhoea  in  the  female.  The  article 
teems  with  biological  researches,  the  results  of  which  may  be  briefly 
stated  as  follows: 

(1)  One  of  the  best  culture  media  for  Neisser's  gonococcus  is 
human  blood  serum. 

(2)  Peritonitis  can  be  excited  in  the  lower  animals  (readily  in 
mice,  guinea-pigs,  less  so  in  rats  and  rabbits)  by  injecting  pure 
cultures  of  the  gonococcus  into  the  abdominal  cavity. 

(3)  Gonococci  may  be  the  only  bacteria  found  in  the  pus  in 
cases  of  pyosalpinx  and  ovarian  abscess. 

(4)  The  peritonitis  attending  pyosalpinx  is  due  to  the  migration 
of  the  gonococci  into  the  peritonaeum  either  through  the  abdominal 
end  of  the  tube  or  directly  through  its  walls. 

Dr.  Beaucamp  gives  in  detail  his  results  of  waiting  for  two 
hours  as  recommended  by  Ahlfeld  for  the  spontaneous  expulsion  of 
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the  placenta  in  500  cases.  These  make  an  unfavorable  showing 
for  Ahlfeld's  method.  There  was  a  large  percentage,  of  cases  of 
post-partum  haemorrhage  and  of  cases  of  retention  of  the  placenta 
and  portions  of  the  decidua. 

Dr.  J.  A.  Amann  contributes  an  article  on  the  morphological 
study  of  the  Miillers  ducts  and  accessory  tubal  openings  accom- 
panied by  several  plates  showing  their  various  developmental  stages. 

H.    N.    VlNEBERG,  M.D. 


ITEMS  OF  INTEREST. 

Dr.  George  YV.  Jarman  has  been  appointed  Obstetric  Surgeon  to 
Maternity  Hospital,  New  York,  to  fill  a  vacancy  occasioned  by  the 
resignation  of  Dr.  H.  J.  Garrigues.  Dr.  E.  Clifton  Edgar  has  re- 
ceived the  appointment  of  Assistant  Obstetric  Surgeon  to  the  same 
institution 

We  congratulate  these  gentlemen  upon  their  appointment  and 
express  the  good  wish  that  they  may  make  as  good  use  of  this  new 
material  as  was  done  by  Dr.  Garrigues. 


ANNOUNCEMENTS. 

It  will  scarcely  be  necessary  to  call  the  especial  attention  of 
our  readers  to  this  number  of  the  Journal  which  we  modestly  claim 
is  the  most  profusely  illustrated  number  of  any  special  journal 
which  has  ever  been  published  in  this  country. 

In  the  August  number  will  appear  original  articles  by  Doctors  Von 
Ramdohr,  Betton  Massey,  S.  C.  Gordon,  Archibald  McLaren,  Paton^ 
Tabor  Johnson,  and  Boise.  We  will  also  present  a  sketch  of  Dr. 
E.  C.  Dudley  of  Chicago,  with  portrait,  in  the  Series  of  Eminent 
Living  Gynecologists  and  Obstetricians  of  America. 

As  we  have  not  yet  received  replies  to  our  inquiries  from  all  the 
metropolitan  hospitals  in  regard  to  the  information  requested  by 
our  correspondent  of  last  month,  we  regret  that  we  must  delay  our 
answer  until  the  August  number. 

Special  attention  shall  be  paid  henceforth  to  the  gynaecological 
abstracts  from  foreign  sources,  which  department  we  have  placed 
in  charge  of  Dr.  H.  C.  Vineberg. 
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A  REPORT   OF   SIX  CASES  OF  OVARIAN  TUMORS  WITH 
TWISTED  PEDICLES  WITH  REMARKS.1 

By  Joseph  Taber  Johnson.  M.  D., 

Washington,  D.  C. 

My  paper  will  be  very  short  and  very  practical,  consisting 
simply  of  the  narration  of  five  cases  of  ovarian  and  one  ot  a  uterine 
tumor  with  twisted  pedicles. 

The  frequent  failure  to  diagnose  this  interesting  class  of  cases 
before  operation,  and  their  universal  tendency  to  strangulation 
causing  the  frequently  sudden  and  unexplained  death  of  the  patient 
constitutes  my  excuse  for  taking  up  a  moment  of  your  time  with 
this  paper. 

In  November  1886  I  was  requested  by  Dr.  B.  B.  Adams  to  see 
a  lady  aged  fifty  who  supposed  herself  in  labor.  She  had  been 
gradually  increasing  in  size,  and  as  her  periods  had  suddenly 
stopped  nine  months  before,  she  believed  herself  pregnant  notwith- 
standing her  advanced  age.  The  peculiarity  and  severity  of  her 
pain,  coming  on  suddenly  as  it  did,  and  being  continuous — ac- 
companied by  elevation  of  temperature  and  pulse,  abdominal 
tenderness  and  distention — attracted  the  doctors  attention.  He 
requested  me  to  assist  him  in  the  delivery. 

Upon  careful  examination  I  diagnosed  an  empty  uterus — a  cys- 
tic tumor  and  peritonitis — not  being  believed,  I  requested  Dr.  S.  C. 
Busey  to  see  the  patient  with  us.  He  confirmed  my  diagnosis  and 
agreed  with  me  that  an  immediate  operation  was  the  only  re- 


1  Read  before  the  American  Medical  Association  in  Detroit,  June,  1892. 
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source  to  save  her  life.  This  was  reluctantly  agreed  to  and  the 
lady  entered  my  service  at  the  Providence  Hospital  whe.re  I  removed 
a  twenty-six  pound  ovarian  tumor  on  November  24,  1886. 

The  peritonaeum  was  almost  black,  the  tumor  wall  was  quite 
black,  and  so  friable  that  upon  puncture  with  Tait's  trocar  it  split 
and  tore  in  all  directions.  The  black  semi-fluid  contents  of  the 
tumor  ran  over  everything  and  much  of  it  found  its  way  into  the 
abdominal  cavity.  The  cyst  wall  was  adherent  to  everything  it 
touched  and  was  so  rotten  that  it  readily  tore  into  shreds  and  was 
completely  removed  with  the  greatest  difficulty. 

When  the  pedicle  was  reached  it  was  found  that  the  tumor  had 
rotated  upon  its  axis  four  times  and  that  its  circulation  was  entirely 
cut  off.  It  was  difficult  to  find  sound  tissue  to  ligate — the  first  liga- 
ture cut  through  the  decomposing  pedicle  as  if  it  were  old  cheese. 
The  vessels  were  finally  secured  and  the  cavity  washed  out  with 
nearly  a  bucketful  of  water,  closed  and  dressed  in  the  usual  way, 
with  a  long  glass  drainage-tube  reaching  down  to  the  bottom  of  the 
pelvic  cavity. 

The  patient  made  a  complete  recovery  and  is  well  to-day  except 
a  ventral  hernia  which  came  partly  as  a  result  of  her  refusal  to  wear 
an  abdominal  supporter  after  she  left  the  hospital. 

The  virulent  nature  of  the  fluids  and  decomposing  tissues  is 
shown  by  the  fact  that  I  contracted  a  septicaemia  from  a  scratch  on 
my  hand,  which  kept  me  in  bed  six  weeks  and  from  the  effects  of 
which  I  was  fully  a  year  in  recovering. 

Case  II. — Mrs.  C.  was  operated  on  by  me  at  the  Columbia  Hos- 
pital in  June  1891.  She  had  suffered  about  a  week  and  had  been 
treated  for  peritonitis.  She  had  great  pain,  coming  on  suddenly 
while  holding  her  restless  grandchild  in  her  lap.  The  condition  of 
her  twenty-pound  ovarian  cyst  was  found  after  section,  to  be  much 
like  the  one  just  described.  The  pedicle  was  twisted  three  times 
instead  of  four  and  the  decomposition  was  not  quite  so  extensive. 
Immediate  removal,  irrigation,  drainage  and  the  usual  treatment 
undoubtedly  saved  her  life.    She  is  now  in  very  good  health. 

Case  III. — Mrs.  M.  a  white  lady  age  about  fifty  had  about  the 
same  history  of  sudden  pain,  fever  and  progressive  debility  as  Nos. 
1  and  2.  She  was  also  operated  on  in  Columbia  Hospital  in  Janu- 
ary 1892.  She  was  so  badly  off  that  her  operation  was  twice  post- 
poned with  the  hope  of  getting  her  in  better  condition.  It  was 
finally  undertaken  as  a  forlorn  hope  with  the  statement  to  herself 
and  to  her  friends  that  she  was  quite  likely  to  die  on  the  table. 
Organic  cardiac  disease  complicated  the  situation.    None  of  the 
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hospital  staff  accepted  the  invitation  to  what  they  apparently 
thought  an  ante-mortem  examination.  The  black  peritonaeum  and 
cyst  wall  suggested  a  twist  in  the  pedicle  which  we  found.  Re- 
moval, irrigation  and  drainage  saved  her  life.  She  called  upon  me 
within  a  month  so  well  and  hearty  that  I  did  not  recognize  her. 

Case  IV. — Mrs.  W.  age  thirty  the  mother  of  three  beautiful 
children  was  seized  suddenly  with  great  pain  in  the  right  side  of 
her  abdomen.  Her  physician  Dr.  Hazen  of  my  city  was  compelled 
to  give  her  several  hypodermics  of  morphine  before  he  could  quiet 
her.  As  she  had  suffered  sometime  previously  from  gravel  it 
was  thought  that  she  might  have  passed  a  calculus  from  her  kidney 
to  her  bladder. 

The  pain*  and  tenderness  continued  in  her  right  side — the  pulse 
and  temperature  kept  above  ioo°  and  she  was  in  bed  in  all  about 
six  weeks.  As  she  was  thought  to  be  pregnant  the  enlargement  of 
her  abdomen  did  not  attract  especial  attention. 

I  was  requested  to  see  her  on  account  of  her  continued  pain  and 
fever  and  diagnosed  an  ovarian  cystoma  and  recommended  imme- 
diate operation.  Dr.  Fry  was  asked  to  see  her  on  account  of  her  sup- 
posed pregnancy.  His  diagnosis  and  recommendation  agreed 
with  mine.  She  entered  my  sanatorium  and  was  operated  on  last 
October. 

In  this  case  we  found  a  dark  peritonaeum,  universal  adhesions,  a 
black  cyst  wall  and  a  twisted  pedicle. 

Mrs.  W.  was  in  my  office  last  month  and  reports  herself  in  per- 
fect health  having  gained  at  least  thirty-five  pounds  since  her 
operation. 

Case  V. — Mrs.  H.  a  verv  lis:ht-colored  school  teacher  was  sud- 

J  o 

denly  seized  with  severe  abdominal  pain  on  April  ist.  She  had 
performed  her  duties  in  school  without  inconvenience  up  to  the 
moment  of  her  attack.  Although  she  had  been  compelled  to  let 
out  her  dresses  within  the  past  year  she  was  entirely  ignorant  of 
the  presence  of  an  abdominal  tumor.  She  was  a  very  prim  old 
maid  thirty-six  years  old,  and  she  had  opposed  any  examination  until 
the  pain  outweighed  her  opposition.  Her  physician  Dr.  Cabbinas 
found  what  he  supposed  was  a  uterine  fibroid,  about  the  size  of  his 
head  upon  external  manipulation.  I  was  requested  to  see  her  and 
after  a  very  thorough  examination  agreed  with  him  in  his  diagnosis, 
and  also  that  she  had  peritonitis.  Her  temperature  reaching  as 
high  as  i04:  and  her  pulse  130. 

She  entered  my  sanatorium  and  I  made  all  the  usual  prepara- 
tions for  supravaginal  hysterectomy.    I  was  surprised  to  find  a 
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black  peritonaeum,  universal  adhesions,  especially  to  the  intestines 
and  a  solid  ovarian  tumor  with  a  twisted  pedicle. 

The  patient  made  a  good  recovery  from  the  operation.  When 
she  left  my  hospital  her  temperature  was  normal  and  she  was  free 
from  pain.  She  has  died  since  however  from  a  sudden  attack  of 
indigestion  caused,  her  physician  informs  me  from  eating  too  freely 
of  strawberries  and  cream. 

Case  VI. — Miss  B.  came  to  my  sanatorium  from  North  Carolina. 
Her  sufferings  had  been  for  several  years  from  painful  menstru- 
ation, and  it  had  been  only  a  few  months  since  she  became  aware 
of  the  presence  of  a  rapidly  growing  tumor. 

She  is  a  spinster  of  thirty-two  years,  she  readily  agreed  to  the 
removal  of  the  tumor  and  whatever  else  necessary  to  relieve  her 
of  her  pain.  I  made  the  diagnosis  of  soft  rapidly-growing  uterine 
myoma  and  prepared  for  supravaginal  hysterectomy. 

I  was  again  surprised  to  find  a  tumor  with  a  twisted  pedicle, 
but  this  time  it  was  a  uterine  fibroid  growing  from  the  side  of  the 
uterus  and  attached  by  a  flat  band  of  tissue  the  width  of  two  fingers 
and  about  an  inch  and  a  half  long.  The  tumor  had  rotated  twice 
upon  its  axis  and  the  circulation,  though  much  interfered  with  was 
not  entirely  cut  off  as  in  some  of  the  other  cases. 

I  transfixed  the  pedicle  as  in  ovariotomy  and  after  tying  on  each 
side  dropped  the  stump  back  into  the  pelvis. 

As  there  were  several  small  myomatous  buds  sprouting  out  of 
the  uterus,  varying  in  size  from  a  pea  to  a  marble,  I  removed  the  ova- 
ries and  tubes  with  the  expectation  of  preventing  their  further  growth. 
The  patient  has  recovered  without  a  bad  symptom  of  any  kind. 

There  are  several  interesting  points  in  connection  with  these  six 
cases  of  twisted  pedicles  to  which  attention  is  drawn. 

i st.  In  an  experience  of  twelve  years  in  abdominal  surgery 
covering  now  about  two  hundred  cases  of  my  own,  and  about 
two  hundred  witnessed  in  the  practice  of  many  other  surgeons  in  this 
country  and  abroad,  these  six  cases  are  the  only  ones  I  have  seen. 

2d.  It  is  a  somewhat  curious  fact  that  all  these  cases  except  the 
first  one  occurred  within  the  past  six  months. 

3d.  It  is  another  somewhat  curious  fact  that  the  cases  were  not 
correctly  diagnosed  in  a  single  instance. 

4th.  It  is  a  very  fortunate  circumstance  that  with  death  staring 
them  all  in  the  face,  and  fastening  his  fatal  clutches  closer  and 
stronger  upon  them  all  day  by  day,  that  they  all  recovered. 

Some  of  these  cases  would  have  been  abandoned  as  hopeless 
had  not  experience  indicated  that  apparently  equally  desperate  and 
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hopeless  cases  had  been  saved  by  operation.  They  had  no  chance 
without  an  operation.  With  one,  thanks  to  the  "recent  advances 
in  abdominal  surgery,"  there  was  sufficient  ground  for  the  belief 
that  with  quick,  complete  work,  irrigation  and  drainage,  early 
alimentation  and  stimulation,  if  necessary,  they  recover. 

Experience  does  go  for  something,  even  in  this  rapid  age,  when 
the  claim  can  no  longer  be  made  that  abdominal  surgery  is 
"abominable  surgery."  Operators  in  general  surgery  should  be- 
come equally  successful  with  those  recently  and  especially  trained. 

The  easy  cases  we  will  all  admit  are  very  easy,  but  the  long 
neglected  bad  cases  are  horrid  and  require  the  skill  and  manipula- 
tive dexterity  only  gained  by  experience  and  special  training  to 
successfully  deal  with  the  many  and  unexpected  complications  one 
is  liable  encounter  in  this  life,  saving  work.  This  bit  of  digression 
would  lead  into  an  attractive  field  of  discussion  if  this  paper  had 
no  special  object  in  view.  As  I  made  a  complete  failure  in  diag- 
nosis in  all  of  my  six  cases  the  question  of  diagnosis  is  proposed 
for  discussion. 

Much  has  been  said  and  written  on  the  causation  of  twisted 
pedicles  but  as  yet  we  are  unable  to  state  exactly  why,  or  under 
what  circumstances  they  may  be  expected  to  occur,  or  what  can  be 
done  to  avoid  them.  While  the  axial  rotation  of  an  ovarian  tumor 
may  be  very  slow,  and  for  a  while  without  symptoms,  when  strangu- 
lation does  occur  the  symptoms  are  sudden,  painful  and  rapidly 
tend  toward  a  fatal  issue.  While  the  rotation  is  slow  the  strangula- 
tion is  sudden. 

In  one  of  my  cases  it  would  appear  that  the  constant  movements 
of  a  restless  child  in  the  patient's  lap,  had  much  to  do  with  rolling 
the  tumor  over  in  the  abdominal  cavity.  Indeed  the  lady  after  her 
recovery  assigned  this  as  a  cause  herself.  The  alternate  filling  and 
emptying  of  the  rectum  has  been  assigned  by  some  as  a  cause  but 
why  it  should  so  act  in  some  cases  and  not  in  others  is  not  evident. 
As  Taitand  Bantock  have  seen  about  one  hundred  cases  in  their  ex- 
perience the  occurrence  of  the  axial  rotation  of  ovarian  tumors 
cannot  be  so  uncommon  or  infrequent  as  we  have  formerly  sup- 
posed. The  diagnosis  of  this  confessedly  interesting  and  fatal  class 
of  cases  being  somewhat  obscure,  and  delay  being  necessarily  so 
fatal,  the  very  practical  lesson  to  be  derived  from  this  imperfect 
study  of  the  subject  is,  that  earlier  operations  in  all  cases  of  ovarian 
tumors  would  avoid  this  distressing  complication  altogether. 
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THE  TREATMENT  OF  PUERPERAL  FEVER. 
By  C.  A.  Von  Ramdohr,  M.D., 

Professor  of  Obstetrics,  N.  Y.  Post-Graduate  Medical  School  and  Hospital,  Consulting  Physician  to 
the  Lying-in  Department,  Visiting  Physician  to  St.  Mark's  Hospital  and  the  German 
Poliklinik,  Fellow  of  the  N.  Y.  Academy  of  Medicine,  the  N.  Y.  Society  of 
Obstetrics,  etc.,  etc. 

Mr.  Chairman  and  Gentlemen:  Puerperal  fever  is  recognized  at 
the  present  day  as  a  septic  fever,  which  may  and  can  be  prevented 
by  precautions  taken  before  labor  sets  in,  or  during  labor.  In  no 
other  sickness  is  the  old  saying  held  more  sacred  than  in  this,  "  an 
ounce  of  prevention  is  better  than  a  pound  of  cure."  All  sorts  of 
precautions  from  sterilizing  the  vagino-uterine  canal,  to  a  total 
abstinence  from  any  internal  examination,  as  first  advocated  by 
Fritsch  have  been  tried  and  rejected;  still  the  acme  of  desirable  non- 
infection  has  not  been  reached.  It  is,  and  will  be  necessary  in  the 
future  to  undertake  internal  examinations,  and  those  examinations 
can  never  be  done  away  with  in  lying-in  asylums  or  in  abnormal 
cases.  It  is  generally  agreed  at  the  present  time,  however,  that  the 
fewer  internal  examinations,  the  less  is  the  danger  of  sepsis.  It  has 
been  proven  that  precipitate  births  are  generally  free  from  septic 
infection,  and  that  the  examining  finger,  under  some  circumstances 
will  not  only  carry  the  infection,  but  that  by  dislodging  the  vaginal 
germs  it  can  produce  puerperal  fever.  In  institutions  it  will  always 
be  necessary  for  the  learning  practitioner  or  student  to  make  fre- 
quent internal  examinations,  which  can  be  supplemented  only  by 
external  examinations,  so  as  to  get  the  training  which  in  time  will 
enable  him  to  recognize  the  presentation  and  position,  and  have 
a  clear  insight  when  he  is  called  upon  to  perform  any  obstetric 
operation. 

By  the  late  researches  of  Dr.  Doederlein,  supplemented  by  Dr. 
Bumm,  it  has  been  established  that  the  vagina  of  the  pregnant 
woman  is  filled  with  germs  which  are  not  dangerous  in  the  acid 
secretion,  but  which  if  transferred  to  the  alkaline  soil  of  the  cervix 
may  prove  of  imminent  danger  to  the  mother.  I  cannot  do  better 
than  quote  Dr.  Bumm  on  this  subject  :  "Normal  vaginal  secretion 
does  not  contain  any  pathogenetic  germs  ;  on  the  contrary,  it  pro- 
tects against  their  production  ;  remedies  to  keep  this  secretion 
aseptic  are,  therefore,  not  indicated.  Whenever  this  secretion 
becomes  purulent  (in  about  forty  to  fifty  per  cent,  of  all  cases), 
cocci  have  been  discovered  which  are  identical  with  the  human 
carriers  of  infection.    Among  these  germs  which  we  find  most 
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regularly  in  puerperal  fever  the  streptococcus  has  only  been  found 
exceptionally  in  this  purulent  secretion. " 

Pathogenetic  cocci  of  the  vagina  are  not  virulent,  and  it  has 
not  been  proven  that  these  germs  can  become  so  during  normal 
confinement ;  therefore  internal  disinfection  is  not  proven  useful  by 
clinical  experience  ;  such  an  interference  has  not  even  been  proved 
probably  useful.  Whenever  any  operative  interference  is  indicated, 
disinfection  of  the  canal  becomes  imperative  because  it  is  possible 
to  dislodge  the  vaginal  germs  into  the  cavity  of  the  uterus.  It  is 
not  absolutely  clearly  ascertained  whether  or  not  septic  germs  may 
easily  become  virulent  in  pathological  confinements. 

These  views  have  been  followed,  for  example,  in  the  lying-in 
asylums  of  .Mannheim,  where  over  five  hundred  consecutive  cases 
of  confinement  have  been  conducted  without  a  single  case  of  sepsis, 
and  without  any  previous  disinfection  of  the  vaginal  canal. 

According  to  Doederlein  all  the  staphylococci  which  are  found 
in  the  vagina  will  not  prove  dangerous,  unless  the  exceptional 
streptococcus  is  found.  He  maintains  that  it  is  perfectly  correct  in 
a  lying-in  asylum  to  let  the  properly  disinfected  physician  or  student 
examine  all  those  cases  in  which  a  streptococcus  has  not  been  found 
by  previous  bacteriological  examination.  Those  cases  where  this 
virulent  germ  has  been  found  he  excludes  from  the  examination  by 
the  students.  In  private  practice,  we  reduce  the  danger  of  infec- 
tion to  a  minimum  by  limiting  our  examinations  as  much  as  possi- 
ble, and  making  external  examinations  do  duty  as  much  as  we  can 
for  internal  examinations. 

If,  however,  by  the  septic  finger  of  the  unhappy  obstetrician, 
or  the  midwife,  or  the  nurse,  or  by  dislodgment  of  vaginal  germs, 
infection  has  taken  place,  the  treatment  is  of  the  greatest  impor- 
tance and  may  save  hundreds  of  those  cases  which  now  linger  until 
the  certificate  of  death  is  written. 

When  every  precaution  has  been  taken,  we  can  never  know 
whether  a  local  lesion  or  the  retention  of  any  part  of  the  secundines 
has  not  taken  place.  At  our  present  state  of  knowledge,  so  much 
are  we  afraid  of  a  post-partum  examination  (with  the  imminent 
danger  of  infection),  that  we  never  look  for  placenta  succenturiata 
or  for  a  piece  of  retained  membrane  post-partum,  but  take  for  granted 
that  by  Crede's  method  the  whole  after-birth  has  been  expelled. 

Should  fever  intervene,  either  saprcemia  caused  by  the  action  of 
the  saprophytes  on  dead  tissue,  or  septicaemia  where  the  strepto- 
coccus has  entered  the  blood  channels  and  is  propagated  through 
the  whole  system,  the  old  adage  will  hold  good — Sublata  causa, 
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tollitur  ejfectus.  So  when  a  foul  discharge  shows  that  the  uterus  con- 
tains some  sapraemic  material,  our  first  duty  is  to  thoroughly  empty 
and  disinfect  the  cavity,  and  stop  any  further  propagation  of  patho- 
genic germs. 

I  have  always  found  that,  whenever  any  retention  of  the  secun- 
dines  has  occurred,  it  is  possible  to  enter  the  cavity  of  the  uterus 
with  one  or  two  fingers  and  by  counter-pressure  have  always  found 
it  easy  ;  and  I  have  been  more  sure  of  my  case  by  scraping  the  in- 
ternal surface  with  the  finger,  rather  than  have  recourse  to  the 
curette  for  doing  so.  Chloroform  may  be  necessary  in  some  cases- 
but  ordinarily  the  emptying  of  the  uterus  can  be  done  without  it. 


After  emptying  the  cavity  thoroughly,  an  intra-uterine  douche 
of  a  one  per  cent,  solution  of  creoline,  or  a  two  percent,  solution  of 
carbolic  acid  is  indicated.  The  only  thing  to  be  tabooed  is  bichlo- 
ride of  mercury,  a  very  weak  solution  of  which  has  proven  danger- 
ous, again  and  again,  in  the  hands  of  the  most  expert.  After  this 
douche,  the  introduction  of  an  iodoform  bougie  into  the  uterus  is 
indicated  to  fight  any  fresh  progeny  which  might  make  its  appear- 
ance. A  further  intra-uterine  douche  is  not  necessary  and  is  even 
counter-indicated,  because  any  interference  might  dislodge  uterine 
thrombi  and  thereby  endanger  the  life  of  the  mother. 

Should  any  further  inflammation  take  place,  and  acute  pyosal- 
pinx,  or  acute  peritonitis  supervene,  in  private  practice  we  would 
trust  to  time  to  counteract  this  disturbance.  It  has  been  tried, 
and  may  be  tried  again  by  expert  obstetricians  to  attack  these  local 
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troubles  at  once  by  laparotomy,  but  in  private  practice  such  a 
course  would  not  be  open  to  us. 

In  fact  while  in  hospital  practice  it  is  proper  to  remove  the  cause 
of  the  fever  even  down  to  an  "endometritis  dissecans,"  in  private 
practice  an  exact  diagnosis  of  the  seat  of  infection  with  the  dangers 
of  examination  is  seldom  made  and  happily  to  say  seldom  de- 
manded. Remove  dead  tissues — the  soil  for  saprophytes — thor- 
oughly is  our  motive. 

If,  on  the  other  hand,  septicaemia  has  supervened,  all  the  local 
treatment  in  the  world  would  have  no  effect  in  stopping  the  multi- 
plication of  the  streptococcus  in  the  circulation  ;  it  is  here,  where 
systematic  treatment  alone  can  help  us.  The  danger  from  septic 
infection  lies  in  heart  weakness  and  pyrexia.  The  one  remedy 
which  will  combat  these  difficulties,  and  which  we  cannot  do  with- 
out even  in  cases  where  there  is  a  local  lesion  which  we  try  to 
destroy,  and  have  destroyed,  is  alcohol,  and  alcohol  in  extremely 
large  doses. 


All  the  coal-tar  remedies  have  been  proven  insufficient  when 
arraigned  against  the  high  temperature  of  sepsis,  and  all  these 
remedies  are  dangerous  in  so  far  as  they  weaken  the  heart. 

Alcohol  will  bring  down  the  temperature,  strengthen  the  heart, 
and  reduce  the  multiplication  of  germs  in  the  body,  but  it  has  to  be 
given  in  heroic  doses.  Two  bottles  of  whiskey  in  twenty-four 
hours  can  well  be  borne  by  a  woman,  who  is  not  accustomed  to 
take  any  wine  or  beer  with  her  meals  in  normal  conditions.  Brandy 
and  whiskey  or  diluted  alcohol  will  produce  the  best  effects,  but  if 
particular  aversion  exists  against  this  concentrated  form — which  is 
usually  borne  extremely  well — sherry,  champagne,  or  any  other 
such  liquor  may  be  substituted. 

Of  course,  the  symptoms  which  will  arise,  such  as  sleepless- 
ness, colic,  constipation,  will  have  to  be  treated  by  the  exhibition 
of  morphia,  a  saline  cathartic,  or  injections,  while  at  the  same  time, 
the  nutrition  of  the  patient  is  supposed  to  be  pushed  to  the  utmost 
by  light,  digestive  food,  either  by  the  mouth  or  by  the  rectum. 
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In  septicaemia,  once  more,  local  treatment  is  not  only  inefficient, 
but  frequent  uterine,  or  even  vaginal  douches  may  do  harm  by  dis- 
lodging vaginal  germs  or  any  blood  coagulum  within  the  uterus. 
Cold  water  will  frequently  prove  efficient  for  pyrexia. 

To  come  to  a  conclusion,  the  treatment  of  puerperal  fever  lies  in 
its  prevention.  The  aseptic  obstetrician  will  reduce  internal  exam- 
inations to  a  minimum  in  private  practice.  In  the  hospital,  internal 
examinations  are  absolutely  forbidden  to  the  student,  where  strep- 
tococci has  been  discovered.  # 

Should  infection  have  taken  place  fulfill  indications  by  the  ex- 
hibition of  alcohol  in  all  cases,  remove  any  septic  focus  in  saprsemia 
and  trust  to  time,  non-meddling  and  alcohol  in  all  cases  of  septi- 
caemia. 

NOTES  OF  SOME  FIBROID  TUMORS  TREATED  BY 
ELECTRICITY.1 

By  G.  Betton  Massey,  M.D. 

The  following  fresh  cases  of  electrical  work  in  fibroid  growths 
of  the  uterus  are  brought  to  your  notice  because  of  their  intrin- 
sically interesting  character,  and  because  also  of  the  fact  that  they 
have  each  been  seen  by  some  other  member  of  the  profession  than 
myself.  Several  of  these  gentlemen  promised  to  be  present  to- 
night, and  I  hope  will  be  able  to  add  the  weight  of  their  own 
observations  to  mine.  The  first  five  cases,  which  are  the  only 
ones  to  be  reported  in  full,  have  all  had  the  test  of  time  added  at 
the  end  of  treatment,  periods  of  from  three  years  to  three  months 
having  elapsed  since  its  termination.  The  results  are  all  remote, 
therefore,  and  are  necessarily  more  valuable  as  testimony  than  that 
of  the  "  wet  specimen  "  reports  of  cases  but  recently  under  treat- 
ment that  I  will  append  to  this  paper. 

Case  I.  An  intramural  solid  growth  about  the  size  of  an  adult  head 
that  had  been  causing  alarming  hemorrhages  for  years  received 
vigorous  treatment  for  eight  weeks;  result:  lessening  of  flow  during 
the  next  six  months,  at  the  end  of  which  time  a  portion  of  the  growth 
came  away,  followed  by  restoration  of  normal  ?nenstrualion  and 
health. — This  lady,  a  physician's  wife,  aged  forty-eight  years,  was 
referred  to  me  May  13,  1889,  by  Dr.  Goodell,  who  will  doubtless  re- 
member the  case  well.  The  tumor  was  very  large,  extending  much 
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above  the  navel,  was  firm  and  smooth,  and  evidently  a  single  de- 
velopment in  the  anterior  wall  of  the  uterus,  the  cavity  of  the  latter 
being  spread  out  over  the  posterior  aspect  of  the  growth  somewhat 
in  shape  and  size  like  the  cavity  in  a  man's  mitten.  With  a  con- 
stant tendency  toward  haemorrhage  and  a  still  greater  fear  of  it, 
her  strength  was  so  reduced  that  she  was  unable  to  leave  her  room 
without  being  carried.  She  was  admitted  into  my  private  sanita- 
rium, and  during  a  period  of  eight  weeks  received  twenty-two 
applications  of  the  positive  pole  to  the  cavity,  eighteen  of  which 
were  between  200  and  250  milliamperes  strong.  She  then  returned 
to  her  home  in  a  distant  State,  remaining  free  from  haemorrhages 
and  with  a  reduced  menstruation  for  six  months,  at  the  end  of 
which  time-  the  tumor,  or  a  portion  of  it,  came  away  as  a  slough. 
At  the  time  of  the  applications  I  was  under  the  impression  that  the 
capsule  that  presented  into  the  cavity  was  thin; -this  portion  was 
doubtless  absorbed,  releasing  the  tumor.  Recent  information  re- 
ceived  states  that  the  lady  is  well  and  menstruating  normally. 

Case  II.  A  small  intramural  growth  that  had  caused  inte?ise 
menorrhspasms  for  years  with  menorrhagia  received  intra-titeri?ie 
treatment  for  about  three  months,  with  moderate  currents,  resulting  in 
complete  symptoynatic  restoration  of  health. — Mrs.  E.  K.,  aged  forty- 
four  years,  was  referred  to  me  by  Dr.  Wharton  Sinkler,  on  the  25th 
of  April,  1S90.  She  had  a  history  of  free  and  painful  menstruation 
since  puberty,  the  periods  being  of  the  three-week  type.  At  the 
age  of  thirty-two — twelve  years  ago — the  menorrhspasms  became 
worse  arid  she  began  to  swell.  She  saw  Dr.  Atlee,  of  this  city, 
who  discovered  a  lump  to  the  right  of  the  uterus  and  instituted 
medicinal  treatment  for  it.  The  pain  became  intense,  necessitating 
the  attendance  of  a  physician  every  three  weeks  and  the  adminis- 
tration of  powerful  anodynes  to  relieve  it.  At  this  time  she  came 
under  the  care  of  Dr.  Sinkler,  in  consultation  with  whom  she  was 
also  seen  by  Dr.  Goodell,  the  latter  employing  dilatation  and  dis- 
covering a  tumor  the  size  of  an  orange.  In  spite  of  this  dilatation, 
and  of  vigorous  medicinal  treatment,  the  beginning  of  each  period 
was  ushered  in  by  cramps  and  severe  pain  that  generally  lasted 
from  six  to  twelve  hours  before  the  appearance  of  the  flow.  The 
latter  continued  about  two  weeks,  the  first  week  being  free,  and 
was  followed  by  only  a  week  of  partial  intermission  before  the 
pain  of  another  period  appeared.  When  first  seen  by  me  she  stated 
that  she  was  getting  distinctly  worse,  as  many  as  four  opium  sup- 
positories, added  to  a  hypodermic,  failing  to  give  relief.  She  had 
begun  to  have  a  continuous  pain  in  the  side. 
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Owing  to  the  thickness  of  the  abdominal  wall  the  true  size  of 
the  growth  was  made  out  with  difficulty,  though  there  could  be  no 
question  of  its  existence.  Through  the  courtesy  of  Dr.  Sinkler  the 
case  was  brought  under  the  notice  of  a  committee  of  this  Society 
that  has  been  appointed  to  inquire  into  the  value  of  electricity  in 
fibroid  tumors,  and  was  examined  by  Drs.  Parvin,  Montgomery, 
Baldy,  and  myself  of  the  committee  before  treatment  was  begun. 
Dr.  Parvin  was  satisfied  of  the  existence  of  a  fibroid,  but  Drs. 
Montgomery  and  Baldy  reserved  decision  until  an  anaesthetic  was 
given,  owing  to  the  thickness  of  the  abdominal  walls.  The  follow- 
ing description  was  agreed  upon  as  a  conjoint  opinion  :  A  general 
enlargement  of  the  uterus  exists,  with  projections  to  both  sides  ; 
depth  of  cavity  three-and-three-quarter  inches. 

April  27,  1890. — Dr.  Sinkler  objecting  to  the  administration  of 
an  anaesthetic  as  unnecessary,  Dr.  Montgomery  examined  the 
patient  again  without  ether  and  expressed  his  willingness  to  accept 
the  case  as  one  of  fibroid  tumor.  Treatment  was  begun  by  the  in- 
sertion of  a  flexible  electrode  and  the  application  of  35  milliamperes, 
positive,  to  the  cavity,  after  which  the  patient  returned  to  her  home 
in  the  suburbs.  On  the  way  out  she  was  attacked  with  cramps  so 
severely  as  to  require  medical  attendance,  demonstrating  the  ex- 
cessive hyperesthesia  of  the  cavity.  A  hastened  menstruation 
followed,  and  at  its  termination  it  was  decided  that  the  hyperes- 
thesia was  too  great  for  office  treatment  and  she  was  admitted  to 
my  ward  at  the  Howard  Hospital,  where  special  facilities  are 
afforded  for  the  prosecution  of  electrical  treatment  at  the  bedside. 
Even  with  these  facilities,  the  treatment  was  accompanied  by  pain 
and  haemorrhage  for  the  first  few  weeks,  after  which  she  was  able 
to  return  to  office  treatment.  The  June  menstruation  was  pro- 
longed, but  showed  a  diminution  of  pain,  and  she  was  enabled  to 
receive  65  milliamperes  with  comparative  comfort.  The  last  ap- 
plication was  on  July  nth,  and  on  the  2 2d  she  stated  that  the 
menstruation  for  that  month  had  lasted  one  week  only,  that  there 
was  no  pain,  and  that  no  narcotics  had  been  used  for  the  first  time 
in  many  years.  This  terminated  the  treatment  sought  by  her,  with 
the  exception  of  one  application  in  October  and  one  in  November 
of  the  same  year.  The  August  menstruation  was  normal  in  dura- 
tion, without  prodromes,  and  with  but  little  pain  during  flow.  In 
September  she  felt  like  a  young  girl,  but  later  had  a  period  that 
lasted  two  weeks  without  much  pain.  She  had  also  some  pain  in 
October  but  not  enough  to  bring  her  back  for  treatment.  Six 
months  later — April  18,  1891 — she  returned  by  request  stating  that 
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days  in  duration,  and  without  pain.  In  February,  1892,  the  same 
statements  were  made  to  the  members  of  the  committee.  The  last 
examination  was  made  on  the  9th  of  the  present  month,  nearly  two 
years  after  the  cessation  of  the  treatment,  and  the  permanence  of 
the  symptomatic  cure  verified.  The  uterus  remains  nevertheless 
still  enlarged  beyond  the  usual  size. 

Case  III.  Intramural  and  subperitoneal  multinodular  growth  ex- 
tending to  within  two  inches  of  the  umbilicus  and  causing  retention  of 
urine;  treatment  by  buried  vaginal  puncture,  resulting  in  relief  of  all 
symptoms  and  reduction  of  upper  limit  of  growth  to  fmr-and-a-half 
inches  below  umbilicus. — This  lady  was  sent  to  me  by  Dr.  Theodore 
G.  Davis,  Bridgeton,  N.  J.  She  was  fifty  years  old,  and  had  been 
5.:±"erir.^  from  profuse  ar. i  irregular  menstrua:: : ■::  :::  s  me  ::me. 
but  the  tumor  was  not  discovered  until  Dr.  Davis  found  it  to  be  the 
cause  of  the  retention  of  urine.  When  admitted  to  the  sanitarium, 
October  17,  1890,  the  uterus  was  found  to  be  pressed  against  the 
pubes  by  a  hard  growth  attached  by  a  broad  pedicle  to  its  posterior 
aspect,  and  extending  from  the  level  of  the  os  to  within  two  inches 
of  the  umbilicus.  The  other  nodule  was  the  size  of  a  walnut  and 
freely  movable.  The  cavity  was  over  three  inches  in  depth.  As 
the  bulk  of  the  tumor  was  subperitoneal  and  the  lower  end  was 
easily  accessible  through  the  posterior  vaginal  vault,  the  treatment 
was  by  buried  vaginal  puncture,  the  needle  being  inserted  from 
one  to  one-and-a-quarter  inches  beyond  the  vaginal  surface.  The 
punctures  were  all  negative,  and  varied  in  strength  from  100  to  150 
milliamperes,  no  anaesthetics  being  required.  In  all,  ten  punctures 
were  made,  a  diminution  in  size  showing  after  the  second.  When 
this  lady  was  last  seen,  March  2,  1891,  the  highest  point  was  four- 
and-a-half  inches  below  the  navel — a  reduction  of  two-and-a-half 
inches  in  vertical  diameter. 

I  had  hoped  that  Dr.  Davis  would  have  been  present  to  give  us 
the  present  condition  of  this  patient  as  I  have  not  seen  her  myself 
for  more  than  a  year,  but  in  lieu  of  his  presence  he  has  sent  me  the 
following  letter  : 

Bridgetox,  X.  J.,  May  10,  1892. 

Dl  Mass  it. 

Dear  Sir  :  I  had  hoped  to  be  able  to  be  present  at  your  meeting 
on  Wednesday  night  and  will  if  I  can,  but  1  have  so  many  obstet- 
ric engagements  due  just  now  that  I  doubt  my  ability  to  do  so. 

Regarding  Mrs.  J.,  I  saw  her  this  afternoon  but  did  not  examine 
her  as  she  is  coming  up  to  see  you  next  week.    She  has,  once  in 
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three  or  four  months,  a  discharge  of  blood,  but  she  has  no  pain  or 
bladder  trouble,  is  getting  fat,  and  says  she  feels  no  hard  lump  in 
the  abdomen.    She  adds,  "I  should  have  been  up  to  see  Dr. 
Massey  ere  this  if  I  had  not  been  getting  along  so  well." 
If  I  can  come  I  will  telegraph  you. 

Very  truly, 

[Signed]    Theodore  G.  Davis. 

[Note. — The  patient  was  examined  by  me  six '  days  after  the 
reading  of  the  paper,  May  17,  and  her  statement  as  to  an  inability 
to  detect  the  tumor  by  palpation  verified.  No  growth,  whatever, 
could  be  detected  by  external  examination.  The  bimanual  showed 
only  a  slight  roughness  at  the  fundus.] 

Case  IV.  An  irregular,  multinodular  growth,  extending  one-and- 
a-half  inches  above  the  umbilicus  and  larger  than  an  adult  head,  dis- 
appears entirely  under  intra-uterine  treatment,  leaving  a  nodule  the 
size  of  a  small  cherry  on  the  posterior  wall  of  the  uterus. — The  lady 
in  whose  case  this  gratifying  result  has  occurred  is  a  widow,  forty- 
six  years  of  age.  She  was  first  seen  by  me,  January  31,  1 89 1, 
having  been  kindly  referred  by  Dr.  G.  H.  Whitcomb,  of  Greenwich, 
N.  Y.  The  growth  was  at  that  time  one-and-a-half  inches  below 
the  umbilicus,  hard,  knotty,  and  freely  movable  in  the  abdominal 
cavity,  in  which  it  mainly  lay.  In  size  it  was  about  7  by  5  inches. 
Pelvic  examination  showed  it  to  be  continuous  with  the  uterus,  the 
cavity  being  in  the  anterior  portion,  distorted  and  difficult  of  pene- 
tration; large  projections  extended  to  the  right  and  left  posteriorly. 
The  patient  stated  that  the  growth  had  been  discovered  but  three 
years,  though  preceded  by  the  intense  menorrhspasms  from  which 
she  still  suffered.  One  year  before  seeing  me  she  had  been  placed 
under  electrical  treatment  by  Dr.  Whitcomb,  whose  intelligent  ap- 
plication of  the  Apostoli  method  resulted  in  great  relief  of  pain  and 
a  reduction  of  size  from  one-and-a-half  inches  above  the  um- 
bilicus to  the  same  distance  below  that  point.  The  treatment 
had  been  discontinued  for  some  time  before  the  case  first  came 
under  my  observation,  but  since  her  removal  to  Philadelphia  there 
had  been  a  recurrence  of  menstrual  pain  and  swelling  of  the  tumor, 
and  she  was  also  suffering  from  an  ©edematous  swelling  of  the 
right  leg.  The  examination  showed  that  the  posterior  projection, 
which  was  of  a  somewhat  recent  appearance,  probably  caused  the 
cedema  by  mechanically  interfering  with  the  venous  circulation  of 
the  leg. 

She  was  placed  on  vaginal  alterative  applications  of  150  milli- 
amperes  and  subsequently  on  a  weaker  intra-uterine  method.  In 
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three  weeks  time  she  was  able  to  lay  aside  the  elastic  stocking  that 
she  had  been  wearing.  During  the  following  month,  however,  a 
typical  attack  of  the  prevailing  influenza  epidemic  put  her  back 
somewhat,  and  I  was  afforded  an  opportunity  of  witnessing  an  ex- 
ample of  the  intense  menorrhspasms  with  which  she  had  been 
afflicted.  In  intensity  the  pain  was  much  like  that  in  Case  II,  but 
there  was  also  an  oedema  of  the  tumor  increasing  its  size  most  per- 
ceptibly. The  treatment  was  nevertheless  persisted  in,  and  I  had 
the  satisfaction  a  month  later  of  noting  a  very  great  reduction.  In 
August  the  reduction  had  so  far  progressed  that  Dr.  Whitcomb,  who 
had  an  opportunity  of  seeing  her,  reported  its  disappearance,  with 
the  exception  of  the  small  projection  that  can  still  be  found. 

The  case  was  examined  recently  by  the  writer,  and  but  for  an 
abnormal  hardness  of  texture  and  the  projection  from  its  posterior 
aspect,  the  uterus  could  not  be  distinguished  from  a  perfectly  nor- 
mal one.  The  enormous,  irregularly  lobulated  growth  had  disap- 
peared, making  the  sixth  instance  of  complete  disappearance  by 
electrically-induced  atrophy  in  my  experience.  The  patient  men- 
struates normally,  five  days  at  a  time,  and  without  pain;  showing 
that  the  result  is  not  attributable  to  the  menopause.  She  is  now  in 
this  city  and  I  could  easily  arrange  an  opportunity  for  anyone  to 
verify  the  statements  made  as  to  her  condition. 

Case  V.  Intramural  grozcth  reaching  the  umbilicus  and  compli- 
cated b\  hemorrhagic  endometritis  and  ovaritis;  reduction  to  size  of 
small  lemon  under  treatment;  subsequent  attack  of  perimetritis. — This 
patient,  a  "nullipara  of  fifty-two,  was  referred  to  me  by  Dr.  Goodell 
and  by  Dr.  A.  W.  Knox,  the  latter  of  Raleigh,  X.  C.  The  tumor 
was  discovered  four  years  before  admission  to  the  sanitarium,  and 
she  had  suffered  much  from  menorrhagia  and  menorrhspasms. 
For  one  year  there  had  been  a  continuous  dribble.  Six  months 
before  admission  there  had  been  a  sharp  attack  of  perimetric 
trouble,  the  remains  of  which,  in  the  shape  of  tenderness,  still 
troubled  her.  Examination  showed  an  enlargement  of  the  anterior 
wall  of  the  uterus  that  extended  to  the  umbilicus,  flattened  from  be- 
fore backward.  The  cavity  was  three  inches  in  depth  and  fully  two 
inches  wide  at  the  fundus.  In  spite  of  the  threatening  condition  of 
the  left  ovary  intra-uterine  treatment  was  begun  at  once,  and  was 
very  well  borne.  Between  the  date  of  admission,  April  4,  1891  to 
May  27th,  nine  applications  were  made,  varying  in  strength  from  25 
to  100  milliamperes,  at  which  time  the  tumor  had  receded  two  inches 
lower  at  its  highest  point.  When  about  to  return  home,  however, 
the  old  inflammatory  mischief  in  the  neighborhood  of  the  left  ovary 
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became  relighted  and  the  patient  passed  through  a  tedious  illness 
with  inflammatory  consolidation  at  that  point.  During- the  illness 
the  tumor  remained  small,  and  at  its  termination  by  apparent  reso- 
lution, decreased  still  further  in  size.  A  recent  letter  states  that  the 
patient  remains  well,  and  that  the  tumor,  though  still  discoverable, 
maintains  the  small  size  to  which  it  had  been  reduced. 

To  these  reports  of  finished  cases,  which  have  been  selected  for 
special  mention  because  the  results  have  been  more  or  less  under 
the  observation  of  colleagues,  I  may  add  brief  mention  of  others, 
some  of  whom  are  still  under  treatment. 

A  hemorrhagic,  mixed  intramural  and  subperitoneal  tumor,  in 
a  case  sent  by  Dr.  A.  W.  Watson,  has  been  relieved  and  the  growth 
slightly  diminished. 

An  intramural  growth  the  size  of  a  child's  head,  in  a  patient 
sent  by  Dr.  Duer,  has  been  symptomatically  relieved  with  some  re- 
duction in  size.  The  diminution  appeared  late  in  the  treatment, 
and  the  growth  bids  fair  to  get  much  smaller. 

A  small,  intramural  growth,  with  accompanying  areolar  hyper- 
plasia, has  been  reduced  in  size  and  symptomatically  cured. 

Six  intramural  growths  of  varying  size  treated  in  dispensary 
practice  recently,  have  been  reduced  and  symptomatically  cured. 

A  large,  bleeding,  intramural  tumor  in  a  young  lady  of  twenty- 
seven,  diagnosed  both  as  a  solid  ovarian  cyst  and  as  malignant,  is 
being  treated  by  abdominal  puncture  and  by  bulbous  intra-uterine 
electrodes,  with  good  results  in  both  lessened  haemorrhage  and 
reduction  of  size. 

Two  cases  with  small  tumors  were  about  to  have  oophorectomy 
performed  on  the  supposition  that  there  was  no  tumor  and  that  the 
trouble  was  ovarian.  Careful  investigation  revealed  small  intramural 
buds  in  each  case,  determining  the  propriety  of  electrical  treatment. 
Both  are  now  comfortable,  and  bid  fair  to  get  entirely  well. 

A  very  large  growth,  in  a  patient  sent  to  me  by  Dr.  J.  M.  Bar- 
ton of  this  city,  is  now  being  treated  by  abdominal  puncture,  as 
much  as  450  milliamperes  being  passed  through  the  abdominal 
wall  about  once  a  week,  without  the  patient  losing  a  day  from  her 
occupation  as  a  teacher  in  the  public  schools.  This  is  the  largest 
fibroid  tumor  yet  seen  by  me.  Considerably  larger  than  the  preg- 
nant uterus  at  term,  it  fills  both  the  pelvis  and  abdomen,  dragging 
the  bladder  upward  so  far  as  to  make  it  project  as  a  soft  tumor  in 
front  of  the  growth.  Since  the  beginning  of  this  treatment  the 
tumor  has  decreased  three  inches  in  circumference. 
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Before  closing  I  desire  to  extend  thanks  to  the  gentlemen  who 
have  increased  my  opportunities  of  studying  these  conditions  by 
referring  cases.  A  recent  writer  in  the  American  Gyncecological 
Journal  has  made  the  statement  that  electricity  has  few  friends 
among  the  surgeons  of  Philadelphia — a  charge  that  I  cannot  un- 
reservedly pronounce  correct,  in  view  of  the  many  private  patients 
received  from  them.  The  statement,  nevertheless,  may  have  a 
certain  foundation  as  descriptive  of  their  attitude  toward  the  intro- 
duction of  the  Apostoli  treatment  into  the  public  hospitals  of  this 
city.  With  the  exception  of  my  six  months  term  at  the  Howard 
Hospital,  which  I  have  ineffectually  endeavored  to  have  lengthened, 
the  scores  of  well-endowed  charities  in  Philadelphia  offer  no 
opportunities'  for  the  continuous  prosecution  of  this  work  in  skilled 
hands,  and  I  have  been  compelled,  in  conjunction  with  Dr.  H.  R. 
Bigelow,  to  maintain  a  dispensary  for  this  purpose,  now  located  at 
412  Spruce  Street,  where  deserving  cases  of  this  and  other  affections 
of  women  among  the  poor  may  receive  the  benefits  of  electrical 
treatment  at  any  time  during  the  year. 

HYSTERECTOMY  WITHOUT  PEDICLE.1 
By  S.  C  Gordon,  M.D., 

Portland,  Me. 

Instructor  in  Diseases  of  Women,  Portland   School  for  Medical  Instruction;    Fellow  American 
Gynaecological  Society;  Fellow  British  Gynaecological  Society,  etc.,  etc. 

That  some  more  radical  treatment  of  uterine  fibroids  is  earnestly 
demanded  by  the  profession  is,  I  believe,  well  recognized  by  the 
prominent  leaders  and  journals,  both  at  home  and  abroad.  For- 
merly the  profession  were  content  with  treating  symptoms  as  they 
arose,  with  the  best  means  that  could  be  devised.  The  patient  was 
told,  and  it  was  generally  accepted  by  conscientious  workers,  that 
the  disease  was  almost  never  fatal,  and  that  after  the  menopause 
nature  kindly  arrested  the  growth  and  in  a  majority  of  cases 
quietly  and  unconsciously  removed  it  by  absorption. 

The  growth  was  considered  benign,  with  but  little,  if  any, 
danger  of  becoming  otherwise.  Notwithstanding  the  exhausting 
haemorrhages,  suffering  from  pain  and  impairment  of  function  of 
important  vital  organs,  like  the  stomach,  lungs  and  heart  and  even 
kidneys,  so  called  "  Conservative  Surgery  "  counseled  waiting  and 
forbade  anything  looking  to  a  radical  operation  for  removal  of  the 

1  Read  before  the  American  Medical  Association,  June,  1892. 
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offending  growth.  It  had,  by  common  consent,  become  almost  a 
generally  accepted  proposition  that  fibroid  tumors  never  proved 
fatal,  and  the  principle  of  treatment  was  to  ameliorate  the  symp- 
toms as  far  as  possible  and  await  the  "turn  of  life."  For  a  time 
the  treatment  by  ergot  was  the  prevailing  one  and  thousands 
of  women  suffered  from  this  most  nauseating  and  offensive  drug. 
The  result  was,  as  a  rule,  very  unsatisfactory,  to  say  the  least. 
The  patients  generally  suffered  more  in  nutrition  than  they  gained 
in  relief  to  symptoms.  In  the  majority  of  cases  the  hsemorrhage 
was  not  even  checked. 

The  first  surgical  method  that  proved  beneficial  was  a  thorough 
curetting,  and  this  when  carefully  done,  together  with  cleansing 
the  cavity  with  the  sublimate  solution  and  the  application  of  pure 
carbolic  acid,  gave  permanent  relief  to  the  fearful  loss  of  blood,  in 
quite  a  large  percentage  of  cases.  But  even  this  failed  in  so  many 
instances,  that  the  numerous  abdominal  surgeons  one  by  one  be- 
gan to  adopt  the  more  radical  operation  of  hysterectomy.  Keith 
was  among  the  most  prominent  who  attempted  this  bold  procedure, 
and  in  a  list  of  thirty-eight  cases  operated  upon,  saved  thirty-six. 
At  about  the  same  time  Apostoli  began  the  use  of  electricity  and 
succeeded  so  well  in  giving  relief  to  symptoms,  that  Keith  himself, 
regardless  of  his  wonderful  results,  almost  entirely  abandoned 
hysterectomy  and  devoted  himself  to  the  new  fashion  of  the 
day.  No  two  men  in  the  profession  enjoyed  or  deserved  its 
confidence  more  than  Apostoli  and  Keith,  and  for  several 
years  there  has  been  anxious  waiting  to  see  the  effect  of 
this  most  potential  and  silent  element  in  the  treatment  of 
this  formidable  disease.  Neither  of  these  honest,  conscientious 
workers  ever  claimed  to  remove  the  growth,  although  in  many 
cases  it  was  accomplished  during  the  course  of  the  application  of 
the  remedy.  Many  of  their  disciples  claimed  much  more  in  this 
direction,  but  time  has  failed  to  justify  all  the  claims.  Many  of 
the  leading  surgeons  of  this  and  foreign  countries  had  so  little  faith 
in  any  permanent  results  from  electricity  that  they  "  kept  the  faith  " 
in  hysterectomy  and  continued  their  work,  improving  the  technique, 
thus  showing  better  and  better  results  from  year  to  year. 

At  the  same  time  the  profession  have  been  more  keenly  alive  to 
the  dangers  from  allowing  a  patient  to  go  on  to  the  menopause. 
Not  only  is  there  much  danger  directly  from  loss  of  blood,  but  in- 
directly, from  general  exhaustion,  thus  rendering  them  less  able  to 
battle  against  attacks  from  other  and  more  acute  diseases.  Again 
we  are  fast  learning  that  these  tumors  do  not  retain  their  benign 
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character  to  the  degree  we  had  supposed  and  had  carelessly 
accepted.  Sarcomatous,  cystic,  calcareous  and  even  malignant 
degenerations  frequently  take  place.  New  growths  are  added  to 
the  old  and  the  pressure  in  many  cases  excites  peritonitis  from 
which  death  not  unusually  results.  The  deaths  from  the  electrical 
treatment  figure  quite  prominently  in  the  statistics,  and  reports  of 
relapses  among  the  cases  classed  as  "cured"  are  by  no  means  in- 
frequent. When  we  add  to  all  this  the  glaring  fact  that  in  spite  of 
all  these  methods  of  relief  and  cure  (?)  the  large  majority  of  these 
women  suffer  for  years,  leading  a  life  of  invalidism,  directly  attribu- 
table to  the  foreign  body,  it  seems  to  my  mind  that  the  highest 
"conservative  surgery"  is  that  which  seeks  to  make  the  operation 
of  hysterectomy  a  comparatively  safe  one.  That  this  is  being 
done  and  will  be  much  better  done  in  the  near  future,  I  have  but 
little  doubt.  Among  the  Germans,  Martin  has  recently  reported  a 
large  number  of  cases,  and  the  grand  total  shows  as  favorable  re- 
sults as  for  ovariotomy  and  laparotomy  for  other  causes.  In  the 
same  paper  he  claims  that  he  is  able  to  show  from  good  sources 
that  many  relapses  are  occurring  in  the  cases  pronounced  cured  by 
Apostoli  and  Keith. 

For  the  past  ten  years  I  have  been  well  satisfied  that  hysterec- 
tomy is  the  only  proper  "  conservative  surgery  "  for  uterine  fibroma, 
and  that  it  can  be  made  equally  safe  with  that  of  ovariotomy. 
While  removal  of  the  uterine  appendages  and  curetting  has,  in  my 
experience,  done  more  than  all  else  in  way  of  relief,  they  both  fail 
to  remove  the  tumor.  I  think  it  may  be  fairly  claimed  that  the 
sentiment  of  the  profession  is  fast  setting  strongly  in  favor  of  hyster- 
ectomy for  uterine  fibroids,  as  against  all  other  methods.  Homans 
has  done  most  excellent  work  in  this  direction  and  certainly  he  is 
the  peer  of  any  man  in  the  profession,  in  this  or  any  country,  in 
honesty  of  purpose,  fidelity  to  his  convictions,  and  skill  in  opera- 
tive technique.  He  has  tried  other  means,  but  gives  preference  to 
hysterectomy.  Numerous  other  surgeons  of  eminence  are  adding 
largely  to  the  list  of  favorable  results. 

The  principal  difference  of  opinion  lies  in  the  method  of  per- 
forming the  operation,  especially  as  regards  treatment  of  the  pedicle. 
Opinions  are  largely  divided  between  the  intra-  and  extra-peritoneal. 
Nearly  all  agree  111  making  a  pedicle  of  the  cervix  and  either  bring- 
ing it  into  the  abdominal  wound  or  dropping  into  the  cavity. 
When  the  latter  method  is  used,  some  cauterize  by  one  of  several 
chemicals,  or  the  actual  cautery.  Others  cover  it  by  the  perito- 
naeum, thus  practically  shutting  it  off  from  the  cavity  and  excluding 
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any  septic  material  that  may  possibly  come  from  the  wound  or 
vagina.  For  the  past  ten  years  I  have  operated  by  the  various 
methods,  but  for  the  most  part  have  adopted,  what  seems  to  me  a 
much  simpler  form  than  any  I  have  known. 

Believing,  as  I  always  have,  that  it  is  important  to  remove  the 
entire  organ  (for  obvious  reasons),  rather  than  to  leave  any  portion, 
which  may  undergo  some  one  of  the  various  degenerations,  so 
common  in  later  life,  I  first  tried  Freund's  operation,  but  found  it  so 
complex  and  difficult  that  after  one  or  two  attempts  I  gave  it  up. 

In  one  case  where  1  encountered  some  extensive  adhesions,  I 
found  it  necessary  to  cut  little  by  little  and  use  an  over  and  over 
suture  to  control  haemorrhage  and  thus  completed  the  operation 
in  this  way,  removing  the  uterus  entire.  Since  then  I  have  com- 
menced by  ligating  as  much  as  possible  of  the  broad  ligament,  by 
a  strong  catgut  ligature  on  each  side,  then  dividing  between  it  and 
the  uterus,  controlling  haemorrhage  from  the  uterus  by  haemostatic 
forceps.  I  then  proceed  down,  from  this  point,  the  entire  depth  of 
the  broad  ligament,  with  an  over  and  over  suture  of  the  same 
material,  closing  the  folds  of  the  ligament  as  I  cut  it  from  the 
uterine  side.  I  do  this  generally  with  a  strong  curved  needle,  and 
as  I  approach  the  uterine  artery  I  dip  below  the  point  that  has 
been  divided,  thus  securing  within  the  suture  the  artery  before  di- 
vision. At  this  time  I  divide  the  peritoneal  covering  of  the  uterus 
in  front  and  behind  and  carefully  dissect  off  until  I  reach  the  vagina, 
having  separated  the  bladder  and  the  utero-sacral  attachments  be- 
hind. These  flaps  in  front  and  behind  are  easily  held  by  forceps, 
until  the  attachments  of  the  broad  ligament  on  each  side  are  com- 
pletely removed  and  secured  by  the  suture,  which  is  then  continued 
across  the  vaginal  opening,  by  uniting  the  flaps  of  peritonaeum. 
This  closes  the  vagina  and  the  pelvic  cavity  is  entirely  shut  off 
from  any  septic  influence.  The  most  troublesome  part  of  the 
operation  consists  in  securing  the  uterine  artery  and  dissecting  off 
the  anterior  attachments  of  bladder  and  vagina,  especially  when 
the  cervix  is  very  long.  Where  the  tumor  involves  the  cervix 
the  difficulty  is  much  less  to  relieve  the  attachments.  By  this 
method  the  entire  organ  is  removed  and  no  pedicle  left  to  give  any 
anxiety — the  patient  is  freed  from  her  burden  which  she  has  borne 
so  long  and  the  future  is  full  of  hope,  so  far  as  freedom  from  suffer- 
ing is  concerned.  In  one  case  I  had  secondary  haemorrhage  at  the 
end  of  two  weeks — proving  fatal.  The  percentage  of  fatal  cases  in 
my  own  practice  has  been  as  small  as  in  laparotomy  for  other 
causes. 
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With  the  improvement  that  necessarily  comes  from  a  larger  ex- 
perience. I  feel  very  sure  that  with  an  operation  that  removes  not 
only  the  tumor,  but  the  uterus,  completely,  we  have  promise  of  a 
better  treatment  for  uterine  fibroids,  than  by  any  method  that  leaves 
a  portion,  which  may  give  rise  to  septic  infection,  or  become  the 
seat  of  malignant  disease. 


TWO  CASES  IN  ABDOMINAL  SURGERY. 
By  Eugene  Boise,  M.D. 

Grand  Rapids,  Mich. 

Laparotomies  are  so  commonly  performed  nowadays,  that  no 
especial  interest  pertains  to  them,  except  inasmuch  as  they  illus- 
trate facts,  the  study  of  which  will  be  of  advantage  in  future  cases. 
The  removal  of  simple  diseased  ovaries  or  appendages,  with  noun- 
usual  complications,  is  such  an  every-day  occurrence  as  to  excite 
no  especial  comment. 

But  for  all  this,  the  fact  must  not  be  lost  sight  of  that  the 
uniformity  good  results  obtained  now  are  due  to  the  extreme  care  in 
the  preparation  of  the  patients  before  the  operation,  and  the  caution 
exercised  at  the  time  of  the  operation,  that  no  thing,  not  thoroughly 
and  religiously  aseptic,  shall  come  in  contact  with  the  wound  or 
abdominal  viscera.  Familiarity  with  the  operation  must  not  be 
allowed  to  bring  with  it  contempt  for  the  most  minute  of  prophy- 
lactic measures.  In  the  simplest  case  the  most  conscientious  care 
must  be  exercised.  Some  of  us  learn  this  fact  by  hard  experience. 
No  surgeon,  however  well  qualified  by  operative  skill  and  previous 
knowledge  of  the  technique  as  taught  by  the  best  authors,  should 
undertake  to  perform  laparotomy  (except  in  cases  of  emergency) 
until  he  has  acquired  comparative  familiarity  with  the  operation  by 
closely  observing  other  operators. 

Rapidity  in  operating  is  of  the  greatest  importance.  Every  ab- 
dominal operation  that  lasts  longer  than  one  hour  becomes  grave 
for  that  reason  alone.  Again,  every  one  who  opens  the  abdominal 
cavity  must  be  prepared  to  meet  unexpected  and  baffling  compli- 
cations. In  such  cases  rapidity  of  decision  and  execution  are  of 
the  greatest  importance. 

I  have  written  the  following  history  of  two  cases  which  occurred 
in  my  practice  because  each  is  unusual  in  some  respects  and  each 
has  its  lesson  to  teach. 
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Mrs.  M.  aet.  fifty-five,  married,  mother  of  several  children,  sent 
for  me  in  July  1888.  I  found  her  much  emaciated,  but  with  great 
oedema  of  the  legs  and  abdominal  walls,  as  well  as  marked  ascites. 
The  abdomen  was  tense  and  very  greatly  distended;  so  much  so 
as  to  seriously  interfere  with  respiration. 

She  gave  me  a  history  of  having  been  ill  several  months,  the 
dropsical  symptoms  gradually  increasing  till  finally  she  was  nearly 
helpless.  To  give  her  relief,  paracentesis  was  performed  and  a 
large  quantity  of  ascitic  fluid  drawn  off,  somewhat  cloudy  in  ap- 
pearance, but  not  bloody.  Examination  then  revealed  a  large 
tumor  occupying  the  lower  portion  of  the  abdominal  cavity — freely 
movable,  smooth  and  regular  in  outline,  with  an  apparent  pedicle. 
Dr.  Shepard  of  this  city  saw  the  patient  with  me  and  we  decided 
that  the  tumor  was  probably  an  ovarian  cyst  complicated  by  some 
condition  of  the  peritoneum  which  caused  the  ascites.  There  was 
no  albumen  in  the  urine.  And  therefore  an  operation  was  advised 
and  accepted.  This  I  made  August  10,  1888,  assisted  by  Dr.  Shep- 
ard and  others — the  patient  being  prepared  for  the  operation  as 
thoroughly  as  possible  at  her  own  residence. 

On  opening  the  abdomen,  a  very  peculiar  condition  of  the  peri- 
toneum was  revealed.  It  was  greatly  thickened,  dark  red,  and 
covered  densely  over  the  entire  parietal  surface  and,  to  a  less  extent 
over  the  intestinal  surface,  (as  far  as  seen,)  with  papillomatous 
masses,  both  sessile  and  pedunculated.  The  left  ovary  was  papil- 
lomatous, presenting  the  macroscopical  appearances  of  malignancy. 

The  tumor  was  easily  revealed  and  on  closer  examination 
proved  to  be  a  fibroid,  springing  from  the  fundus  of  the  uterus, 
with  which  it  was  connected  by  a  pedicle  one-and-a-half  inches  in 
diameter.  The  abdominal  incision  was  extended  sufficiently  to 
allow  its  removal,  which  was  accomplished  with  comparatively 
little  difficulty,  there  being  no  dense  adhesions  except  to  the  omen- 
tum. This  was  considerably  thickened.  It  was  ligated  and  cut, 
and  the  tumor  rolled  out  of  the  cavity. 

The  pedicle  was  transfixed  and  tied  on  each  side  with  strong  silk 
ligatuies  (crossed)  which  were  tightened  after  the  tumor  was  re- 
moved. The  stump  was  thoroughly  cauterized  and  dropped  into 
the  abdominal  cavity.  It  was  decided  to  do  nothing  with  the 
diseased  mass  occupying  the  position  of  the  left  ovary,  as  it  would 
be  impossible  to  remove  it  entirely.  The  wound  was  therefore 
closed,  the  patient  suffering  profoundly  from  shock  (due,  as  I  now 
think,  largely  to  the  time  occupied  by  the  operation). 
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Reaction  was,  however,  finally  established,  the  temperature 
gradually  creeping  up  to  normal,  not  reaching  ioo°  till  the  fourth 
day.  After  the  vomiting  consequent  on  the  anaesthetic  had  been 
controlled,  nourishment  was  regularly  administered  and  well  re- 
tained. After  the  fourth  day  the  temperature  refused  to  fall  below 
ioo°  and  till  the  tenth  day  fluctuated  between  ioo°  and  100.40.  The 
abdomen  was  all  this  time  becoming  gradually  distended,  finally 
necessitating  re-opening  the  wound.  This  gave  exit  to  a  large 
quantity  of  lymph  and  semi-purulent  fluid.  Lymph  covered  the 
surface  of  the  peritoneum  as  far  as  visible.  The  cavity  was 
thoroughly  and  repeatedly  washed  out,  the  lower  portion  of  the 
wound  being  left  open  for  that  purpose. 

The  temperature  dropped  immediately  to  nearly  normal,  and 
never  rose  to  a  troublesome  height  again.  The  patient,  however, 
gradually  succumbed  to  the  exhaustion  consequent  upon  the  natural 
increase  in  the  diseased  conditions,  dying  about  three  months 
after  the  operation.    No  autopsy  was  possible. 

There  are  in  this  case  one  or  two  points  of  unusual  interest 
to  me  : 

1  st.  The  unusual  extent  of  the  unlooked  for  malignant  disease. 

While  in  papillary  disease  of  the  ovary,  which  is  malignant  in 
type,  the  neighboring  peritoneum  almost  invariably  becomes 
affected,  such  dense  and  continuous  deposit  (if  I  may  so  term  it) 
extending  over  such  an  area  both  of  the  parietal  and  visceral  peri- 
toneum, is,  I  think,  unusual. 

Perhaps  this  condition  ought  not  to  have  been  unexpected, 
inasmuch  as  there  were  several  signs  which  might  have  suggested  it. 

First:  The  age  and  general  cachectic  appearance  of  the  patient. 

Second:  The  presence  of  such  marked  oedema  of  the  legs  and 
abdominal  walls,  considered  in  connection  with  the  absence  of  any 
signs  of  organic  disease  of  either  the  heart  or  kidneys. 

•  Third:  Such  an  unusual  amount  of  intra-abdominal  fluid.  As- 
cites alone  might  have  been  caused  by  cirrhosis  of  the  liver,  by 
some  disease  of  the  peritonaeum  (probably  not  tubercular  because 
of  the  age  of  the  patient,  and  the  absence  of  other  signs  of  tuber- 
culosis)— or  by  the  tumor  itself,  it  being  generally  admitted  that  a 
fibroid  tumor  of  the  uterus  or  even  an  ovarian  cyst  which  is  freely 
movable,  may,  by  reason  simply  of  its  mobility,  cause  such  a  con- 
dition of  the  peritonaeum  as  will  give  rise  to  ascites.  Taking  into 
account  the  collective  significance  of  these  signs,  a  diagnosis  of 
malignant  disease  of  the  peritonaeum  might  have  been  fairly 
probable. 
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2d.  While  the  treatment  of  the  pedicle  by  cauterization  is  always 
admissible,  and  even  good  surgery  where  the  operation  is  thor- 
oughly aseptic  in  all  its  details,  yet  in  all  cases  I  believe  it  is  better 
to  cover  the  stump  with  peritoneal  flaps,  unless  the  cautery  is 
demanded  by  reason  of  obstinate  bleeding. 

Case  II. — Mrs.  G.  set.  ,  married,  mother  of  two  children. 

She  recovered  normally  from  her  first  confinement,  which  was  un- 
eventful, and  remained  in  comparatively  good  health  till  after  she 
became  pregnant  with  her  second  child.  During  the  last  two  or 
three  months  of  her  pregnancy,  she  was  troubled  with  pains  in  the 
lower  part  of  the  abdomen,  occasionally  so  severe  as  to  necessitate 
anodynes,  energetically  given.  Before  her  confinement  the  pains 
became  more  and  more  severe,  and  were  referred  to  the  right  iliac 
region.  She  noticed  also  a  slight  feverish  tendency  every  after- 
noon. There  was  also  progressive  emaciation,  and  marked  vesical 
tenesmus,  the  urine  being  irritating  in  character,  dark  and  some- 
times thick.    She  attributed  all  to  her  pregnancy,  however. 

At  the  time  of  her  confinement,  with  every  uterine  contraction 
the  pain  in  the  region  of  the  right  ovary  was  so  excruciating  as  to 
be  almost  unendurable,  and  to  interfere  seriously  with  the  progress 
of  labor.  The  child  was  finally  delivered  and  the  pain  thereby 
considerably  relieved,  returning,  however,  every  day  somewhat. 
The  temperature  remained  higher  than  normal,  yielding  to  quinine, 
but  only  to  return  in  a  few  days  after  the  quinine  was  omitted. 
Convalescence  was  finally  established,  the  patient  being  about  the 
rooms,  nursing  her  baby,  and  attending  to  her  duties,  but  never 
free  from  pain.  She,  however,  gradually  failed  in  flesh  and 
strength. 

When  the  child  was  several  months  old  she  noticed  that  she  was 
passing  pus  in  her  urine,  and  occasionally  per  rectum,  she  thought. 
No  thorough  examination  had  been  made  before  this,  but  now  she 
consulted  me  as  to  her  condition,  and  what  could  be  done  for  her 
relief. 

She  was  somewhat  emaciated,  cheeks  flushed,  especially  in  the 
afternoon,  when  her  temperature  would  be  two  or  three  degrees 
higher  than  normal.  She  told  me  that  although  she  had  been  able 
to  attend  to  her  duties,  the  pain  in  the  right  side,  which  was  so 
distressing  at  the  time  of  labor,  had  never  entirely  left  her.  Ex- 
amination showed  the  uterus  to  be  in  normal  position,  but  on  the 
right  side  of  the  pelvis,  the  vault  of  the  vagina  was  depressed,  and 
something  felt  which  seemed  like  a  partially  filled  sac.  The  ova- 
ries were  felt  with  difficulty  in  normal  position,  but  behind  the 
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uterus  was  an  easily  defined  tumor  (if  I  may  so  term  it)  about  as 
large  as  an  English  walnut. 

Suspecting  a  pus  sac.  I  advised  an  operation,  which  was  readily 
consented  to,  and  she  was  removed  to  St.  Mark's  Hospital  for  that 
purpose,  January  26,  1891. 

On  admission  to  the  hospital  the  urine  was  again  examined, 
showing  about  one-eighth  per  cent,  albumen,  large  quantities  of 
pus,  and  a  few  hyaline  and  finely  granular  casts. 

January  28th,  examination  was  made  under  chloroform  with  the 
assistance  of  Drs.  Wanty  and  Peterson.  The  uterus  was  found  in 
good  condition,  measuring  two-and-three-quarter  inches.  In  the 
right  side  of  the  pelvis,  the  same  slightly  resistant  fulness  was  felt 
at  the  upper  portion.  Tubes  and  ovaries  apparently  normal.  Close 
behind  the  uterus,  in  the  cul-de-sac  of  Douglas,  a  round  body  was 
felt  about  the  size  of  an  English  walnut.  Rectal  examination  re- 
vealed nothing  more  except  a  large  amount  of  mucus — no  pus — 
nor  could  any  fistula  be  found.  It  was  then  decided  to  open  the 
abdomen  for  the  purpose  of  diagnosis  and  possible  relief. 

February  3d,  this  was  done,  Drs.  Peterson  and  Earle  assisting, 
and  Dr.  Schurtz  being  present. 

She  was  carefully  prepared  the  day  before  the  operation;  the 
bowels  thoroughly  evacuated,  and  the  abdomen  scrubbed  with 
hydronaphthol  soap,  sterilized  water  and  solution  of  corrosive  subli- 
mate 1  to  1000;  then  covered  carefully  with  aseptic  gauze.  Just 
before  the  operation  the  mons  veneris  was  shaved,  and  the  abdo- 
men again  washed  with  soap,  water,  ether,  corrosive  sublimate, 
and  sterilized  water.  The  instruments,  ligatures,  sponges,  etc. 
were  carefully  sterilized,  and  all  details  of  the  operation  carried  out 
with  strict  regard  to  asepsis.  The  usual  incision  in  the  median 
line  was  made,  about  two-and-a-half  or  three  inches  long — after- 
wards enlarged.  The  peritonaeum  presented  no  appearance  of 
disease.  Notwithstanding  the  previous  careful  evacuation  of  the 
bowels,  they  were,  at  the  time  of  the  operation,  much  distended, 
and  were  found  considerably  injected,  interfering  greatly  with  the 
examination  of  the  pelvis.  The  caecum  was  quite  freely  movable, 
lying  low  in  the  pelvis.  Tubes  and  ovaries  apparently  normal  and 
were  not  disturbed.  Nothing  abnormal  was  felt  in  either  broad 
ligament.  Behind  the  uterus,  at  the  upper  part  of  Douglas'  cul-de- 
sac,  was  found  a  firm  body  about  the  size  of  an  English  walnut, 
and  very  adherent.  It  was  thought  to  be  an  enlarged  gland  and 
was  not  disturbed. 
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To  facilitate  examination,  several  coils  of  intestines  were  re- 
moved from  the  cavity  and  wrapped  in  hot  sterilized  towels.  The 
mesentery  was  then  seen  to  be  thickly  studded  with  enlarged  lym- 
phatic glands,  varying  in  size  from  a  pea  to  the  end  of  the  thumb. 

The  diagnosis  was  tubercular  disease  of  the  glands.  No  signs 
of  pus  were  found. 

The  intestines  were  carefully  replaced,  the  omentum  drawn 
down,  and  the  wound  closed  with  silk  sutures,  about  three  to  an 
inch.  The  incision  was  dusted  with  powder  of  iodoform  and  boracic 
acid  (i  to  7)  and  dressed  with  iodoform-gauze  and  absorbent 
cotton.  There  was  some  shock,  but  the  patient  rallied  nicely  under 
the  use  of  brandy,  hot  water  enemata,  etc. 

February  4th.  Doing  nicely.  Some  vomiting,  but  not  ex- 
cessive. 

February  5th.  Morning  temperature  ioo°;  at  two  p.m.  103. 20. 
Patient  restless  and  complaining  somewhat  of  pain.  There  is  still 
some  vomiting,  but  she  retains  champagne  and  kumyss. 

February  6th.  Morning  temperature  103. 6°,  but  no  abdominal 
symptoms.  Feels  better  than  yesterday.  A  number  of  copious 
dejections  were  produced  by  mag.  sulph.  per  rectum. 

February  8th.  Temperature  from  990  to  ioo°.    No  pain. 

February  nth.  Doing  nicely.  Stitches  were  removed  this  a.m. 
and  the  wound  found  to  be  healed  perfectly.  She  was  given  corn- 
meal  gruel  at  noon,  which  caused  severe  "colicky"  pains  during 
the  afternoon  and  evening,  but  they  were  finally  controlled  by  an 
opium  suppository,  given  at  11.30  p.m.  At  three  o'clock  a.m.  she 
vomited,  but  rested  well  till  morning.  At  eight  a.m.  the  nurse 
discovered  the  binder  and  gauze  covering  the  wound,  saturated 
with  blood. 

I  was  called  and  examination  showed  the  wound  burst  open 
throughout  its  entire  length,  the  intestines  being  plainly  seen.  It 
was  hastily  but  carefully  drawn  together  by  surgeon's  plaster,  and 
redressed,  the  patient  feeling  well  and  knowing  nothing  of  the 
accident.  During  the  afternoon  there  was  pain  in  the  bowels  and 
some  tenderness,  the  temperature  being  subnormal. 

February  13th.  She  began  vomiting,  the  vomitus  being  dark 
in  color  and  small  in  amount.  The  abdominal  pain  continued; 
the  legs  were  drawn  up,  and  there  was  every  sign  of  peritonitis. 

Nothing  was  left  to  do  but  re-open  the  wound  and  thoroughly 
cleanse  the  cavity.    This  was  done,  sterilized  water  being  used. 

Beginning  adhesions  were  broken  up  and  the  wound  again 
closed,  a  drainage-tube  being  left  in  its  lower  angle.    I  was  then 
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obliged  to  leave  the  city,  and  the  patient  was  left  in  the  care  of  Dr. 
Peterson.  She  made  an  uneventful  recovery,  and  left  the  hospital 
March  14,  1891,  having  gained  flesh  and  strength  rapidly.  Her 
temperature  was  fluctuating  between  normal  and  1020,  even  after 
going  home. 

From  that  time  to  the  present  (May  1892)  she  has  been  in  ex- 
cellent health,  free  from  pain  and  fever,  strong  and  well,  except  for 
a  short  time  during  the  winter,  when  she  lost  flesh,  became  fever- 
ish and  pus  re-appeared  in  the  urine.  This  was  controlled  by  a 
course  of  tonics  and  cod-liver  oil,  and  to-day  she  seems  well. 

In  the  conduct  of  this  case  there  are  two  things  which  I  regret: 
first,  that  I  did  not  carefully  palpate  the  kidneys,  to  ascertain  if 
possible  their  condition,  inasmuch  as  I  consider  them  the  source  of 
the  pus.  I  form  this  opinion  from  the  character  of  the  epithelium, 
and  from  the  presence  of  casts  in  the  urine.  Also  from  the  com- 
paratively intermittent  nature  of  the  discharge. 

Again,  I  regret  that  I  did  not  at  once  anaesthetize  the  patient  and 
cleanse  the  abdominal  cavity,  when  I  found  that  the  wound  was 
open.  Why  I  did  not  do  so,  I  cannot  now  understand  except  that  I 
was  hoping,  without  reason,  that  the  gauze  dressings  had  prevented 
and  would  prevent  infection. 

But  there  are  two  points  of  especial  and  unusual  interest: 

First:  Was  the  total  suppression  of  the  symptoms  in  this  case 
of  pyelo-nephritis  (for  I  dare  not  yet  call  it  a  cure)  due  simply  to 
the  exploratory  laparotomy?  If  so,  how?  I  can  offer  no  expla- 
nation, and  must  class  it  among  those  other  cases  of  unexplained 
cure  of  neoplasms  of  various  abdominal  organs,  by  the  same  pro- 
cedure. 

Again,  the  disease  of  the  mesenteric  glands  was  undoubtedly 
caused  by  tubercular  disease  of  the  intestines,  transmitted  to  the 
glands  by  the  lymphatics.  The  evident  probability  of  this  expla- 
nation is  enforced  by  the  conditions  found  at  the  examination  and 
operation,  namely,  the  intestines  were  greatly  distended  notwith- 
standing their  previous  complete  evacuation.  The  blood-vessels  in 
their  peritoneal  covering  were  decidedly  enlarged,  so  much  so  as 
to  excite  remark  when  the  abdomen  was  first  opened.  There  was 
also  a  very  free  secretion  and  discharge  of  mucus  or  muco-pus, 
dating  from  some  weeks  before  the  operation. 

Again,  I  ask  was  the  disease  of  the  intestines  and  mesenteric 
glands  cured  by  the  simple  opening  of  the  abdomen  ?  If  so,  must 
it  not  have  been  by  some  unexplained  influence  on  those  ganglia 
which  control  nutritive  changes  in  the  abdominal  viscera  ? 
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A  CASE  OF  OVARIAN  CYST  WITH  VERY  MARKED 
TORSION  OF  THE  PEDICLE. 

By  Stewart  Patox,  M.D. 

Axial  rotation  of  the  pedicle  is  a  common  complication  of 
ovarian  tumors.  The  statistics  of  Rubbentrop,  Hardy,  Willigk, 
Patenbau  and  Oldham  show  that  it  occurs  in  about  ten  per  cent, 
of  all  cases.  From  a  careful  comparison  of  these  statistics  it  is 
evident  that  the  slowly  acting  causes  as  peristalsis,  the  emptying 
and  filling  of  the  bladder,  and  pregnancy  are  far  more  common  as 
aetiological  factors  than  the  more  rapidly  acting  causes  as  falls, 
blows  on  the  abdomen,  etc.  It  is  on  this  account  that  the  following 
case  seems  to  be  of  particular  interest  as  well  as  from  the  fact  that 
the  pedicle  was  subjected  to  an  unusual  amount  of  torsion. 
Leopold's  case  where  the  pedicle  was  twisted  six  times  is  the  only 
recorded  case  where  the  tumor  has  rotated  to  a  greater  extent. 

Mrs.  S —  of  Buford  S.  C,  a  patient  of  Dr  Stuart's.  Age  50. 
Married  23  years.  Has  had  seven  children.  No  miscarriages.  Meno- 
pause at  43.  The  tumor  "was  first  noticed  at  the  time  of  change 
of  life  "  and  for  seven  years  had  grown  slowly  but  steadily.  The 
only  symptoms  being  distention  of  abdomen,  backache,  and  con- 
stipation. Had  never  suffered  from  any  attacks  of  acute  pain  until 
she  left  home  for  New  York  on  October  28,  1891.  On  the  sleeping 
car  the  patient  said  she  was  "jolted  about  considerably"  and  that 
she  had  "  two  attacks  of  sharp  colicky  pain,  each  lasting  two  or 
three  hours."  The  pain  was  confined  to  the  left  iliac  and  lumbar 
regions,  and  in  the  interval  between  the  attacks  of  pain  there  was 
marked  tenderness  over  these  areas.  On  the  patient's  arrival  in  this 
city,  October  30,  she  was  immediately  put  to  bed.  She  was  in  a  fair 
general  condition.  Pulse  105.  Temperature  ioo°.  On  examina- 
tion it  was  evident  that  the  patient  had  a  large  ovarian  cyst.  There 
was  very  great  tenderness  over  the  left  iliac  and  lumbar  regions, 
and  about  the  centre  of  this  area  a  hard  globular  mass  the  size  of 
an  orange,  immovable,  and  apparently  connected  with  the  tumor 
could  be  easily  outlined.  The  bowels  were  freely  moved  by  the 
use  of  salines  and  the  ice  coil  applied. 

November  1st.  The  patient  did  not  experience  any  sharp  attack 
of  pain  and  most  of  the  tenderness  had  disappeared.  Pulse  90. 
Temperature  98.  50. 

November  2d.  During  the  afternoon  the  patient  being  still  in 
bed  experienced  several  attacks  of  sharp  colicky  abdominal  pain. 
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There  was  tenderness  on  pressure  all  over  the  abdomen,  but  over  the 
left  iliac  and  lumbar  regions  it  was  exquisite.  Temperature  1040. 
Pulse  no.     It  was  decided  to  operate  early  the  next  morning. 

November  3d.  Pulse  112.  Temperature  102 °.  Laparotomy  by 
Dr.  Thomas. 

On  opening  the  abdomen  a  large  cystic  ovarian  tumor  was  dis- 
covered. The  sac  with  its  contained  clear  fluid  after  removal  weighed 
twenty  pounds.  The  pedicle  was  twisted  five-and-one-half  times 
on  its  long  axis  and  then,  as  viewed  from  above  downwards, 
doubled  on  itself  so  that  at  the  point  of  greatest  torsion  the  globular 
mass  presented  which  had  been  felt  in  the  left  iliac  region.  The 
pedicle  was  almost  black  in  color  and  gave  evidence  of  strangu- 
lation and  beginning  sphacelus.  There  were  no  adhesions  but 
the  peritoneal  covering  of  the  left  iliac  and  lumbar  regions  was 
markedly  congested  and  there  was  considerable  injection  of  all 
the  peritoneal  vessels  showing  an  incipient  peritonitis.  The 
pedicle  was  tied  off  close  to  the  uterus  and  the  tumor  removed. 
The  stump  was  cauterized  and  the  abdomen  flushed  with  warm 
distilled  water  and  closed  without  drainage. 

Thirty-six  hours  after  operation  the  patient's  temperature  was 
normal  and  she  had  an  uninterrupted  recovery.  The  interesting 
points  to  be  noted  in  connection  with  the  case  are  :  (1)  The 
acuteness  and  severity  of  the  development  of  the  symptoms — 
beginning  shortly  after  the  patient  boarded  the  train  at  Buford 
and  continuing  with  greater  or  less  severity  until  after  operation. 
(2)  The  paroxysmal  character  of  the  pain  and  the  intermittent 
character  of  the  other  symptoms.  (3)  The  amount  of  torsion  to 
which  the  pedicle  was  subjected  and  the  doubling  of  the  pedicle 
upon  itself.  (4)  The  marked  elevation  of  temperature,  and  the 
immediate  subsidence  following  operation.  The  sudden  elevation 
of  temperature  is  interesting  from  the  fact  that  it  denoted  a 
sapraemia  and  not  a  true  septicaemia.  A  condition  resembling  the 
fermentation  fever  of  Bergmann.  Undoubtedly  in  a  few  hours  had 
the  patient  not  been  operated  upon  a  true  septicaemia  would  have 
made  operative  interference  of  no  avail. 
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EDITORIAL. 

SURF  BATHING  FOR  WOMEN. 

Probably  one  of  the  first  questions  asked  of  a  physician  by- 
patients  contemplating  a  summer  at  the  seaside  is  "Shall  we 
bathe  ?  "  Less  apt  are  they  to  ask  his  adYice  in  regard  to  the  rules 
which  should  govern  the  bath.  They  look  upon  the  forenoon  dip 
either  as  a  means  of  pleasantly  passing  the  time  or  as  much  on  a 
par  with  their  usual  ablutions.  Its  importance  as  an  out-door 
exercise  may  no  doubt  have  been  considered  but  only  to  be  urged 
as  a  reason  for  not  bathing  because  it  proved  so  exhausting.  If 
you  inquire  what  particular  part  of  the  bath  caused  the  fatigue 
they  will  reply  that  the  preparations  for  and  redressing  after  the 
bath  were  the  most  tiresome.  This  is  due  in  a  large  degree  to  the 
wretched  accommodations  which  universally  prevail.  The  ingenuity 
of  man  has  rendered  us  to-day  much  more  comfortable  than  were 
our  fathers  fifty  years  ago.  Conveniences  of  all  kinds  have  mul- 
tiplied to  a  wonderful  extent,  but  the  bath-house  remains  as  it  was. 
A  closet  of  rough  boards  without  even  a  comfortable  seat,  ill- 
adapted  in  every  respect  to  the  hardier  sex,  with  his  simpler  clothing 
what  must  it  be  to  Woman  with  her  numerous  accessories  of  dress. 
In  order  to  escape  some  of  the  inconveniences  due  to  poor  accommo- 
dations, bathers  are  apt  to  lose  many  of  the  good  effects  of  the 
bath.  It  must  certainly  be  a  difficult  task  to  dry  a  luxuriant  head 
of  hair  sufficiently  to  prevent  it  from  dripping  over  the  clothing 
and  to  be  saved  from  this  labor  women  have  resorted  to  wearing 
oil-silk  caps  and  thus  fail  to  wet  their  heads.  They  also  wear 
hats  to  screen  them  from  the  sun  and  lose  the  benefit  of  the  direct 
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solar  rays,  and  a  certain  effect  on  the  nervous  system  which  comes 
only  from  complete  submersion.  One  of  the  novelists  of  the 
day  has  remarked  that  the  difference  between  the  upper 
and  middle  classes  is  the  difference  in  the  use  of  the  tub  and 
we  fancy  that  the  people  of  twenty  years  from  now  will  look  with 
contempt  upon  the  conveniences  (?)  found  at  such  a  place,  as 
Narragansett  Pier,  where  bathing  is  the  mode.  The  comforts  of  a 
Turkish  bath  as  they  exist  in  the  best  conducted  establishments  in 
the  city  could  for  a  comparatively  trifling  cost  be  transferred  to  the 
sea-shore.  Skilled  attendants  should  be  provided  who  would  not 
only  assist  their  patrons  at  the  toilet  but  who  would  possess 
enough  experience  to  be  able  to  give  them  practical  counsel. 

The  bathing-house  should  be  a  large,  well  ventilated  structure 
with  dressing-rooms  ,of  sufficient  size  for  comfort.  Near  the 
dressing-room  should  be  a  room  containing  a  fresh-water  shower, 
and  next  to  it  a  room  for  drying  the  bather.  There  should  be  a 
large  room  provided  with  reclining  chairs.  The  bathing-house 
should  have  a  covered  passage  leading  to  the  water  so  that  ladies 
could  enter  and  come  from  the  water  without  the  disagreeable 
scrutiny  of  the  loungers  on  the  beach. 

With  these  conveniences  the  patient  steps  from  the  bathing 
pavilion  almost  to  the  water's  edge.  Having  taken  her  bath 
(which  should  be  accurately  timed  at  first  by  a  clock  visible  from 
the  water)  she  quickly  passes  through  the  covered  way  and  enters 
her  douche-room.  An  attendant  helps  her  remove  the  wet  cloth- 
ing and  if  reaction  has  not  commenced  gives  her  a  warm  shower. 
If  the  patient  is  in  a  glow  the  cool  fresh  shower  should  be  used. 

This  lasts  for  a  short  time  and  she  is  quickly  removed  to  the  dry- 
ing-room, where  she  is  rubbed  briskly  with  a  towel  until  the  blood 
is  brought  to  the  surface  over  the  entire  body.  The  patient  is  en- 
veloped in  a  large  Turkish  bath-robe  and  placed  in  a  reclining  chair 
in  the  sitting-room.  Her  hair  hanging  over  the  back  of  the  chair 
is  now  dried  as  much  as  possible  with  a  towel  and  she  can  sit  and  chat, 
look  over  the  papers  and  should  rest  for  about  an  hour.  She  will  then 
feel  refreshed  and  invigorated  and  ready  for  the  task  of  dressing. 

The  covered  way  from  the  bathing  pavilion  to  the  water  is 
necessary,  for  with  such  a  convenience  ladies  can  more  easily  be 
persuaded  to  dispense  with  stockings  and  wear  clothes  which 
will  not  interfere  with  their  freedom  of  motion,  and  are  not 
water-proof. 

If  the  fatigue  of  dressing  and  undressing  be  practically  elimi- 
nated as  it  would  be  by  these  methods  then  it  will  be  found  that  the 
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bath  itself  furnishes  as  much  exercise  as  we  wish  to  take.  The 
difference  between  the  rough  warfare  with  the  resistless  force  of 
the  breakers  and  the  lazy  dalliance  with  the  water  which  laps  the 
sand  on  very  quiet  days,  is  the  difference  between  the  most  violent 
and  the  gentlest  exercise.  Overexertion  must  be  avoided,  for 
impressed  by  the  stimulating  conditions  of  the  bath  the  bather  does 
not  realize  the  amount  of  exercise  taken  until  she  leaves  the  water. 
In  this  we  have  a  means  of  exercise  which  could  be  readily  measured 
to  meet  the  requirements  of  the  case  but  which  like  other  forms  of 
exercise  should  be  taken  under  the  supervision  of  a  physician. 

The  effect  of  the  sunlight  is  exceedingly  important  especially  with 
those  patients  who  are  taking  a  course  of  iron,  and  to  the  nervous 
and  hysterical  women  who  are  so  frequently  troubled  with  in- 
somnia, the  bath  enhances  the  drowsy  influences  of  the  sea-air. 
The  tonic  effects  of  the  bath  when  properly  taken  is  shown  by  the 
increased  appetite  and  the  general  feeling  of  well-being. 

It  will  be  urged  by  some  that  the  bath  cannot  be  utilized  be- 
cause while  living  at  the  sea-side  the  menstrual  period  is  affected. 
In  our  questioning  of  patients  we  have  not  found  this  point 
generally  sustained  and  many  of  them  stated  that  they  menstruated 
without  pain  when  by  the  sea  while  at  other  times  they  suffered 
severely.  To  our  minds,  the  motion  of  a  ship,  the  strange  sur- 
roundings and  change  of  diet,  havemoretodo  with  the  amenorrhcea 
which  we  so  frequently  observe  in  the  emigrants  to  this  country 
than  any  special  effect  of  the  sea-air.  Most  of  the  patients 
questioned  stated  that  they  were  in  the  habit  of  bathing  through- 
out the  menstrual  period  and  had  suffered  no  ill  effects  from  the 
practice.  While  this  might  be  so  in  some  cases  yet  it  is  a  danger- 
ous practice,  as  a  slight  chilling  of  the  body  might  lead  to  grave 
difficulties.  We  have  seen  cases  of  amenorrhcea  greatly  improved 
by  the  sea-shore  and  sea-bath. 

In  case  of  inflammatory  trouble  in  the  pelvis  the  patient 
should  never  bathe  without  the  supervision  of  her  physician.  With 
proper  adjuvants  we  believe  the  surf-bath  will  be  found  superior  to 
the  much  vaunted  mud  or  moor  baths.  Pregnant  women  before 
they  become  unwieldy  are  benefited  by  its  use.  They  should  be 
particularly  careful  to  run  no  risk  of  falling.  Excessive  flow 
associated  with  fibroid  tumors  seems  to  be  a  contra-indication  to 
the  bath  and  the  sea-shore,  for  the  haemorrhage  is  apt  to  increase. 

In  calling  attention  to  the  surf-bath  as  a  useful  agent  in  the 
treatment  of  gynaecological  patients  it  is  distinctly  pointed  out  that 
the  following  conditions  are  essential  : 
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(1.)  The  supervision  of  a  competent  medical  man. 

(2.)  A  comfortable  dressing-room,  drying-room,  and  lounging- 
room,  in  other  words  a  proper  bathing  pavilion  which  should  have 
a  covered  way  to  the  water. 

(3.)  Competent  attendants  and  enough  of  them. 

(4.)  Definite  length  of  bath  and  a  long  rest  after  the  bath  before 
dressing. 

(5.)  Clothing  which  allows  free  movements  of  the  body;  this 
does  not  preclude  an  easy  corset  waist  for  the  very  stout. 
(6.)  Complete  submersion  of  the  person. 


FCETICIDE  VS.  CESAREAN  SECTION. 

At  the  recent  meeting  of  the  American  Medical  Association  at 
Detroit,  the  President  of  the  Section  of  Obstetrics  and  Gynaecology 
made  a  few  remarks  on  the  subject  of  Craniotomy  vs.  Csesarean 
Section.  As  a  question  of  expediency,  in  view  of  the  low  death 
rate  which  attends  the  latter  operation  and  that  of  Porro,  we  feel 
that  Dr.  Montgomery  is  right  in  doubting  "  whether  the  living  child 
should  ever  be  subject  to  embryotomy/'  It  has  been  a  vexed  ques- 
tion, and  obstetricians  may  congratulate  themselves  that  improved 
methods  will  do  away  with  the  awful  responsibility  which  is  in- 
volved in  considering  the  destruction  of  a  living  child.  We  under- 
stand that  according  to  the  laws  of  this  State  the  sacrifice  of  a 
living  child  under  any  circumstances  would  be  murder  although  no 
jury  could  be  found  which  would  literally  enforce  the  laws.  We 
are  thankful  that  the  question  can  be  avoided. 
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Sketches  of  Eminent  Living  Gynaecologists  and  Obstetricians  of 

America. 


E.  C.  DUDLEY,  M.D. 

Dr.  E.  C.  Dudley  was  born  in  Westfield  Mass.  May  29  1850. 
His  direct  ancestor,  a  brother  of  Governor  Thomas  Dudley,  landed 
in  Boston  in  1638  and  afterwards  settled  in  the  famous  old  village 
of  Guilford,  Conn.,  the  cradle  of  so  many  noted  New  England  fam- 
ilies. His  father's  father  and  his  mother's  grandfather  fought  in 
the  Revolutionary  War  and  at  a  later  period  of  our  history,  his 
great-uncle  held  the  important  position  of  postmaster-general. 

Dr.  Dudley's  father  was  a  farmer  in  the  summer  and  in  the 
winter  taught  the  district-school.  Those  who  have  some  knowledge 
of  New  England  life  and  character  will  appreciate  what  the  union 
of  school  and  farm  meant.  New  England  farms  were  not  the  most 
productive  and  they  required  close  attention  to  make  their  cultiva- 
tion a  success.  The  village  life  seventy-five  years  ago  resembled  that 
in  Merry  England  without  the  interference  of  a  superior  and  gov- 
erning class,  and  the  school  teacher  in  both  countries  was  a  man 
representing  the  culture  of  the  people.  On  the  "old  sod"  he  dealt 
with  an  intelligence  which  had  been  repressed  by  its  surroundings. 
In  New  England  the  people  were  infected  with  a  bustling  industry 
which  was  forever  endeavoring  to  find  methods  for  accomplishing 
more  work  in  a  given  time.  Idleness  was  regarded  as  a  crime. 
The  district  teacher  had  no  easy  task  to  keep  his  shoulders  above 
the  tide  of  knowledge  coming  from  every  source  open  to  their  eager 
search.  Most  of  them  became  bent,  from  too  studious  a  life  and 
dyspeptic,  from  a  diet  suited  to  the  out-of-door  life  of  their  com- 
panions. But  when  the  bookworm  is  joined  to  the  tiller  of  the  soil 
strength  and  knowledge  go  hand  in  hand.  Could  we  suggest  a 
better  parentage  for  one  who  had  to  carve  his  career  to  fame  and 
fortune  in  the  bustling  Queen  City  ? 

The  subject  of  this  sketch  attended  the  public  schools  in  West- 
field  until  thirteen  and  from  this  age  until  eighteen  was  in  the  ser- 
vice of  an  apothecary.  This  gave  him  a  practical  knowledge  of 
pharmacy  which  has  always  proved  serviceable.  In  September 
1868,  at  the  age  of  eighteen,  he  began  the  study  of  Latin,  Greek, 
algebra  and  geometry  with  a  tutor  and  eight  months  later  passed 
the  entrance  examinations  for  the  Freshman  class  of  the  academ- 
ical department  of  Dartmouth  College.  He  graduated  from  this 
institution  in  1873  w*tn  tne  degree  of  A.  B.    While  a  student  at  col- 
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lege  he  taught  school  four  terms,  and  at  the  end  of  each  term 
returned  to  Dartmouth,  made  up  lost  studies,  and  continued  with 
his  class.  During  his  collegiate  career  he  relied  almost  entirely  on 
his  own  efforts  for  support. 

In  the  summer  of  1872,  he  was  attached  to  the  U.  S.  Coast  Sur- 
vey with  Prof.  Quimby  who  was  engaged  in  triangulations  between 
the  New  Hampshire  sea-coast  and  Lake  Champlain.  He  attended 
medical  lectures  at  Yale  in  1873-4,  and  coached  the  boys  preparing 
for  the  Freshman  class  in  Latin,  Greek  and  mathematics.  He  took 
his  medical  degree  at  Long  Island  College  Hospital  in  1875  an<^ 
was  valedictorian  of  his  class.  After  serving  for  a  short  period  at 
the  West  Pennsylvania  Hospital,  in  Pittsburg  and  at  the  Charity 
Hospital,  Blackwell's  Island,  he  entered  on  his  service  at  the 
Woman's  Hospital  in  New  York  and  remained  there  eighteen 
months,  completing  the  term  in  1878.  From  this  time  he  has  been 
practicing  in  Chicago. 

In  1882  the  Northwestern  University  Medical  School  (Chicago 
Medical  College)  invited  Dr.  Dudley  to  accept  the  position  of  Pro- 
fessor of  Gynaecology  and  he  still  holds  this  position.  In  1885  he 
was  elected,  by  Dartmouth  students,  a  member  of  the  Phi  Beta 
Kappa  Society. 

Among  the  various  positions  he  has  held  or  holds  may  be  men- 
tioned that  of  Gynaecologist  to  St.  Luke's  Hospital,  Chicago  ;  Mem- 
ber of  the  N.  Y.  County  Med.  Society  ;  Chicago  Gynaecological 
Society;  American  Academy  of  Medicine  ;  American  Gynaecological 
Society  ;  British  Gynaecological  Society  ;  Woman's  Hospital  Alumni 
Association  and  membership  in  various  State  and  other  local 
societies. 

He  founded  and  was  editor  of  the  Chicago  Medical  Review. 

The  following  is  a  list  of  his  papers:  "  Puerperal  Laceration  of 
the  Cervix  Uteri  and  the  Operation  of  Trachelorrhaphy  as  a  Means 
of  Cure,"  Chicago  Medical  Journal  and  Examiner,  March  1879. 

"  Displacements  of  the  Uterus,"  Pepper's  System  of  Medicine. 

"Pressure  Forceps  Versus  the  Ligature  and  the  Suture  in  Vagi- 
nal Hysterectomy,"  Gynecological  Tra?isactions,  1888. 

<CA  Plastic  Operation  Designed  to  Straighten  the  Anteflexed 
Uterus,"  American  Journal  of  Obstetrics,  vol.  xxii.,  No.  2,  1 891, 
etc.,  etc. 

Dr.  Dudley  has  not  been  a  prolific  writer  but  the  character  of 
his  work  has  arrested  attention  abroad  as  well  as  at  home.  Hi? 
practice  is  we  believe  among  the  largest  of  Chicago  and  he  has  a 
very  large  consulting  practice  in  the  surrounding  States.    We  pre- 
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sent  with  this  number  a  portrait,  which  shows  those  lines  of  strength 
of  purpose  which,  together  with  untiring  energy  and  decided  orig- 
inality, were  his  marked  characteristics  while  among  us  in  the  East. 
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FORTY-THIRD  ANNUAL  MEETING  OF  THE  AMER- 
ICAN MEDICAL  ASSOCIATION,  HELD  IN 
DETROIT,  MICH.,  JUNE  7-10. 

Section  on  Obstetrics  and  Gynaecology. 

The  President's  address,  by  Dr.  Montgomery,  of  Philadelphia,  was 
on  the  subject  of  Some  Mooted  Points  in  Obstetrics  and  Gynce- 
cology. 

1  st.  Csesarean  section  versus  craniotomy,  which  he  claimed 
in  view  of  the  safety  of  induction  of  premature  labor,  of  the 
decreased  mortality  of  the  modified  Cesarean  and  Porro  operations, 
has  become  a  serious  question  in  the  minds  of  many  of  the  best 
practitioners,  whether  the  living  child  should  ever  be  subjected  to 
embryotomy,  and  that  in  consideration  of  the  reduced  mortality  of 
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the  Csesarean  procedure  as  shown  by  Zweiful  (1  in  18),  it  was  not 
just  that  the  life  of  one  of  the  interested  individuals  should  be 
destroyed. 

He  urged  that  craniotomy  in  obstructions  of  the  pelvis  be 
elected  only  when:  1st,  the  child  is  certainly  dead  and  its  delivery 
unmutilated  would  endanger  the  vitality  of  the  maternal  tissues; 
2d,  after  repeated  mechanical  efforts  to  deliver  the  child  still  living 
and  the  physical  signs  demonstrate  that  it  is  too  feeble  to  long  sur- 
vive its  birth,  the  maternal  perils  should  not  be  increased  or  com- 
fort lessened  when  it  is  evident  that  the  child  has  no  chance  of 
surviving;  3d,  the  existence  of  hydrocephalus  or  other  irremediable 
disease  in  the  foetus. 

The  Porro  operation  should  be  preferred  to  the  Csesarean  when 
the  uterus  contains  large  fibroid  growths,  or  where  the  patient  has 
been  long  in  labor  and  the  uterus  has  become  bruised  and  partially 
devitalized,  or  in  the  presence  of  beginning  sepsis. 

Placenta  Prcevia. — He  advocated  the  plan  of  Wyder:  i.e.,  dilata- 
tion of  the*  uterus  sufficient  to  permit  of  version  by  the  Braxton 
Hicks  method,  then  drag  the  limbs  into  the  cervix,  which  act  as  a 
natural  tampon  and  prevent  further  haemorrhage.  It  affords  the 
advantage  of  relieving  the  patient  and  physician  of  their  anxiety; 
it  also  decreases  the  danger  to  the  patient  from  sepsis  during  the 
subsequent .  convalescence. 

Sepsis. — He  urged  the  importance  of  prompt  treatment  in  septic 
conditions.  The  uterus  should  be  curetted,  sterilized  by  disinfect- 
ant injections  and  drained  by  the  introduction  of  a  twist  of  iodoform- 
gauze.  Where  it  is  evident  that  the  disease  has  extended  beyond 
the  uterus  into  the  tubes  or  peritoneal  cavity,  early  operation  is 
indicated.  He  advocated  a  similar  plan  of  procedure  in  chronic 
inflammation  of  the  uterine  mucosa,  and  claimed  that  through  the 
removal  of  the  diseased  tissue,  curetting  of  the  cavity  and  thorough 
drainage,  the  disease  would  be  much  more  likely  to  be  limited  to 
the  uterus.  He  advocated  the  Trendelenburg  posture  for  the  advan- 
tage it  afforded  of  performing  operations  upon  the  pelvic  organs,  and 
particularly  where  the  entire  uterus  was  removed.  In  the  removal 
of  the  uterus  for  fibroid  growths,  he  advocated  the  removal  of  the 
stump  as  well,  claiming  that  its  fixation  in  the  lower  angle  of  the 
wound  resulted  in  a  prolonged  convalescence,  a  depressed  granu- 
lating surface  and  a  weakened  v^ntrum. 

He  drew  attention  to  the  usefulness  of  sacral  resection  in  some 
of  the  pelvic  operations,  particularly  where  it  is  necessary  to  re- 
move a  portion  of  the  middle  part  of  the  rectum,  or,  indeed,  treat 
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cancer  of  any  portion  of  the  rectum.  In  some  cases  of  fixation  of 
the  uterus  in  undilated  vaginae,  the  operation  afforded,  a  ready- 
means  of  removal  of  the  organ  when  affected  by  malignant  disease. 

Relation  of  the  Duration  of  Gestation  to  Legitimate  Birth  was  the 
title  of  a  paper  read  by  Dr.  T.  R.  Barker,  of  Philadelphia,  Pa. 

This  was  a  plea  for  greater  latitude  of  judgment  in  medico-legal 
considerations  concerning  the  period  of  gestation.  A  large  number 
of  cases  was  cited  in  the  speaker's  experience  in  which  that  period 
was  much  under  or  much  over  two  hundred  and  eighty  days.  (It 
would  seem  to  be  one  of  the  most  difficult  of  matters  to  establish 
with  accuracy  the  exact  period  of  gestation.  The  reliability  of 
statistics  upon  this  point  is  open  to  grave  doubt. ) 

A  Report  of  Cases  of  Albuminuria  of  Pregnancy  Treated  by  Chloro- 
form Internally  was  read  by  Dr.  J.  M.  Duff,  of  Pittsburgh,  Pa. 

This  method  of  treatment  did  not  commend  itself  to  the  author. 
His  experience  with  it  had  been  unsatisfactory;  it  caused  nausea 
and  was  not  a  method  which  he  approved. 

Delivery  Through  the  Abdominal  Walls  in  Otherwise  Impossible  Births 
was  the  title  of  a  paper  read  by  Dr.  G.  I.  McKelway,  of  Phila- 
delphia, Pa. 

He  believed  that  the  value  of  craniotomy  was  not  yet  fairly 
determined  because  of  the  faulty  conditions  under  which  it 
was  usually  performed.  We  could  not  say  what  the  maternal 
mortality  would  be  if  the  operation  were  performed  very  early. 
The  value  of  the  Caesarean  section  should  only  be  estimated  from 
the  inauguration  of  the  Listerian  era.  What  amount  of  risk  should 
a  woman  be  submitted  to  before  this  operation  was  performed  ? 
Had  the  unborn  child  no  rights  ?  The  average  maternal  mortality 
from  craniotomy  was  eight  per  cent.,  and  in  addition  such  damage 
might  be  inflicted  upon  the  mother  as  to  make  her  miserable  for 
the  remainder  of  her  life.  On  the  other  hand  one  could  not  accept 
the  statement  that  the  Caesarean  section  performed  advisedly  should 
have  no  mortality.  The  statistics  of  the  best  operators  show  an 
average  mortality  of  ten  per  cent.,  and  the  results  from  the  Porro 
operation  were  about  the  same.  The  obstetrician  should  be  allowed 
to  decide  for  himself  between  Caesarean  section  and  craniotomy, 
without  sentiment  or  the  interference  of  the  patient's  friends. 

Dr.  E.  P.  Davis,  of  Philadelphia,  Pa.,  believed  that  diagnosis  was 
all-important  before  deciding  upon  a  severe  obstetrical  operation. 
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If  Csesarean  section  were  to  be  performed  it  should  be  determined 
upon  early  in  the  history  of  the  case.  Craniotomy  was  admissible 
in  the  case  of  monsters  and  hydrocephalic  children. 

Dr.  W.  E.  Ashton,  of  Philadelphia,  Pa.,  thought  the  choice  of 
Csesarean  section  or  craniotomy  should  be  left  to  the  mother,  as  the 
one  who  was  most  concerned.  It  should  not  be  forgotten  that 
Csesarean  section  not  infrequently  left  women  with  very  trouble- 
some hernise.  Few  operations  of  this  character  would  be  performed 
if  they  were  done  only  on  the  wives  or  other  relatives  of  obstet- 
ricians. 

Drs.  Reed,  of  Ohio,  and  Wathen,  of  Kentucky,  believed  that 
craniotomy  upon  living  children  was  inadmissible.  If  all  such 
cases  were  published  it  would  be  found  that  the  mortality  rate  was 
a  high  one. 

Dr.  G.  H.  Rohe,  of  Baltimore,  Md.,  objected  to  the  application 
of  statistics  or  general  principles  to  such  cases  as  were  under  dis- 
cussion. It  was  perfectly  justifiable  to  take  human  life  in  such 
cases  as  were  unsuitable,  for  whatever  reason,  for  Csesarean  section. 

Hysterical  Mania  as  a  Complication  of  Gyncecological  Cases  was  the 
title  of  a  paper  read  by  Dr.  E.  Van  de  Warker,  of  Syracuse, 
N.  Y. 

He  believed  that  this  condition  did  not  tend  to  terminate  in  chronic 
insanity;  that  the  majority  of  asylum  physicians  were  incompetent 
to  perform  their  duties,  and  that  ten  per  cent,  of  the  women  in  in- 
sane asylums  did  not  require  treatment  in  such  institutions,  and 
should  be  returned  to  their  homes.  He  thought  that  hysterical  in- 
sanity should  be  classified  in  the  same  manner  as  other  forms  of 
mental  disease;  it  had  as  its  types  melancholia,  dementia,  and  trau- 
matic insanity,  the  latter  having  been  observed  only  since  the  in- 
troduction of  anaesthesia,  and  being  more  or  less  dependent  upon  it. 

The  Influence  of  Parturient  Lesions  of  the  Uterus  and  Vagina  in  the 
Causation  of  Puerperal  Insanity  was  the  title  of  a  paper  read 
by  Dr.  George  H.  Rohe,  of  Baltimore,  Md. 

This  was  a  very  thoughtful  and  suggestive  paper,  and  narrated 
the  histories  of  four  cases  in  which  puerperal  mania  of  a  violent 
type  was  present,  with  palpable  disease  of  the  sexual  organs, 
sexual  excitement,  and  more  or  less  severe  impairment  of  the 
mental  functions.  The  uterine  appendages  were  removed  in  all 
the  cases,  the  result  being  improvement  in  the  habits  and 
manners  of  two  of  them,  and  complete  restoration  of  the  mind 
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in  the  other  two.  The  conclusions  were  (i)  that  puerperal  insanity 
was  an  infectious  psychosis;  (2)  that  few  cases  occurred  without 
precedent  or  concurrent  puerperal  infection,  usually  with  confusional 
or  acute  mania  and  elevation  of  temperature;  (3)  that  the  disease 
had  a  high  death  rate;  (4)  that  the  pelvic  organs  were  frequently 
involved;  (5)  and  that  the  removal  of  the  source  of  trouble  would 
increase  the  chances  of  recovery. 

The  Operative  Treatment  of  Ventral  Hernia  Resulting  from  Abdominal 
Surgery  was  the  title  of  a  paper  read  by  Dr.  D.  T.  Gilliam,  of 
Columbus,  O. 

The  reader  referred  to  the  fact  that  the  conditions  of  hernia 
resulting  after  abdominal  section  differed  from  those  occurring  in 
hernia  from  other  causes.  The  anatomical  conditions  were  defined 
and  the  statement  was  made  that  cicatricial  tissue  did  not  make  a 
strong  barrier  for  the  prevention  of  hernia  as  was  commonly  sup- 
posed. An  abdominal  wall  containing  cicatricial  tissue  was  there- 
fore predisposed  to  hernia.  The  operative  treatment  of  such  lesions 
was  frequently  unsuccessful,  perhaps  from  a  failure  to  restore  the 
structures  of  the  abdominal  wall  to  their  normal  relations.  The 
operation  which  was  proposed  was  similar  in  plan  to  the  Emmet 
operation  for  cystocele;  the  protruding  tissues  being  depressed  into 
the  abdominal  cavity  with  a  sound,  and  a  broad  strip  of  skin,  ellip- 
tical in  shape,  denuded  around  them.  The  denuded  surfaces  were 
then  carefully  brought  together  with  a  sufficient  number  of  sutures, 
the  undenuded  skin  within  the  ellipse  being  buried  under  the 
wound,  thus  strengthening  the  abdominal  wall  against  a  recurrence 
of  the  hernia. 

The  Prevention  of  Stitch  or  Mural  Abscess  and  Ventral  Hernia  in 
Laparotomy  was  the  title  of  a  paper  read  by  Dr.  W.  H.  Wathen, 
of  Louisville,  Ky. 

The  speaker  observed  that  in  spite  of  all  precautions  mural 
abscess  would  occasionally  occur.  This  might  be  due  to  some 
peculiarity  of  the  tissues  of  which  the  operator  was  ignorant,  or 
which  was  beyond  his  control.  The  only  thing  which  could  be 
done  was  to  perform  the  operation  in  as  aseptic  a  manner  as  possi- 
ble, use  suture  material  which  was  as  unirritating  as  possible,  silver 
or  silkworm-gut  being  preferred,  and  close  the  layers  of  tissue 
separately,  burying  all  but  the  superficial  sutures. 
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The  Cause  and  Treatment  of  Sinuses  Resulting  from  Abdominal 
Section  was  the  title  of  a  paper  read  by  Dr.  Andrew  F.  Currier, 
of  New  York. 

The  author  referred  to  the  constant  attempts  on  the  part  of  nature 
to  repair  injuries,  the  vis  medicatrix  naturce  of  the  ancients.  He  called 
attention  to  the  wonderful  results  of  modern  pathological  science 
in  investigating  the  causes  and  nature  of  disease,  and  the  wonderful 
advantage  which  thus  accrued  to  clinicians  in  their  efforts  to  treat 
and  cure  disease.  The  sinuses  resulting  from  abdominal  section 
were  evidently  the  result  of  the  conservative  action  of  nature  which 
had  been  alluded  to.  Specifically  they  might  be  considered  the  re- 
sult of  the  secreting  function  of  the  peritonaeum.  Their  causes 
might  be  considered  as  constitutional  or  predisposing,  irritative,  and 
septic.  They  were  predisposing  in  cases  in  which  the  peritonaeum 
had  contracted  the  habit,  as  it  were,  of  secreting  excessively  as  in 
tuberculosis,  syphilis,  malignant  disease,  or  any  disease  of  the 
abdominal  viscera  in  which  either  visceral  or  peritoneal  circulation 
was  seriously  interfered  with.  The  most  common  of  causes  was 
irritative  whether  the  irritation  were  mechanical  or  septic,  the  latter 
however  acting  both  chemically  and  mechanically. 

Drainage  and  suture  or  ligature  material  was  the  principal  means 
by  which  irritative  action  was  produced,  its  action  as  a  foreign 
body  being  considered  apart  from  septic  elements  which  were 
frequently  associated  with  it.  Irritation  of  the  peritonaeum  pro- 
duced exudate,  agglutination  of  the  intestines  followed,  and  the 
result  was  a  sinus  of  greater  or  less  extent  and  a  more  or  less  well- 
defined  lumen.  Disintegration  and  absorption  did  not  always 
ensue  so  as  to  dispose  of  the  new  tissue  and  a  persistent  sinus  was 
the  result.  This  was  especially  the  case  where  the  irritant  was  a 
large  or  deeply  situated  ligature,  and  even  its  removal  was  not 
always  followed  by  the  disappearance  of  the  offending  sinus.  Sep- 
sis as  a  cause  of  abdominal  sinuses  was  as  yet  too  obscure  a  subject 
to  admit  of  careful  and  exact  statements.  It  might  be  associated 
with  a  suture  or  ligature  or  with  accumulations  of  blood,  pus,  or 
serum.  It  was  as  yet  too  early  to  define  the  exact  role  of  the  micro- 
organisms of  infection  in  these  cases.  The  consequences  of  these 
sinuses  were  in  general  those  of  persistently  granulating  wounds 
with  more  or  less  interference  to  the  functions  of  the  ab- 
dominal viscera.  They  neutralized  any  possible  benefits  from 
operations  which  had  been  performed,  and  might  be,  directly 
or  indirectly  the  cause  of  a  fatal  issue.    Treatment  was  often  diffi- 
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cult  from  the  fact  that  they  could  not  be  thoroughly  explored,  and 
the  danger  of  penetrating  the  intestines  or  the  peritoneal  cavity. 
Treatment  might  be  expectant,  palliative  or  radical.  Expectancy 
or  inactivity  not  infrequently  resulted  in  ultimate  cure,  or  the  con- 
dition might  be  one  of  persistent  annoyance  as  long  as  the  patient 
lived.  Palliative  treatment  consisted  in  scrupulous  cleanliness,  the 
use  of  astringent  and  stimulating  applications,  and  careful  irrigation. 
The  radical  method  consisted  in  re-opening  the  wound,  dissecting 
away  the  new  tissue,  and  removing  all  possible  sources  of  irritation. 
This  would  be  the  method  of  the  future.  It  was  difficult  and  dan- 
gerous, and  as  at  present  carried  out  was  not  uniformly  successful. 

The  three  foregoing  papers  were  discussed  in  conjunction. 

Dr.  E.  W.  Jenks,  of  Detroit,  Mich.,  thought  that  the  subject  of 
bacteriology  sometimes  received  undue  prominence  in  matters 
pertaining  to  abdominal  surgery,  though  he  did  not  deny  the  im- 
portance of  the  subject.  Strangulation  of  tissues  as  a  cause  of 
mural  abscess  might  usually  be  avoided.  Abscess  was  often  due 
to  excessive  bruising  of  the  tissues,  especially  the  fatty  layer.  He 
objected  to  iodoform  as  a  dressing  for  abdominal  wounds.  Drain- 
age-tubes were  frequently  required  and  he  preferred  those  made  of 
glass.  He  thought  the  separate  suture  of  the  peritonaeum  un- 
necessary. 

Dr.  L.  S.  McMurtry,  of  Louisville,  Ky. ,  emphasized  the  necessity 
of  performing  all  abdominal  operations  in  the  shortest  possible  time. 
Mural  abscess  was  due  more  frequently  to  want  of  cleanliness  than 
to  strangulation  of  tissues.  Hernia  was  frequently  caused  by 
allowing  patients  to  get  up  too  soon  after  operations.  Pressure  on 
the  abdominal  wound  could  frequently  be  avoided  by  the  use  of 
salines  prior  to  an  operation,  and  omission  of  a  milk  diet  after  it. 

Dr.  S.  C.  Gordon,  of  Portland,  Me.,  saw  no  utility  in  the  drainage- 
tube.  Its  use  was  a  confession  that  something  had  been  left  in  the 
abdomen  which  should  have  been  removed. 

Dr.  McIntyre,  of  St.  Louis,  Mo.,  believed  thoroughly  in  the  use 
of  the  drainage-tube.  One  could  never  say  in  advance  that  a  case 
would  follow  an  aseptic  course.  The  drainage-tube  would  furnish 
useful  information  on  this  point. 

Dr.  R.  B.  Hall,  of  Cincinnati,  O. ,  used  the  drainage-tube  after 
every  abdominal  section.  The  danger  of  infection  from  such  a 
source  was  not  to  be  considered  in  comparison  with  the  advantages 
of  the  tube.    For  suture  material  he  preferred  silkworm-gut. 

Dr.  G.  M.  Edebohls,  of  New  York,  thought  that  mural  abscess 
would  seldom  occur  if  operations  were  aseptically  performed.  In 
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ventral  hernia  he  sutured  the  layers  of  tissue  separately,  preferring 
chromatized  catgut  or  silkworm-gut  for  buried  sutures  rather  than 
kangaroo  tendon. 

Dr.  E.  Ricketts,  of  Cincinnati,  0.,  advocated  the  use  of  the 
drainage-tube,  but  not  in  every  case.  He  preferred  worm-gut  as 
suture  material. 

Dr.  W.  P.  King,  of  Kansas  City,  Mo.,  thought  that  the  drainage- 
tube  was  indicated  in  all  cases  in  which  irrigation  was  required, 
and  he  preferred  soft  rubber  tubes  to  glass. 

Micro-organisms  in  the  Diseased  Endometrium  and  Surgical  Inter- 
ference was  the  title  of  a  paper  read  by  Dr.  E.  Laplace,  of 
Philadelphia,  Pa. 

He  had  removed  scrapings  from  the  healthy  endometrium  and  , 
found  twelve  varieties  of  micro-organisms.  These  were  cultivated 
and  experiments  with  them  were  made  upon  rabbits.  In  some  of 
the  cases  the  animals  died,  in  others  they  were  unharmed.  The 
conclusion  was  that  most  of  them  did  no  harm  within  the  uterus. 
Experiments  were  also  made  with  scrapings  obtained  from  the 
diseased  endometrium  many  colonies  of  virulent  microbes  being 
found.  It  was  determined  that  the  secretions  of  the  uterus  furnished 
a  poor  culture  medium  for  microbes,  thus  furnishing  a  reason  why 
they  did  not  more  frequently  get  into  the  blood.  Their  action  was 
intensified  by  cold,  with  the  congestion  which  accompanied  it,  and 
the  discharge  of  serum.  In  the  serum  the  microbes  were  in  a 
favorable  medium.  In  view  of  the  existence  of  microbes  in  the  endo- 
metrium curetting  was  therefore  a  rational  and  logical  procedure. 

Dr.  G.  B.  Massey,  of  Philadelphia,  Pa.,  thought  the  presence  of 
germs  in  the  healthy  endometrium  had  not  been  sufficiently 
demonstrated  in  the  statements  which  had  been  made.  He  be- 
lieved in  the  utility  of  curetting  with  or  without  the  use  of 
electricity. 

Dr.  G.  I.  McKelway,  of  Philadelphia,  Pa.,  thought  that  the  ex- 
periments which  had  been  narrated  emphasized  the  necessity  of 
cleanliness  in  all  operations  upon  the  endometrium. 

Dr.  A.  Vanderveer,  of  Albany,  N.  Y.,  was  an  advocate  of  the 
operation  of  curetting,  and  thought  it  should  always  be  done 
thoroughly,  and  be  accompanied  with  irrigation. 

Dr.  R.  Morris,  of  New  York,  advocated  the  value  of  peroxide  of 
hydrogen  for  sterilization  of  the  uterus.  If  it  were  thoroughly  used 
he  would  not  hesitate  to  employ  dirty  instruments  within  the 
uterus,  although  his  habit  was  to  have  his  instruments  clean. 
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Dr.  Nelson,  of  Chicago,  111.,  referred  to  the  necessity  of  remem- 
bering that  the  uterine  cavity  was  triangular  when  -  using  the 
curette. 

Dr.  W.  E.  Ashton,  of  Philadelphia,  Pa.,  was  opposed  to  the  use 
of  the  curette  in  all  cases  in  which  the  uterus  was  fixed,  orin  which 
there  was  disease  of  the  adnexa. 

Combined  Gynaecological  Operations  was  the  title  of  a  paper  read 
by  Dr.  G.  M.  Edebohls,  of  New  York. 

This  was  largely  illustrative  of  his  personal  experience  He 
referred  to  the  surgical  tendency  of  modern  gynaecology  and  its 
constantly  improving  results.  This,  was  to  be  expected  as  increas- 
ing experience  increased  the' skill  and  dexterity  of  the  surgeon. 

All  gynaecological  operations  required  upon  a  given  individual 
should,  as  a  rule,  be  performed  at  one  sitting.  This  implied  per- 
fect asepsis  and  not  too  long  a  period  of  anaesthesia.  The  latter 
should  seldom  exceed  an  hour  and  a  half.  Two  classes  of  com- 
bined operations  were  to  be  considered,  those  which  included  and 
those  which  did  not  include  an  abdominal  section.  In  the  latter 
class  more  than  one  operation  might  be  required.  The  combina- 
tions which  had  been  effected  in  the  author's  experience  numbering 
from  two  to  five  were  mentioned.  No  mortality  should  attend 
combinations  in  which  there  was  no  abdominal  section.  Of  course 
failures  would  sometimes  occur,  and  the  reader  gave  a  list  of  those 
cases  in  which  he  had  met  with  such  want  of  success. 

Dr.  A.  F.  Currier,  of  New  York,  had  witnessed  Dr.  Edebohls' 
operations  and  vouched  for  the  correctness  of  his  statements.  The 
element  of  time-saving  was  of  course  a  very  important  one  to  most 
women  but  it  should  never  be  considered  if  the  patient's  chances  of 
a  prompt  recovery  were  to  be  jeopardized  by  a  too  prolonged 
series  of  operations.  On  the  other  hand  there  were  many  women 
who  bore  anaesthesia  with  the  greatest  facility,  with  whom  the 
limits  of  an  operation  might  be  prolonged  beyond  the  period  set  by 
the  reader  of  the  paper.  The  facility  and  dexterity  of  the  operator 
should  be  an  important  element  in  determining  the  number  of  opera- 
tions to  be  done  at  one  sitting.  Certainly  if  an  abdominal  operation 
were  to  be  performed  it  would  frequently  be  unwise  to  complicate 
it  with  other  procedures. 

Dr.  H.  O.  Marcy,  of  Boston,  Mass.,  disapproved  of  the  old 
method  of  taking  a  long  time  in  preparing  a  patient  for  an  operation. 
One  might  operate  even  under  unfavorable  existing  conditions  if  the 
operation  were  done  aseptically.    He  had  been  an  advocate  of 
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combined  operations  for  many  years.  As  a  suture  material  he 
thought  kangaroo  tendon  was  superior  to  silk  or  worm-gut. 

Six  Cases  of  Ovarian  Tumors  witli  Twisted  Pedicles,  with  Remarks 
was  the  title  of  a  paper  read  by  Dr.  J.  Tabek  Johnson,  of 
Washington,  D.  C.  (Published  in  full  in  this  number  of  the 
Journal.  ) 

Dr.  Nelson,  of  Chicago,  111.,  had  operated  upon  two  cases  of 
ovarian  tumor  with  twisted  pedicle  and  thought  the  question  of 
diagnosis  a  most  important  one.  In  general  this  condition  should 
be  anticipated  when  a  patient  with  a  tumor  who  is  convalescing 
from  peritonitis,  has  an  attack  of  severe  pain  suddenly  after  violent 
exertion. 

Vaginal  Hysterectomy  for  Cancer  of  the  Uterus  Complicated  with 
Pregnancy  was  the  title  of  a  paper  read  by  Dr.  A.  Vander- 
veer,  of  Albany,  N.  Y. 

If  this  condition  be  discovered  before  the  fourth  month  of 
pregnancy  vaginal  hysterectomy  should  be  performed.  He  had 
collected  reports  of  sixteen  cases  in  which  this  plan  had  been 
adopted.  If  the  condition  be  not  discovered  until  pregnancy 
is  far  advanced  Freund's  operation  may  be  performed,  or  if 
there  be  contra-indications  to  this,  delivery  at  term  may  be 
awaited  and  the  uterus  extirpated  subsequently. 

Dr.  £  P.  Davis,  of  Philadelphia,  Pa.,  suggested  the  advisability 
of  Caesarean  section  if  the  condition  be  not  discovered  until 
pregnancy  is  far  advanced. 

Dr.  R.  T.  Morris,  of  New  York,  made  some  statements  on  ex- 
periments germane  to  the  subject  of  abdominal  supporters  after 
laparotomy.  These  experiments  had  been  made  upon  rabbits,  the 
abdomen  being  opened  and  the  peritonaeum  and  skin  closed  with 
separate  layers  of  catgut  calculated  to  be  absorbed  in  eight  days, 
the  muscles  and  fascia  with  catgut  absorbable  in  fourteen  days. 
In  the  wounds  examined  after  seven  days  the  tissues  were  not 
firmly  knitted  together.  In  those  examined  after  fourteen  days  the 
union  was  firm,  especially  so  in  cases  in  which  union  by  first  in- 
tention had  taken  place.  He  did  not  believe  that  hernia  was 
preventable  by  the  use  of  an  abdominal  supporter.  It  was  better 
to  keep  patients  in  bed  until  the  wound  was  firmly  healed  and  then 
dispense  with  the  supporter. 

Dr.  A.  F.  Currier,  of  New  York,  agreed  with  the  reader  as  to  the 
inefficiency  of  all  forms  of  abdominal  supporters.      However  well 
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they  might  fit  at  first,  they  soon  stretched  and  were  only  an  en- 
cumbrance. He  required  his  patients  to  wear  a  cuirass  composed 
of  strips  of  rubber  plaster,  which  was  changed  every  week,  gave 
firm  and  even  support  and  should  be  used  six  months. 

Colpo-perineorrhaphy  was  the  title  of  a  paper  read  by  Dr.  E.  W. 
Jenks,  of  Detroit,  Mich. 

This  was  the  operation  commonly  referred  to  as  the  Tait  flap- 
splitting  operation.  He  began  to  use  it  in  1877  and  published  his 
cases  in  1877  and  1880.  The  objects  of  the  operation  were  to  re- 
store loss  of  power  and  function  of  the  vagina,  to  restore  the 
sustaining  power  of  the  vagina,  to  restore  the  support  to  the  uterus, 
to  relieve  nervous  and  other  troubles.  The  operation  was  a  failure 
if  it  did  not  accomplish  these  ends.  The  operation  was  then  de- 
scribed including  the  author's  method  of  placing  the  sutures  and 
diagrams  were  shown  illustrating  the  method  of  making  the  flaps. 

Hysterectomy  Without  a  Pedicle  was  the  title  of  a  paper  read  by  Dr. 
S.  C.  Gordon,  of  Portland,  Me.  (Published  in  full  in  this  num- 
ber of  the  Journal.  ) 

NEW  YORK  ACADEMY  OF  MEDICINE. 

Section  on  Obstetrics  and  Gynecology. 
Thursday,  May  26,  1892. 

Dr.  F.  S.  Halsey  presented  a  complete  cast-off  ovum  of  two 
months'  growth.  The  discharge  of  the  ovum,  he  said,  was  un- 
doubtedly due  to  haemorrhage  between  the  uterine  wall  and  the 
wall  of  the  ovum,  as  shown  by  the  blood-clot  on  the  back.  In 
March  the  woman  was  taken  with  a  profuse  haemorrhage,  which 
required  severe  means  to  check  it.  Menstruation  failed  to  appear 
in  April.  On  the  18th  of  May,  about  five  a.m.,  the  woman  felt  an 
intense  abdominal  pain  accompanied  by  a  slight  flow  of  blood;  an 
hour  afterwards,  with  a  sudden  gush,  the  ovum  came  away. 

Dr.  C.  A.  Yon  Ramdohr  presented  an  aseptic  metal  gauze  re- 
ceptacle, in  two  sizes.  The  larger  receptacle  was  capable  of  hold- 
ing about  two  square  yards  of  gauze;  the  smaller  one  about  one 
yard. 

Dr.  Marx  said  he  did  not  consider  these  canisters  sufficiently 
large.    In  one  case  where  he  was  called  upon  to  tampon  the  uterus 
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he  used  five  yards  of  gauze,  and  then  did  not  have  any  left  with 
which  to  tampon  the  vagina.  He  said  that  in  an  emergency  case, 
an  ordinary  bed-sheet,  torn  into  strips  and  boiled  for  three  minutes, 
would  answer  the  purpose. 

Dr.  Grandin  was  of  the  opinion  that  the  gauze  receptacles 
shown  by  Dr.  Von  Ramdohr  were  entirely  too  small.  If  we  are 
called  upon  to  tampon  the  uterus  at  term,  eight  to  ten  yards  of 
gauze  are  necessary  in  order  to  accomplish  our  purpose.  Fortu- 
nately, tamponing  the  uterus  is  an  extreme  measure,  and  we  are 
not  often  called  upon  to  do  it.  In  one  case  that  came  under  his 
observation,  the  uterus  and  vagina  were  packed  with  fully  ten 
yards  of  gauze,  and  then  he  was  obliged  to  resort  to  transfusion  to 
save  the  woman's  life.  In  a  case  of  emergency,  Dr.  Grandin  said 
he  did  not  consider  it  was  necessary  to  stop  to  sterilize  the  gauze. 
It  is  this  refinement  of  antisepsis  that  is  causing  many  physicians 
to  revolt  against  such  methods. 

Dr.  McLean  said  he  would  be  opposed  to  tamponing  a  uterus 
which  was  so  lax  as  to  require  a  larger  amount  of  gauze  than  these 
receptacles  are  capable  of  holding. 

Dr.  Grandin  said  that  in  the  case  cited  by  him,  the  uterus  was 
completely  atonic. 

Dr.  McLean  said  he  has  never  met  with  a  uterus  which  was  sus- 
ceptible of  treatment  at  all  that  would  not  contract  to  some  extent. 

Dr.  Murray,  the  Chairman,  said  that  in  the  case  of  abortion  re- 
ferred to  by  Dr.  Halsey,  one-half  the  amount  of  gauze  contained  in 
the  canister  would  have  been  sufficient  to  stop  the  haemorrhage — 
even  up  to  the  fourth  month.  He  has  never  seen  a  case  of  abortion 
that  required  tamponing.  At  full  term  he  has  seen  one  case  that 
required  it,  and  then  he  did  not  have  anything  to  tampon  with  and 
the  haemorrhage  was  finally  controlled  by  other  means.  He  could 
conceive  of  a  uterus  so  absolutely  atonic  as  to  require  a  large 
amount  of  gauze  to  control  the  bleeding. 

Dr.  Von  Ramdohr  said  that  tamponing  the  uterus  must  be  re- 
garded as  a  last  resource,  after  everything  else  has  been  tried.  In 
the  fifteen  cases  in  which  he  has  tamponed  the  uterus,  by  which 
he  has  saved  the  lives  of  the  patients,  he  has  never  been  obliged  to 
use  more  than  one  yard  of  gauze  in  the  uterus  and  one  in  the 
vagina.  He  could  not  imagine,  generally  speaking,  that  more 
would  be  required  than  this  box  holds. 

Dr.  Waldo  presented  a  specimen  of  Australian  wool,  combed 
and  carded  with  cotton,  which  he  has  found  far  superior  to  the 
ordinary  lamb's-wool  in  making  tampons. 
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Dr.  Von  Ramdohr  also  exhibited  a  pair  of  forceps.  It  is  a  modi- 
fication of  the  Elliot  forceps,  besides  presenting  a  combination  of 
some  ot  the  best  known  instruments. 

The  Treatment  of  Puerperal  Fever.  By  Dr.  C  A.  Von  Ramdohr. 

Dr.  Charles  Jewett  said  he  agreed  with  Dr.  Von  Ramdohr  that 
the  best  treatment  of  puerperal  fever  consisted  in  its  prevention, 
and  that  one  of  the  most  efficient  means  to  do  this  is  to  abstain  from 
making  internal  examinations.  Where  a  vaginal  examination  is 
necessary,  the  hand  of  the  obstetrician  and  the  external  genitals  of 
the  woman  should  be  carefully  prepared.  There  is  greater  danger 
of  carrying  infection  from  this  point  than  from  any  point  higher 
up.  With  regard  to  the  means  of  disinfection,  Dr.  Jewett  said  that 
the  mercurial  douche  is  certainly  a  dangerous  thing,  if  repeated; 
he  has  never  seen  any  accident  follow  a  single  douche.  Mercury 
has  been  found  in  the  stools  after  a  single  injection,  however.  He 
considers  the  mercurial  douche  much  more  effective  than  creolin. 
He  prefers  the  biniodide  to  the  bichloride  of  mercury;  the  former  is 
not  decomposed  by  the  albuminoids  and  is  less  irritating.  Another 
agent  that  he  has  found  of  great  service  is  iodoform.  He  agrees 
with  Dr.  Von  Ramdohr  that  alcohol  is  the  best  constitutional  treat- 
ment for  septicaemia,  although  he  has  never  found  a  patient  who 
was  able  to  retain  even  a  single  bottle  of  brandy  or  its  equivalent  in 
twenty-four  hours.  Another  important  point  is  to  get  rid  of  the 
products  of  germ  life.  This  can  best  be  done  by  the  early  use  of 
the  salines,  given  with  proper  caution. 

Dr.  Currier  referred  to  the  hopeless  cases  of  septicaemia,  where 
the  temperature  may  not  be  much  elevated,  but  where  the  patients 
present  every  evidence  of  complete  septic  saturation.  Such  patients 
will  die  every  time,  in  spite  of  the  internal  use  of  alcohol,  iodoform 
in  the  uterus,  etc.  The  question  then  arises  whether  we  should  do 
an  abdominal  section,  although  the  condition  of  the  patient  is  such 
that  the  operation  would  be  almost  certainly  fatal.  One  agent  that 
has  not  been  mentioned  which  offers  some  degree  of  hope  is  oxy- 
gen, taken  early  and  continued  throughout  the  course  of  the  dis- 
ease. 

Dr.  McLean  spoke  of  the  importance  of  cleanliness  in  obstetri- 
cal work.  A  great  deal  of  the  puerperal  fever  we  see  is  in  consul- 
tation with  the  general  practitioner. 

Dr.  Waldo  mentioned  the  importance  of  giving  a  soap-water 
enema  after  labor  has  established  itself.  This  he  considered  an 
important  element  of  cleanliness. 
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Dr.  Collyer  said  that  the  worst  cases  of  septicaemia  we  see  are 
those  in  which  the  poison  has  entered  the  system  and  permeated 
the  patient.  The  lochia  may  not  be  offensive;  there  may  be  no 
local  symptoms.  In  such  cases  constitutional  remedies  are  very 
valuable.  He  has  found  that  a  timely  dose  of  morphine  may  tide 
a  patient  over  in  some  cases. 

Dr.  Grandin  said  he  was  glad  to  hear  that  Dr.  Von  Ramdohr  was 
opposed  to  the  repeated  douche.  He  considers  one  douche  all- 
sufficient,  providing  it  has  been  preceded  by  measures  which  are 
ample  to  render  the  uterine  cavity  aseptic — that  is,  the  use  of  the 
finger  or  the  curette.  The  douche  alone  does  not  go  deep  enough. 
He  is  in  thorough  accord  with  the  writer  that  we  must  go  down  to 
"  hard  pan,"  scraping  away  entirely  the  degenerated  septic  mucosa, 
and  then  washing  out  the  cavity  with  bichloride  of  mercury  solu- 
tion and  inserting  gauze  drainage.  In  searching  for  localized  pus 
in  a  case  of 'septicaemia,  we  should  not  be  satisfied  with  a  vaginal 
examination  or  palpation,  but  under  an  anaesthetic  to  make  a 
rectal  examination  as  well.  In  the  general  treatment  of  the  disease, 
Dr.  Grandin  said  he  is  opposed  to  the  use  of  coal-tar  preparations  ; 
these,  with  opium,  simply  mask  the  symptoms.  The  application 
of  cold  water  will  keep  down  the  temperature.  The  pulse  is  usually 
very  rapid  and  the  danger  lies  in  heart  failure.  This  is  best  met  by 
brandy  or  whiskey. 

Dr.  Goffe  believed  with  Dr.  Von  Ramdohr  that  the  best  treat- 
ment lies  in  prevention.  He  is  in  the  habit  of  first  giving  the 
patient  a  bichloride  douche,  1-5000,  and  then  explore  the  cavity 
with  a  sharp  curette.  This  is  followed  by  another  douche  and 
the  interior  of  the  uterus  is  then  packed  with  iodoform-gauze. 
The  temperature  usually  falls  and  then  rises  again.  In  the  con- 
stitutional treatment  he  gives  alcohol  and  quinine.  Occasionally 
he  gives  the  coal-tar  derivatives. 

Dr.  Edgar  said  that  the  surroundings  of  a  patient  have  much  to 
do  with  the  causation  of  puerperal  fever.  The  preventive  treatment 
consists  in  absolute  cleanliness.  The  cases  that  have  come  under 
his  observation  were  generally  in  tenement  houses,  where  the 
patients  had  been  under  the  care  of  a  midwife.  As  regards  treat- 
ment, he  is  fully  in  accord  with  Dr.  Von  Ramdohr's  views.  He  is 
in  the  habit  of  employing  the  bichloride  douche,  1-7000,  even 
repeatedly,  although  the  repeated  washing  out  of  the  uterine  cavity 
does  not  seem  to  give  the  satisfactory  results  at  one  time  expected. 

Dr.  Murray  said  that  when  a  patient  has  a  chill  after  labor,  the 
uterus  should  immediately  be  explored.    The  curette  should  never 
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be  used  at  full  term,  without  having  our  finger  at  the  end  of  the 
instrument. 

Dr.  Von  Ramdohr,  in  closing  the  discussion,  said  he  would  only 
refer  to  one  point,  and  that  is,  the  use  of  the  bichloride  douche.  He 
did  not  see  why  it  was  necessary  for  a  man  to  persist  in  using  the 
mercurial  douche  until  he  has  some  personal  experience  with  its 
poisonous  effects.  It  is  generally  conceded  by  authorities  that 
occasionally  mercury,  even  in  a  1-10,000  solution,  will  set  up  a 
nephritis. 

Electricity  vs.  the  Curette  in  the  Treatment  of  Bleeding  Fibroids  of 
the  Uterus.    By  Augustin  H.  Goelet,  M.D. 

It  has  come  to  the  knowledge  of  the  writer  that  patients,  to 
whom  electrical  treatment  has  been  suggested  for  the  relief  of  pain- 
ful and  bleeding  fibroids  of  the  uterus,  have  sometimes  been  misled 
by  certain  opponents  of  this  agent,  and  made  to  believe  that  the 
application  of  the  curette  to  the  endometrium  would  do  as  much 
for  their  condition  as  electricity;  particular  stress  being  laid  upon 
the  assertion  that  this  operation  possessed  the  additional  merit  of 
involving  a  very  much  shorter  period  of  treatment.  Were  this  true 
no  one  would  be  more  willing  to  admit  it  than  I,  and,  for  obvious 
reasons,  more  willing  to  adopt  it  in  preference  to  the  other  more 
protracted  method  of  treatment. 

It  is  time  that  the  general  medical  public  should  know  just  what 
is  to  be  accomplished  by  either  method,  properly  carried  out,  that  is 
just  how  little  may  be  expected  from  curettement,  and  the  uncer- 
tainty of  permanent  benefit,  on  the  one  hand;  and,  on  the  other 
hand,  how  much  is  to  be  gained  by  electricity,  and  the  permanency 
of  the  result  obtained. 

Of  curettement  it  may  be  said  that  it  will  sometimes  temporarily 
arrest  the  bleeding,  though  this  result  is  by  no  means  constant,  nor 
is  it  ever  permanently  effective,  frequent  repetition  of  the  operation 
being  necessitated  by  recurrence  of  the  haemorrhage.  It  exerts  no 
possible  effect  upon  the  growth  of  the  tumor,  either  in  reducing  its 
size  or  arresting  its  development;  consequently  the  pressure  symp- 
toms, and  harassing  pains  are  unrelieved  by  it.  While  on  the  other 
hand,  the  irritation  produced  by  the  traumatism  inflicted  upon  the 
inflamed  endometrium  may  aggravate  the  peri-uterine  engorge- 
ment, and  cause  increased  development  of  the  tumor  by  the  for- 
mation of  fresh  adhesions  between  contiguous  peritoneal  surfaces, 
with  more  permanent  fixation  of  the  mass,  and  increased  blood 
supply.    The  patient  may  thus  be  rendered  more  uncomfortable, 
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since  the  discomfort  of  a  large  fibroid  is  mainly  due  to  its  immo- 
bility, and  the  constant  pressure  upon  the  nerves  of  the  pelvis  and 
important  pelvic  organs.  Where  comparative  mobility  can  be  pre- 
served or  secured,  the  suffering  caused  by  these  tumors  is  greatly 
lessened. 

Let  us  consider  the  causes  of  the  haemorrhage  and  see  if  this 
operation  alone,  directed  against  one  symptom  of  the  condition, 
can  possibly  be  expected  to  exert  any  permanent  benefit. 

The  hypertrophied  and  hyperaemic  condition  of  the  endome- 
trium, which  is  held  accountable  for  the  haemorrhage,  is  brought 
about  by  certain  influences  exerted  by  the  fibroid  in  the  uterine 
wall  and  its  presence  in  the  pelvis,  chief  of  which  is  obstruction  to 
the  circulation  and  consequent  blood  stasis.  The  hyperaemia  is  the 
result  of  an  increased  blood  supply  from  hypertrophy  of  the  arteries 
supplying  the  uterus,  and,  also,  from  new  blood-vessels  derived 
from  attachments  with  adjacent  surfaces  by  adhesions.  When  the 
tumor  has  attained  such  a  size  as  to  press  upon  the  pelvic  or 
abdominal  viscera,  or  the  walls  of  the  pelvis,  adhesions  are  formed 
between  the  contiguous  peritoneal  surfaces  in  consequence  of  a  peri- 
uterine inflammation,  the  result  of  irritation  induced  by  the  fibroid, 
and  additional  nourishment  and  stimulus  for  its  growth  is  then  fur- 
furnished  by  new  blood-vessels  entering  through  the  adhesions. 

The  hyperaemia  of  the  endometrium,  then,  is  secondary  to  a 
condition  beyond  it,  blood  stasis  involving  the  whole  mass  from 
obstruction  to  the  return  circulation  and  increased  arterial  blood 
supply.  The  irritation  exerted  by  the  presence  of  the  tumor  in  the 
uterine  wall  is  likewise  an  important  factor  in  the  causation  of  this 
condition. 

It  is  a  well-known  fact  that  the  endometrium  is  rapidly  repro- 
duced, and,  since  its  removal  by  the  curette,  exerts  no  influence 
upon  the  condition  which  produces  the  hyperaemia,  and  does  not 
cause  a  diminution  in  the  size  of  the  tumor  or  loosen  its  attach- 
ments ;  the  same  condition  reverts  in  time  and  with  it  the 
haemorrhage. 

Against  the  operation  it  may  be  urged  that  a  needless  shock  is 
inflicted  upon  a  system  already  greatly  exhausted  by  repeated 
haemorrhages  and  deranged  by  the  nervous  strain  and  anxiety  con- 
sequent upon  the  condition.  This  shock  should  not  be  ignored  and 
cannot  be  denied,  since  it  is  considered  necessary  to  anaesthetize 
the  patient  to  enable  her  to  bear  the  operation. 

The  increased  vascular  pressure  caused  by  large  fibroids  to 
which  attention  has  been  drawn  by  some  writers,  reacts  upon  the 
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cardiac  muscle,  and  engenders  a  tendency  to  fatal  collapse  after 
operations  in  these  cases,  and  is  to  be  added  as  an  additional 
argument  against  an  operation  which  has  so  little  to  commend  it. 

Hofmeier,  in  1884,  called  attention  to  the  frequency  of  cardiac 
disease  in  cases  of  large  uterine  fibromata  as  an  explanation  of  the 
sudden  death  from  shock,  sometimes  observed  after  operation  upon 
patients  with  these  tumors.1  He  referred  more  particularly  to  re- 
moval by  hysterotomy,  but  he  reports  five  deaths  from  this  cause 
that  occurred  before  any  operation,  and  five  occurring  after  labor, 
out  of  a  series  of  eighteen  cases,  showing  that  sudden  death  may 
occur  at  any  time  and  upon  slight  provocation,  and  any  procedure 
which  submits  an  added  element  of  danger  in  these  cases  should 
be  carefully  avoided  when  possible.  Other  writers  have  made  sim- 
ilar observations.  Fehling  (Wurtemberg  med.  Corresp.-Blatt,  1887), 
in  a  series  of  fourteen  cases,  found  four  with  marked  signs  of  car- 
diac alteration.  He  also  observed  symptoms  of  heart  disease  in 
three  cases  with  fibromata  of  middle  size.  Dower,  (N.  V.  Med. 
your.,  1884,  p.  505)  in  America,  made  similar  observations;  and 
Fen  wick  presented  a  paper  on  the  subject  to  the  Gynaecological 
Society  of  London  {British  Gyncecological  Journal,  vol.  ii.,  p.  72). 
Of  eighteen  cases  of  tumor  of  the  abdomen  collected  by  Sebileau 
of  France,  for  observation  upon  this  point,  seventeen  gave  evidence 
of  cardiac  disease. 

The  danger  of  perforating  the  uterine  wall  with  the  curette  is 
regarded  too  lightly,  though  it  has  occurred  more  frequently  than 
perforation  with  the  electrode  which  is  held  up  to  view  as  one  of  the 
horrors  incident  to  electrical  treatment.  This  objection  can  hardly 
be  advanced,  however,  against  the  treatment  of  haemorrhage  by 
electricity,  since  for  this  purpose  large  carbon  electrodes,  which 
would  be  harmless  in  this  way,  are  generally  employed. 

Of  the  treatment  by  electricity,  it  may  be  said  that  it  will  posi- 
tively control  the  bleeding,  and  the  result  will  be  permanent  if  the 
details  of  its  application  are  carefully  observed.  The  pressure 
symptoms  and  harassing  pains  are  relieved,  and  there  is  almost 
always  a  very  appreciable  diminution  in  the  size  of  the  tumor 
brought  about  by  the  application  of  the  positive  pole  for  the  con- 
trol of  the  haemorrhage.  The  anti-haemorrhagic  action  of  the 
positive  pole  is  directly  attributable  to  the  cauterization  of  the  en- 
dometrium, and  the  retractile  nature  of  the  resulting  eschar,  which 
places  a  barrier  between  the  blood-vessels  and  the  uterine  cavity. 
But,  that  the  haemostatic  effect  of  the  current  is  not  entirely  due  to  the 

1  "  Medical  and  Surgical  Gynaecology, "  Pozzi,  vol.  i.,  p.  234. 
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local  action,  is  proven  by  the  fact  that  puncture  with  the  positive 
pole  where  the  tumor  can  be  reached  by  the  vagina,  and  even 
ordinary  vaginal  applications  of  this  pole  are  known  to  produce  the 
same  effect.  There  is  a  most  pronounced  influence  upon  the  uterine 
and  peri-uterine  circulation  involved  in  the  action  of  the  current, 
which  is  manifested  by  a  diminution  in  the  general  hyperaemia 
of  the  whole  mass  and  lessening  of  the  blood  stasis.  This 
due  no  doubt  in  a  great  measure  to  the  cataphoric  action  of  the 
current,  which  produces  a  local  depletion  at  the  positive  pole  by 
driving  the  fluids  toward  the  negative.2 

One  of  the  first  effects  observed  from  the  action  of  the  current 
is  an  increased  mobility  of  the  mass  from  loosening  of  its  attach- 
ments, and  this  aids  greatly  in  relieving  the  blood  stasis  by  re- 
moving the  constant  pressure  upon  the  vessels  surrounding  the 
uterus.  This  obstruction  to  the  venous  circulation  constitutes  by 
no  means  an  unimportant  factor  in  the  reproduction  of  the  haemor- 
rhagic  tendency  of  these  fibroid  conditions,  and  affords  an  explana- 
tion of  the  temporary  effect  of  curettement. 

The  advantages  in  favor  of  electricity,  besides  those  already 
mentioned,  are  that  its  application  involves  no  shock;  an  anaes- 
thetic is  not  required;  confinement  to  bed  is  avoided;  the  patient 
can  be  treated  at  the  office,  thus  deriving  all  the  benefit  to  be  ob- 
tained from  an  out-door  life,  and  an  immediate  improvement  in 
the  general  health  is  coincident  to  the  treatment.  A  very  con- 
siderable reduction  in  the  size  of  the  tumor  is  frequently  obtained, 
especially  when  it  is  accessible  by  the  vagina  for  puncture.  A 
symptomatic  cure  can  always  be  confidently  promised,  and  by  this 
I  mean  absolute  and  permanent  control  of  the  haemorrhage,  free- 
dom from  pain,  and  removal  of  the  pressure  symptoms.  This 
statement  does  not  apply,  of  course,  to  conditions  where  complica- 
tions render  the  proper  applications  of  the  agent  impossible. 

A  careful  observance  of  minute  details  is  essential  to  success 
with  this  treatment.  It  must  be  understood  that  if  the  haemorrhage 
is  not  controlled  promptly  by  applications  with  the  usual  platinum 
sound  electrode,  the  cervix  must  be  dilated  and  a  carbon  electrode 
which  will  fit  the  cavity  and  form  contract  with  its  walls,  must  be 
substituted  and  the  whole  surface  of  the  endometrium  from  fundus 

2  Buckmaster,  in  an  essay  published  in  the  Brooklyn  Medical  Jour.,  Nov.  and 
Dec.  1888,  illustrates  the  action  of  the  current  by  some  interesting  experiments 
made  upon  fibroid  tissue.  The  article  is  well  written,  and  should  be  carefully 
read  by  those  who  believe  that  electricity  is  incapable  of  exerting  any  decided 
influence  upon  morbid  conditions  of  the  female  generative  apparatus. 
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to  os  internum  must  be  submitted  to  the  caustic  action  of  the 
current.  The  carbon  electrodes  of  Apostoli  are  the  onlyxmes  suit- 
able for  this  purpose. 

Doubtless  many  of  the  failures  to  control  uterine  haemorrhage 
with  this  agent  are  the  result  of  an  imperfect  understanding  of  the 
principles  involved  in  its  application,  and  unfamiliarity  with  the 
technique;  and  I  am  quite  sure  that  failure  is  frequently  due  to  the 
use  of  electrodes  which  are  not  adapted  to  meet  the  requirements 
of  the  condition,  and  but  an  imperfect  application  of  the  agent  has 
been  made.  Contact  with  the  surface  is  necessary  for  effective 
cauterization,  and  each  section  included  by  the  electrode  must  be 
submitted  to  the  continuous  action  of  the  current  for  at  least  five 
minutes  in  obstinate  cases.  The  strength  of  the  current  is  a  matter 
of  importance  and  must  be  adapted  to  suit  each  individual  case. 
It  must  be  understood  that  a  greater  strength  of  current  can  be 
employed  with  the  carbon  electrode  because  it  presents  a  greater 
area  of  surface  than  the  smaller  sound  electrode,  and  because 
the  cervical  canal,  which  is  more  sensitive  than  the  cavity,  is 
excluded. 

DISCUSSION. 

Dr.  Boldt  said  that  in  his  opinion,  in  a  certain  number  of  cases, 
the  words  of  Dr.  Goelet  proved  true.  At  the  same  time  it  seems 
strange  that  there  should  be  so  many  gynaecologists  who,  according 
to  his  statements,  know  absolutely  nothing  at  all  about  the  applica- 
tion of  electricity.  As  far  as  the  adhesions  are  concerned,  which 
Dr.  Goelet  claims  result  from  the  use  of  the  curette,  Dr.  Boldt  said 
he  has  never  seen  them.  On  the  other  hand,  we  frequently  see 
adhesions  from  the  use  of  the  galvanic  current,  followed  sometimes 
by  degenerative  changes  which  may  absolutely  endanger  life. 
This  he  has  never  seen  result  from  the  curette. 

Dr.  Waldo  recited  a  case  that  had  come  under  his  observation 
where  profuse  haemorrhage  was  on  two  occasions  completely  con- 
trolled by  the  application  of  the  electric  current,  after  all  ordinary 
methods  had  failed. 

Dr.  Goffs  said  that  only  in  a  limited  number  of  cases,  where  the 
uterine  tumor  was  very  small,  could  it  be  reached  by  electricity. 
In  order  to  accomplish  anything,  you  must  apply  your  electric 
current  to  every  square  centimetre  of  the  uterine  cavity,  making  a 
good  eschar.  It  is  only  where  you  have  a  small,  symmetrical 
tumor  that  you  are  going  to  get  your  electricity  to  do  that  without 
thorough  dilatation,  and  that  you  cannot  effect  without  an  anaes- 
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thetic.  A  great  majority  of  the  tumors  cannot  be  reached  at  all  in 
that  way.  The  cavity  of  the  uterus  becomes  tortuous,  and  you 
cannot  apply  a  carbon  electrode  to  every  part  of  its  surface.  He 
does  not  consider  electricity  the  grand  panacea  in  these  cases. 

Dr.  Collyer  said  that  the  best  method  of  treatment  depends  some- 
what upon  the  size  of  the  tumor,  as  well  as  its  location.  He  is  in 
favor  of  the  sharp  curette,  used  with  judgment.  In  using  that  in- 
strument, all  the  crevices  in  the  uterus  should  be  thoroughly 
curetted.  After  curettement,  some  styptic  can  be  employed. 
Electricity  will  help  reduce  the  size  of  the  tumor  and  stop  haemor- 
rhage by  contracting  the  blood-vessels  and  the  muscular  fibres. 

Dr.  Buckmaster  said  that  we  are  bound  to  accept  the  results  of 
honest  men  who  have  had  a  large  experience  in  any  particular  line 
of  work,  and  if  their  results  differ  from  those  of  the  majority,  it  is 
due  to  the  fact  that  they  apply  the  agent  in  a  different  way.  If  Dr. 
Goelet  says  that  he  cures  these  cases  in  every  instance  by  the  use 
of  electricity,  then  he  handles  that  agent  better  than  others  who 
do  not  cure  their  cases  by  its  means.  It  is  a  very  complicated 
matter  to  apply  the  electric  current  correctly.  Dr.  Buckmaster  said 
that  his  own  success  has  not  been  so  great  with  it,  although  he  has 
been  able  to  relieve  a  great  many  cases.  In  order  to  use  the 
curette  properly,  we  must  provide  good  drainage,  while  with  the 
electricity  we  leave  everything  aseptic.  For  that  reason,  he  thinks 
it  is  often  advisable  to  use  the  current,  and  that  it  is  a  very  valuable 
aid  in  the  hands  of  men  who  are  competent  to  use  it.  As  regards 
the  experience  of  those  who  have  taken  up  electricity  merely  to 
disprove  its  value,  he  does  not  consider  it  of  the  slightest  weight. 

Dr.  Grandin  said  that  in  the  case  of  a  very  small  fibroid  tumor, 
he  does  not  question  at  all  that  the  electric  current  is  as  good  as 
the  curette,  but  in  the  case  of  a  large  tumor  in  the  pelvis,  with  the 
uterine  cavity  distended,  he  has  found  it  impossible  in  the  vast 
majority  of  cases  to  employ  electricity.  With  these  large  fibroids, 
and  a  tortuous  uterine  cavity,  it  is  not  possible — in  this  country  at 
least — to  insert  the  large  carbon  electrode  which  Apostoli  has 
advised. 

Dr.  Goelet,  in  concluding  the  discussion,  said  that  he  had  an 
object  in  presenting  the  question  as  he  did.  He  has  no  objections 
against  curettement  nor  does  he  question  its  efficacy:  he  simply 
questions  the  statement  of  the  gentlemen  who  say  that  the  curette 
can  do  as  much  for  these  patients  as  the  electric  current.  Patients 
are  frequently  advised  to  take  electrical  treatment,  and  then 
another  man  tells  them  that  the  curette  will  do  just  as  much. 
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Another  object  he  had  in  view  was  to  forcibly  bring  out  the  fact 
that  the  current  is  not  properly  tried  and  used.  The  electtode  must 
be  kept  stationary,  covering  a  small  section  at  a  time.  Dr.  Goelet 
said  that  to  the  best  of  his  knowledge  there  are  not  four  sets  of 
carbon  electrodes,  as  advised  byApostoli,  in  this  city,  and  yet  men 
wonder  why  they  fail.  We  do  not  get  much  haemorrhage  unless  the 
tumor  is  large.  In  reply  to  Dr.  Grandin's  statement  that  you  can- 
not insert  the  electrode  into  the  uterus  in  the  case  of  a  large-sized 
tumor,  Dr.  Goelet  said  that  those  are  just  the  ones  where  it  can  be 
inserted,  and  where  its  action  proves  most  beneficial  in  controlling 
haemorrhage. 


CORRESPONDENCE. 

In  reply  to  the  request  of  our  correspondent  in  the  June  number, 
we  have  made  inquiries  at  the  different  hospitals  and  submit  the 
information  in  such  a  form  that  those  desiring  to  see  gynaecological 
work  as  members  of  a  house  staff  may  have  a  ready  means  of  know- 
ing what  is  done  and  by  whom. 

Bellevue  Hospital,  Twenty-seventh  street  and  First  avenue. 

The  Gynaecological  Service  is  divided  into  three  divisions. 
Each  division  has  one  ward  numbering  twenty  beds  with  extra 
facilities  for  patients  after  major  operations. 

Second  Division 

is  under  charge  of  Dr.  Wm.  M.  Polk  and  Dr.  C.  C.  Barrows,  assist- 
ant. The  number  of  gynaecological  cases  treated  were  last  year 
not  given. 

House  staff  consists  of  three  members  appointed  by  competitive 
examination  from  the  graduates  of  the  University  Medical  College 
to  serve  two  years.  The  house  surgeon  is  the  only  member  of  the 
staff  who  lives  in  the  hospital. 

The  following  is  a  list  of  the  operations  performed  from  June  i, 
1 891,  to  June  1,  1892: 

Laparotomies  for  salpingitis  and  ovaritis,  3;  hydrosalpinx,  2;  pyo- 
salpinx,  5;  ovarian  abscess,  2;  salpingitis,  7;  ovarian  cyst,  7;  haema- 
toma  ovarii,  2;  haematoma  and  salpingitis,  2;  perityphlitis,  2;  atro- 
phic ovaritisary  salpingitis,  1;  prolapsus  ovarii  and  cystic  ovaritis, 
1;  tubercular  peritonitis,  3;  sarcoma  in  pelvis,  1 ;  suppurating  sinus, 
1 ;  dermoid  cyst,  2. 

Supra-pubic  hysterectomy  for  fibroma  uteri,  3;  fibroma  uteri  and 
right  hydrosalpinx  and  left  pyosalpinx,  1;  fibroma  uteri  and  cystoma 
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ovarii,  1 ;  fibroma  uteri  and  right  cystoma;  fibroma  ovarii  and  left 
hydrosalpinx,  1;  prolapsus  uteri,  3;  fibro-cystic  tumor,  1. 

Hysterorrhaphy  for  retroversion  uteri,  6;  prolapsed  uterus,  3; 
retroversion  uteri  and  prolapsed  ovary  and  tube,  3;  retroversion 
uteri  and  salpingitis,  2;  retroversion  uteri  and  hydrosalpinx,  1. 

Exploratory  laparotomies  for  fibroma  uteri  and  pregnancy,  1; 
pelvic  abscess,  r. 

Vaginal  hysterectomy  for  carcinoma  uteri,  3;  for  prolapsus 
uteri,  2. 

Herniotomy;  ventral,  2;  inguinal,  1.  Splenectomy,  enlarged  and 
movable  spleen,  1 .  Nephrorrhaphy  for  floating  kidney,  1 .  Embryot- 
omy for  retroflexion  uteri  and  pregnancy, with  gangrene  of  the  bladder, 
1 ;  Alexander's  operation,  retroversion  uteri,  1 ;  Schultze's  method  for 
prolapsed  ovary  and  tube,  1  ;  Whitehead's  operation  for  haemor- 
rhoids, 3;  Kraske's  operation  for  stricture  rectum,  resection  of  rec- 
tum and  amputation  of  coccyx,  plastic  operation  for  stricture  rectum, 
1;  gastric  fistula,  1;  curetting  and  packing  for  endometritis,  47; 
chronic  salpingitis  and  endometritis,  8;  puerperal  septicaemia,  1; 
trachelorrhaphy  for  lacerated  cervix,  10;  perineorrhaphy  for  lacerated 
perinaeum,  22;  trachelorrhaphy  and  perineorrhaphy,  16;  colporrha- 
phy  posterior  for  rectocele,  4;  colporrhaphy,  anterior  for  cystocele,  9; 
Dudley's  operation  for  antiflexion  uteri,  5;  plastic  operation,  divul- 
sion,  fistula  in  ano,  ligation  and  incision — fibroid  polypus — forcible 
dilatation  and  insertion  of  Sims'  glass  plug  for  vaginismus,  1;  for 
vaginal  atresia,  1 ;  amputation  of  cervix  for  hypertrophy  of  cervix, 
ligation  and  enucleation  of  cyst  of  anterior  vaginal  wall;  opening 
and  packing,  vulvo-vaginal  abscess;  opening  and  draining  pelvic 
abscess,  amputation  of  breast,  carcinoma  of  breast,  3. 

Total  number  of  cases  of  laparotomy,  77;  mortality,  2  cases. 
Plastic  operations,  141  cases;  mortality,  o  cases.  Obstetric  opera- 
tions, embryotomy,  1  case. 

Mortality.  — Laparotomy  for  ovarian  cyst,  1 ;  exploratory  cyst,  1 ; 
embryotomy  (five  month  pregnancy)  and  retroflexion  uteri,  1; 

Third  Division 

is  under  charge  of  Dr.  Wm.  T.  Lusk  and  A.  Flint,  assistant.  The 
number  of  gynaecological  cases  treated  during  the  year  was:  (?) 

House  staff  consists  of  three  members  who  are  appointed  by 
competitive  examination  from  the  graduating  class  of  Bellevue 
Hospital  Medical  School  to  serve  for  eighteen  months.  The  last 
six  months  of  service  room  and  board  are  furnished. 
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The  following  is  the  list  of  operations  performed  from  June  i, 
1891,  to  June  1,  1892: 

Laparotomy  for  cyst  of  ovary  and  adhesions,  1 ;  cyst  of  ovary, 
no  adhesions,  5;  cyst  of  ovary  and  adhesions,  1;  cyst  of  ovary  and 
no  adhesions,  5  ;cystic  degeneration  of  right  ovary,  1 , -fibroid  of  uterus, 
with  adhesions — old  sinus  and  abscess  in  front  of  uterus,  1;  double 
hydrosalpinx,  1;  multilocular  cyst  of  both  ovaries,  1;  extra-uterine 
pregnancy  macerated  foetus  and  placenta,  1;  extra-uterine  preg- 
nancy, hematoma,  1;  pelvic  cellulitis,  1;  double  salpingitis  and 
ovaritis,  1;  tubercular  tube  and  ovaritis,  1;  ventral  hernia,  1;  cyst 
on  right  side — old  sinus,  1;  perineorrhaphy,^  operation  forhsemor- 
rhoid,  1;  curetting,  8;  curetting  and  packing  for  carcinoma,  5;  cur- 
etting and  trachelorrhaphy,  1;  divulsion,  5;  divulsion  and  curetting, 
1;  colporrhaphy,  perineorrhaphy  and  removal  of  haemorrhoid,  1; 
removal  of  condylomata  vulvae,  1;  vulvo-vaginal  abscess,  3;  oper- 
ation for  recto-vaginal  fistula,  1 ;  operation  for  rectocele,  1 ;  trache- 
lorrhaphy, 3;  operation  for  inguinal  adenitis,  2  ;  divulsion  after 
incision,  1;  operation  for  urethral  caruncles  (new  methods),  1; 
operation  for  pelvic  abscess  (through  vagina),  2;  colporrhaphy  and 
perineorrhaphy,  1;  trachelorrhaphy  and  perineorrhaphy,  2;  trache- 
lorrhaphy, colporrhaphy  and  perineorrhaphy,  1;  Schultze  operation 
for  retroversion  of  uteri  with  adhesions,  1;  operation  for  submu- 
cous uterine  fibroid,  1;  removal  of  fibroid  polypus,  1;  curetting 
and  trachelorrhaphy,  1. 

Mortality. — Two  deaths.  Laparotomy,  fibroid  uterus,  etc.,  with 
adhesions — old  sinus  and  abscess  in  front  of  uterus,  1;  extra-uterine 
pregnancy — laparotomy,  2;  plastic  operations,  49;  mortality,  o. 

Fourth  Division 

is  under  the  care  of  Dr.  W.  G.  Wylie  and  R.  H.  Wylie,  assistant. 
The  number  of  gynaecological  cases  treated  last  year  were:  (?) 

House  staff  consists  of  three  members,  appointed  by  competi- 
tive examination.  All  regular  practitioners  are  eligible.  The 
term  of  service  is  two  years.  The  last  six  months  room  and  lodg- 
ing are  furnished  at  the  hospital. 

The  following  is  a  list  of  the  operations  performed  from  June  1, 
1 89 1 ,  to  June  1,  1892: 

Laparotomies  for  pyosalpinx,  1 2;  salpingitis,  4;  cystic  ovaritis,  1; 
uterine  fibroids,  1;  pyosalpinx  and  acute  peritonitis,  1;  ovarian  cyst, 
3;  haematoma  and  salpingitis,  1;  ovarian  cyst  and  pyosalpinx,  2; 
ovarian  cyst  and  salpingitis,  1 ;  retroversion  uteri  and  adhesions,  1 ; 
tubal  pregnancy,  1;  pelvic  peritonitis,  1;  appendicitis  and  gen. 
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purulent  peritonitis,  i;  pyosalpinxand  ovaritis,  i;  pelvic  abscess,  i; 
septic  peritonitis,  i;  new  growth  in  pelvis,  i;  exploratory  lapa- 
rotomy, 2;  ovaritis,  1;  ovaritis  complicating  retinitis,  1  ;  purulent 
peritonitis,  1.  Herniotomies,  femoral,  1;  ventral,  3.  Suprapubic 
hysterectomy  for  fibroma  uteri,  1.  Divulsion  and  curetting  for 
endometritis  and  stenosis,  1.  Stem  drainage  for  endometritis,  17; 
chronic  endometritis,  1;  dysmenorrhcea,  3;  hystero-epilepsy,  1. 

Curetting  for  carcinoma  uteri,  5;  erosions  cervix,  1;  abortion,  4; 
uterine  polypus,  1;  subinvolution  and  metritis,  1;  excision  polypus, 
urethral  caruncle,  1.  Trachelorrhaphy  for  laceration  of  the  cervix; 
14.  Perineorrhaphy  for  prolapsus  uteri  and  rectocele,  1;  laceration 
of  the  perinaeum,  7.  Alexander's  operation  for  retroversion  uteri, 
with  adhesions  cystocele,  1.  Retroversion  Uteri,  1.  Trachelorrha- 
phy and  perineorrhaphy,  sac,  cervix  and  perinaeum,  4.  Amputation' 
cervix  for  cervical  erosions,  1;  nephrotomy,  1.  Divulsion  Sims' 
glass  plug  for  vaginismus,  1.  Whitehead  operation  for  haemor- 
rhoids, 2.  Operation  for  condylomata,  1;  ischio-rectal  abscess  and 
fistula  in  ano,  1  ;  obliteration  vagina  for  prolapse,  1;  unicornus 
uterus;  divulsing  and  curetting,  1.  Operation  for  vulvo-vaginal 
abscess,  1. 

Total  number  of  cases,  119.  Laparotomies,  43.  Plastic  oper- 
ations, 74. 

Mortality. — Four  deaths.  Two  laparotomies  for  salpingitis. 
One  laparotomy  for  general  purulent  peritonitis.  One  laparotomy 
for  pyosalpinx. 

German  Hospital,  corner  of  Fourth  avenue  and  Seventy-seventh 
street. 

Accommodates  180  patients.  Report  of  year  1891.  Gynaeco- 
logical department  under  the  charge  of  Dr.  Florian  Krug.  164 
cases  were  treated  during  the  year. 

House-staff,  six  members  appointed  by  competitive  examination 
to  serve  for  two  years;  second  four  months  assistant  house  gyn- 
aecologist with  skin  and  venereal  service  ;  third  four  months  house 
gynaecologist  and  has  charge  of  female  medical  wards.  Examina- 
tions are  held  in  the  spring  and  fall.  First  four  months  externe, 
after  that,  board  and  lodging  in  hospital.  Candidate  must  speak 
German  as  well  as  English.    There  is  a  training  school. 

Laparotomy  pro  absessu  intra-peritoneal,  3;  pro  cystomat.  ovarii, 
5;  pro  cysto-sarcomate  ovarii,  1;  pro  carcinomat.  ovarii,  2;  explo- 
rativa,  1;  fibromat.  uteri,  1;  gestatione  extra-uterina,  4;  haematom. 
ovar.  suppur.  2;  hydrosalpinge,  2;  oophoritide  cystica,  2;  peritoni- 


792 


Corres p^ondence. 


tide  tubercul.  i;  pyosalpinge  et  abscess,  ovar.  4;  pyosalpinge  et 
degener.  cystic,  ovar.  1;  salpingo-oophoritide  3;  sarcomate  uteri, 
i;  ovarii,  1;  tumore  abdominale,  1.  Abortio  artificialis,  1;  ampu- 
tatio  cervicis,  3;  colotomia  pro  obstruct,  intestin.  1;  colporrhaphia 
anterior,  2;  posterior,  1;  anter.  et  colpo-perineorrhaphia,  3;  colpo- 
perineorrhaphia,  6;  colporrhaphia,  amputatio  cervicis  et  laparato- 
mia  pro  retroflexione  uteri,  1 ;  dilatatio  cervicis  pro  hyperem  gravid, 
1;  excisio  polypi,  1;  caruncul.  urethras,  1;  hysterectomia  abdomi- 
nalis,  4;  laparo-vaginalis,  2;  vaginalis,  8;  (Kraske,  1;)  hysterorrha- 
phia  abdominalis  5;  trans-peritonialis  (Krug),  3;  operatio  pro  pla- 
centa retenta,  3;  fistula  post  laparotomiam,  4;  endometritide,  21; 
parametritide  supur,  2.    Perineorrhaphia,  5.    Trachelorrhaphia,  1. 

Presbyterian  Hospital,  Seventieth  street  and  Madison  avenue. 
Has  no  special  gynaecological  department.  Gynaecological  cases 
are  teated  in  both  the  medical  and  surgical  division,  but  operative 
work  is  confined  to  the  surgical  side.  Visiting  physicians  are  Dr. 
A.  H.  Smith,  Dr.Wm.  H.Flint,  Dr.  W.Gilman  Thompson.  The  visit- 
ing surgeons  are  Dr.  Charles  K.  Briddon  and  Dr.  Andrew  J.  Mc- 
Cosh.  The  number  of  gynaecological  cases  treated  in  the  medical 
side  (Report  of  1891)  was  63,  and  in  surgical  side  40. 

House-staff,  eight  members,  appointed  by  competitive  exami- 
nation to  serve  two  years.  Application  is  made  to  board  of  man- 
agers care  of  hospital.  The  candidate  is  investigated  by  this  body 
and  if  his  credentials  are  satisfactory  his  name  is  sent  to  the  medi- 
cal board,  who  hold  a  competitive  examination.  The  service  is 
so  divided  that  the  interne  is  eighteen  months  on  one  side  and  six 
months  on  the  other.  He  lives  at  the  hospital  during  the  whole 
term,  is  furnished  with  board  and  washing,  but  is  allowed  to  re- 
ceive no  fees  nor  do  any  practice  outside  his  regular  work.  There 
is  a  training  school. 

The  executive  management  is  vested  in  Irving  Fisher,  M.D. 

The  following  is  a  list  of  the  gynaecological  operations,  year 
ending  September,  1891  : 

Laparotomy — Pelvic  abscess,  1;  pyosalpinx,  15;  hydrosalpinx, 
1;  interligamentous  cyst,  pyosalpinx,  1;  oophoritis,  1;  chronic  ova- 
ritis, 2;  oophoritis,  2;  ovarian  cyst,  4;  salpingo-ovarian  cyst,  car- 
cinoma, 1;  painful  tubal  stump,  1;  sarcoma  of  broad  ligament,  1. 
Carcinoma,  amputation  cervix,  1;  haemorrhage,  curetting,  1.  Cervix, 
divulsion  for  stenosis,  5.  Fibroid,  laparotomy,  2;  internal  pedun- 
culated, 1.  Fungoid  endometritis,  curetting,  8.  Hysterectomy, 
abdominal,  2;  vaginal,  3.    Prolapsus,  amputation  cervix,  1;  "Alex- 
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ander's,"  i;  and  retroversion,  "Alexander's,"  i.  Retained  secre- 
tions, curetting,  i;  membranes,  curetting,  3;  and  placenta,  1. 
Trachelorrhaphy,  6.  Vagina  and  vulva  :  Colporrhaphy,  2  ;  ure- 
thral caruncle,  i:  vesico-vaginal  fistula,  1;  vulvo-vaginal  abscess, 
2.  Perineorrhaphy,  8;  recto-vaginal  fistula,  1. 

Mt.  Sinai  Hospital,  corner  of  Lexington  avenue  and  Sixty-sixth 
street. 

Gynaecologist,  Dr.  Paul  F.  Munde.  345  gynaecological  cases 
were  treated  year  ending  December,  1 891. 

House-staff  consists  of  eight  members,  appointed  by  competi- 
tive examination  to  serve  for  two  years.  The  executive  examina- 
tions are  held  in  the  spring.  All  take  their  meals  at  hospital.  Pro- 
visional assistant  does  not  reside  at  hospital.  There  is  a  training 
school. 

The  following  is  the  list  of  operations  :  Laparotomy  for  hema- 
tosalpinx, 1;  multilocular  cystoma  of  the  ovary  1;  ovarian  cyst,  6; 
pediculated  fibroid  of  uterus,  1 ;  pelvic  adhesions,  1;  pyosalpinx,  4; 
salpingo-oophoritis,  4;  tubercular  peritonitis  with  double  oophor- 
ectomy, 1;  hysterectomy  for  fibroids,  3;  hysterorrhaphy,  2.  Ab- 
scess of  abdominal  wall,  1;  pelvic,  15.  Abdominal  sinus,  incised 
and  curetted,  3;  Alexander's  operation,  6.  Atresia  of  vagina,  1. 
Amputation  of  cervix.  2.  Colpocystotomy,  1.  Curetting  uterus 
for  retained  secundines,  20;  for  endometritis,  13  ;  cervix  for  carci- 
noma, 2  ;  vagina  for  carcinoma,  1.  Cystocle,  "Stoltz's"  opera- 
tion, 3.  '  Discission  and  dilatation  of  cervix,  12.  Excision  of  cer- 
vical polypus,  1.  Fistula  abdominovaginal,  plastic  for,  1;  vesico- 
vaginal, plastic  for,  5.  Fibroid  of  urethra,  1.  Lacerated  perinaeum, 
incomplete  operation  (Tait's),  10.  Lacerated  perinaeum,  complete, 
operation  (Tait's),  1.  Laparotomy  for  cyst  of  broad  ligament,  1; 
double  dermoid  cyst,  2;  exploratory,  3;  for  hsematoma  of  ovary,  2; 
haematocele,  2.  Paracentesis  for  ascites,  1.  Pelvic  haematocele 
incised  and  drained  through  the  vagina,  2  ;  pelvic  sinus  drained 
through  the  vagina,  3  ;  polypus  of  uterus,  1;  pyosalpinx  incised  and 
drained  through  vagina,  1;  rectocele,  Hegar's  operation,  7;  stenosis 
of  vagina,  1;  trachelorrhaphy,  22;  urethral  carnucle,  2;  uterine 
fibroid  submucous,  enucleation,  1. 

St.  Francis  Hospital,  609  Fifth  street.  Under  the  charge  of  the 
Sisters  of  St.  Francis.  250  beds.  W.  G.  Gillette,  consulting  gy- 
naecologist. G.  M.  Edebohls,  visiting  gynaecologist.  The  special 
department  of  this  hospital  is  under  the  care  of  Dr.  Edebohls,  who 
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does  all  the  operative  work.  The  report  for  1890  shows  that  241 
gynaecological  cases  were  treated  in  the  hospital. 

House-staff  consists  of  two  house  physicians,  two  assistant 
house  physicians,  a  house  surgeon  and  an  assistant  house  surgeon. 
The  medical  and  surgical  house  officers  are  appointed  by  competi- 
tive examination  and  serve  one  year  in  their  respective  depart- 
ments. The  gynaecological  department  is  included  with  the  surgi- 
cal division. 

The  following  is  a  list  of  the  operations  for  1890  :  Laparotomy 
for  adherent  retroverted  uterus,  hysterorrhaphy,  3;  movable  retro- 
verted  uterus,  perperitoneal  hysterorrhaphy,  1;  carcinoma  of  uterus, 
vaginal  hysterectomy,  2;  carcinoma  of  uterus,  laparo-vaginal  hys- 
terectomy, 2;  fibromata  uteri,  laparo-myomectomy,  1;  sloughing 
fibroid  and  septic  uterus,  abdominal  panhysterectomy,  1;  fibroma 
uteri  and  colloid  adeno-epithelioma  of  tubes  and  ovaries,  salpingo- 
oophorectomy,  1;  chronic  salpingo-oophoritis,  2;  double  pyosal- 
pinx,  4;  double  pyosalpinx  and  ovarian  abscess,  4;  abscess  of  right 
ovary,  1;  haematosalpinx,  2;  tubal  pregnancy,  i;  tubal  and  perito- 
neal tuberculosis,  1;  perineorrhaphy,  13;  hymenectomy,  1;  for 
urethral  caruncle,  2;  anterior  colporrhaphy,  7;  divulsion  of  cervix 
uteri,  3;  discission  of  cervix  uteri,  2;  trachelorrhaphy,  12;  amputa- 
tion of  cervix  uteri,  7;  curettement,  21;  for  uterine  polypus,  1; 
shortening  of  round  ligaments,  16;  dilatation  of  sphincter  ani,  2; 
excision  of  rectum,  1 ;  nephrorrhaphy,  2. 

St.  Luke's  Hospital,  Fifty-fourth  street  and  Fifth  avenue. 

Number  of  beds,  2  24.  Has  no  special  gynaecological  department. 
Dr.  Wm.  M.  Polk  is  consulting  gynaecologist.  Gynaecological  cases 
are  treated  in  the  medical  and  surgical  divisions,  but  operative 
work  is  confined  to  the  surgical  side.  The  visiting  physicians  are 
Drs.  Beverley  Robinson,  Francis  P.  Kinnicut,  A.  Brayton  Ball, 
George  L.  Peabody  and  Albert  A.  Davis.  The  attending  surgeons 
are  Drs.  Robert  Abbe,  L.  Bolton  Bangs,  Francis  W.  Murray,  B. 
Farquhar  Curtis  and  Francis  H.  Markoe.  The  number  of  gynaeco- 
logical cases  treated  in  the  medical  division  (Report  October,  1 89 1 ) 
was  52  and  in  the  surgical  division  83.    There  is  a  training  school. 

House  staff,  six  members,  appointed  by  competitive  examina- 
tion to  serve  two  years.  House-staff  live  in  the  hospital  except 
the  first  six  months.  No  member  is  allowed  to  do  any  practice 
outside  the  hospital,  nor  to  receive  any  fees  in  the  hospital.  The 
executive  management  is  vested  in  the  pastor  and  superintendent, 
Rev.  Geo.  S.  Baker.    There  is  a  training  school. 
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The  following  is  a  list  of  the  gynaecological  operations  and  those 
done  on  the  female  pelvis  for  the  year  ending  October,  1 89 1  : 

Ovariotomy  for  cyst,  3;  carcinoma,  1;  chronic  ovaritis,  1.  Re- 
moval of  appendages  for  uterine  fibroids,  2;  pyosalpinx,  4.  Lapa- 
rotomy for  hematocele,  1;  excision  of  cyst  of  broad  ligament,  1; 
hematosalpinx,  1;  sub-peritoneal  fibroids,  1;  drainage  for  hemato- 
salpinx, 1;  pyosalpinx,  1;  abscess  of  broad  ligament,  1;  pelvic 
abscess,  1.  Alexander's  operation,  2.  Vaginal  hysterectomy  for 
carcinoma,  2  ;  prolapse,  1.  Curetting  uterus,  4.  Removal  of  uter- 
ine fibromata  per  vaginam,  2.  Trachelorrhaphy,  9.  Perineorrha- 
phy, 6.  Posterior  colporrhaphy,  1.  Excision  urethral  caruncle,  1. 
*Laparotomy  and  drainage  for  tubercular  peritonitis  with  abscess, 
1;  *peri-typhlitic  abscess,  4;  *excision  of  appendix  for  recurrent 
appendicitis,  1;  *chronic  appendicitis,  1  ;  *reduction  of  intussus- 
ception, 1;  Obstruction  from  bands,  2;  *excision  of  carcinoma  of 
descending  colon  with  lateral  anastomosis,  1;  *excision  of  fecal 
fistula  with  lateral  anastomosis,  1;  ^exploratory  laparotomy,  15; 
*incision  and  drainage  for  peri-typhlitic  abscess,  3. 

Womans'  Hospital,  corner  Fiftieth  street  and  Lexington  avenue. 

One  hundred  and  twenty  beds.  Restricted  to  gynecological  cases. 
The  visiting  staff  consists  of  five  surgeons,  each  of  whom  has  two 
assistants.  While  one  assistant  surgeon  is  serving  in  the  hospital' 
his  colleague  has  charge  of  a  semi-weekly  clinic.  The  staff  is  as 
follows:  Dr.  Thomas  Addis  Emmet,  Dr.  Henry  Nicholl,  Dr.  Clem- 
ent Cleveland,  Dr.  Bache  McE.  Emmet  and  Dr.  Horace  T.  Hanks. 
The  assistant  surgeons:  Dr.  J.  Duncan  Emmet,  Dr.  A.  H.  Buck- 
master,  Dr.  P.  F.  Chambers,  Dr.  Paul  Outerbridge,  Dr.  G.  A. 
Kletzsch,  Dr.  Leroy  Broun,  Dr.  John  Aspell,  Dr.  A.  S.  Bird,  Dr. 
R.  B.  Talbot,  Dr.  H.  C.  Coe.  The  number  of  cases  treated  during 
the  year  ending  September  30,  1891,  was  689. 

The  house  staff  consists  of  six  members  appointed  by  com- 
petitive examination  in  June  and  December,  to  serve  eighteen 
months.  Six  months  externe  service,  one  year  board  in  hospital. 
Not  permitted  to  practice  outside  of  regular  duties.  The  executive 
management  vested  in  Mr.  S.  H.  LeRoy,  superintendent.  No 
training  school. 

The  operations  performed  for  the  year  amounted  to  570.  Only 
the  laparotomies  are  specified. 

Laparotomy  for  carcinoma  of  liver,  1;  cyst  of  broad  ligament,  4; 
chronic  oophoritis,  13  ;   ovarian  cystoma,  22  ;  cysto-sarcoma  of 

*  Nothing  to  indicate  whether  these  patients  are  male  or  female. 
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ovary,  i;  pyosalpinx,  10;  sarcoma  of  ovary,  2;  abscess  of  ovary,  1; 
peritonaeum,  papilloma,  1;  peritonitis,  tubercular,  2;  pyonephrosis, 
1;  spleen,  enlarged,  2;  uterus,  fibroma  of,  6;  descending  colon  and 
carcinoma  of,  1;  carcinoma,  1;  tumor  of,  1;  ventral  hernia,  2. 

Roosevelt  Hospital,  Fifty-ninth  street,  between  Ninth  and  Tenth 
avenues. 

The  gynaecological  cases  are  treated  in  a  special  division  of  the 
hospital.  This  division  is  in  charge  of  Dr.  Geo  M.  Tuttle,  attending 
gynaecologist,  and  Dr.  Edwin  B.  Cragin,  assistant  attending  gynae- 
cologist. 

The  house  staff  concerned  in  the  gynaecological  division  con- 
sists of  two  members,  a  house  gynaecologist  and  assistant  house 
gynaecologist.  The  appointment  is  made  in  the  spring  of  the  year, 
is  competitive,  and  the  term  of  service  is  for  twelve  months.  One 
hundred  and  eighty-eight  cases  were  treated  during  the  year  1891. 

Abortion,  incomplete,  curetting,  10;  anteflexion  of  uterus,  rapid 
dilatation  of  cervix,  1 ;  anteflexion  of  uterus,  trachelotomy  (Dudley's), 
1  ;  Bartholinitis,  suppurative,  incision,  drainage,  3;  Bartholinitis, 
suppurative,  removal  of  gland,  2  ;  Bartholinitis,  suppurative;  salpin- 
go-oophoritis,  removal  of  gland,  1 ;  carcinoma  of  cervix  uteri,  cur- 
etting, 1;  carcinoma  of  uterus,  curetting,  2;  carcinoma  of  uterus, 
vaginal  hysterectomy,  2:  carcinoma  of  breast,  amputation,  1; 
carcinoma  of  rectum;  pregnancy,  Caesarean  section,  1;  cyst  of  broad 
ligament,  double  papillomatous,  laparotomy,  removal,  1;  cystitis, 
chronic,  vaginal  cystotomy,  drainage,  1;  cystitis,  chronic,  urethral 
stricture,  vaginal  cystotomy,  drainage;  internal  urethrotomy,  1; 
endometritis  fungosa,  curetting,  18;  endometritis  purulenta,  curett- 
ing, 1;  endometritis;  haemorrhoids,  curetting;  Allingham's  oper- 
ation, 1 ;  endometritis;  haemorrhoids;  lacerated  cervix  and  perinaeum, 
curetting;  Allingham's  operation,  1;  erosion  of  cervix  uteri,  high 
amputation,  \\  fibro-myoma  uteri,  abdominal  hysterectomy,  3; 
fibro-myoma  uteri,  curetting,  2;  fibro-myoma  uteri,  exploratory 
laparotomy,  2;  fibro-myoma  uteri,  salpingo-oophorectomy,  7;  fibro- 
myoma  uteri,  submucous,  removal,  1;  fibro-myoma  uteri;  endome- 
tritis; lacerated  cervix  and  perinaeum;  rectocele  and  cystocele, 
curetting;  trachelorrhaphy;  anterior  colporrhaphy ;  perineorrhaphy, 
1;  fibro-myoma  uteri;  ovarian  cyst,  ovariotomy;  salpingo-oophorec- 
tomy, 1;  fibro-myoma  uteri;  ovarian  haematoma,  ovariotomy;  sal- 
pingo-oophorectomy, i;  fistula  in  ano,  excision,  1;  hematosalpinx, 
salpingo-oophorectomy,  2  :  hypertrophy  of  infra-vaginal  portion 
of  cervix,  high  amputation  of  cervix,  1 ;  intestinal  obstruction, 
laparotomy  ;  inguinal  colotomy,  1  :  ischio-rectal  abscess,  incision, 
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curetting,  drainage,  i;  laceration  of  cervix  uteri,  curetting,  i;  lac- 
eration  of  cervix  uteri,  trachelorrhaphy,  17;  laceration  and  ero- 
sion, amputation  (Schroeder's),  2  ;  laceration  of  cervix  uteri  and 
perinseum,  trachelorrhaphy  ;   perineorrhaphy,  36  ;   laceration  of 
cervix  uteri  and  perinseum,  complete,  trachelorrhaphy  ;  perine- 
orrhaphy,   2  ;   laceration   of  cervix   uteri  ;   cystocele,  trachelor- 
rhaphy; anterior  colporrhaphy,  1;   laceration  of  cervix  uteri  and 
perinaeum ;   cystocele,    trachelorrhaphy;   anterior  colporrhaphy; 
perineorrhaphy,  3;  laceration  of  cervix  uteri  and  perinaeum  ;  cys- 
tocele, trachelorrhaphy ;  anterior  colporrhaphy,  1  ;   laceration  of 
cervix  uteri;  haemorrhoids,  trachelorrhaphy;  Allingham's  operation, 
j  j  laceration  of  cervix  uteri  and  perinaeum  ;  cystocle;  procidentia 
uteri,  trachelorrhaphy;  anterior  colporrhaphy;  perineorrhaphy,  1; 
laceration  of  perinaeum,  incomplete,  perineorrhaphy,  11;  laceration 
of  perinaeum,  complete,  perineorrhaphy,  6;  laceration  of  perinaeum; 
cystocele,  perineorrhaphy;  anterior  colporrhaphy,  1;  laceration  of 
perinaeum;  cystocele,  perineorrhaphy,  1;  laceration  of  perinaeum; 
enuresis,  plastic  on  urethra,  1;  laceration  of  perinaeum;  rectocele, 
perineorrhaphy;  anterior  colporrhaphy,  1;  ovarian  abscess,  ovari- 
otomy, 2;   ovarian  cyst,  ovariotomy,  5;    ovarian  cyst,  salpingo- 
oophorectomy,  1 ;  ovarian  cyst;  salpingo-oophoritis,  ovariotomy; 
salpingo-oophorectomy,  1 ;  ovarian  cyst;  salpingo-oophoritis  ;  sec- 
ondary haemorrhage,  secondary  laparotomy,  1;  ovarian  papilloma 
(single),   salpingo-oophorectomy,  1;  ovarian  papilloma  (double), 
salpingo-oophorectomy  (double),  1;    ovarian  cyst;  hydrosalpinx, 
salpingo-oophorectomy,   1;  ovarian  haematoma,  salpingo-oopho- 
rectomy, 1;    ovarian  haematoma;   salpingo-oophoritis,  salpingo- 
oophorectomy,  1 ;  ovarian  tumor,  exploratory  laparotomy,  1 ;  par- 
ovarian cyst,  rupture  under  ether,  1;  pelvic  abscess,  incision,  drain- 
age, 2;  polypus,  submucous,  curetting,  removal,  1;  procidentia 
uteri,  2d  degree,  trachelorrhaphy;  anterior  colporrhaphy,  1;  pro- 
cidentia uteri,  2d  degree,  amputation  of  cervix,  1;  procidentia  uteri, 
2d  degree,  trachelorrhaphy;  perineorrhaphy,  1;  procidentia  uteri,  2d 
degree,  perineorrhaphy,  1 ;  procidentia  uteri,  2d  degree,  colporrha- 
phy; perineorrhaphy,  1;  procidentia  uteri,  2d  degree,  colporrhaphy, 
(Le  Fort's);  perineorrhaphy,  1;  procidentia  uteri,  2d  degree;  lace- 
rated perinaeum,  colporrhaphy  (Le  Fort's)  ;  perineorrhaphy,  1  ;  pro- 
cidentia uteri,  3d  degree  ;  lacerated  vagina,  vaginal  hysterectomy, 
1  ;    pyosalpinx   (single),    salpingo-oophorectomy,  1  ;  pyosalpinx 
(double),  salpingo-oophorectomy,  8;  pyosalpinx  (double);  ovarian 
abscess,     salpingo-oophorectomy  ;    ovariotomy,    1  ;  pyosalpinx 
(double);  ovarian  cyst,  salpingo-oophorectomy;  ovariotomy,  1; 
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pyosalpinx  (double)  ;  ovarian  haematoma,  salpingo-oophorectomy 
( double),  i  ;  retention  of  dead  foetus,  removal,  curetting,  4  ; 
retroversion  of  uterus,  hysterorrhaphy,  1;  retroversion  and  fixa- 
tion of  uterus,  hysterorrhaphy,  1  ;  retroversion  and  fixation 
of  uterus  ;  salpingo-oophoritis,  hysterorrhaphy  ;  salpingo-oopho- 
rectomy,  1 ;  salpingo-oophoritis  (single),  salpingo-oophorectomy 
(single),  2;  salpingo-oophoritis  (double),  salpingo-oophorectomy 
(double),  2  ;  sarcoma  of  ovary,  laparotomy,  ovariotomy,  1  ; 
stenosis  of  cervix,  rapid  dilatation,  3  ;  stenosis  of  vagina,  rapid 
dilatation,  2;  tumor  of  bladder,  rapid  dilatation  of  urethra  for  ex- 
amination, 1;  urethrocele,  suppurating,  incision,  drainage,  1;  ure- 
throvaginal fistula,  closure,  2;  urethral  caruncle,  removal,  1; 
uterine  polypus;  lacerated  cervix,  removal  of  polypus;  trachelor- 
rhaphy, 1;  ventral  hernia,  laparotomy,  herniotomy,  1;  vesico- 
vaginal fistula,  closure,  2. 

(To  be  Continued.) 


ABSTRACTS. 
FROM  AMERICAN  SOURCES. 

Vulvo-  Vaginitis  in  Children. 

Dr.  J.  Whitridge  Williams  {Maryland  Med.  Journal)  narrates 
several  interesting  cases  of  this  disease. 

Case  I. — S.  W.,  aged  three  years.  Four  months  ago  her  mother 
noticed  a  profuse  discharge  which  came  on  suddenly  and  has  con- 
tinued ever  since;  the  discharge  being  so  profuse  that  it  became 
necessary  to  change  her  clothes  several  times  a  day.  There  was 
no  difficulty  in  walking,  and  only  for  a  few  days  was  there  pain  on 
micturition.  On  examination  a  thin  yellowish  discharge  was  seen 
bathing  the  parts  and  coming  from  the  vagina;  the  vulva  was 
markedly  reddened,  but  not  swollen;  the  vagina  was  also  reddened. 
The  mother  stated  that  ascarides  had  been  found  in  the  stools  of 
late.  Gonococci  was  found  in  the  secretion.  The  case  was  treated 
at  first  by  the  introduction,  twice  a  week,  of  iodoform  supposi- 
tories and  later  by  the  application  of  silver  nitrate,  30  grains  to  the 
ounce.    Case  discharged  cured  at  the  end  of  three  months. 

Case  II. — R.  W.,  aged  five  years.  Marked  yellowish,  muco- 
purulent vaginal  discharge  for  the  past  week,  with  considerable 
pain  on  passing  water.  Examination  showed  the  genitals  red  and 
swollen,  and  a  vaginal  discharge;  no  pus  in  urethra. 
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An  older  sister,  seven  years  old,  had  a  similar  discharge  for  the 
past  five  weeks.  A  grown  brother  was  said  to  have  gonorrhoea  and 
the  children  used  his  towels.  Many  gonococci  (?)  were  found  in 
the  secretion.    Case  only  seen  once. 

Case  III. — I.  G.,  aged  two  years.  For  the  last  month  had  had 
a  whitish  discharge  from  the  vagina,  not  very  profuse.  Vulva 
only  slightly  reddened.  Another  child,  three  years  old,  living  in 
the  same  house,  had  a  similar  discharge.  Diplococci  of  all  kinds 
found  in  the  discharge  some  without  the  leucocytes. 

Much  improved  after  a  month's  treatment  with  silver  nitrate 
applications. 

Case  IV. — A.  B.  aged  eight  years.  One  week  ago  a  profuse 
yellowish  discharge  came  on  suddenly,  accompanied  by  frequent 
and  painful  micturition.  The  child  had  ophthalmia  when  a  few 
weeks  old,  and  its  mother  has  now  a  profuse  leucorrhoea,  which 
she  attributes  to  gonorrhoeal  infection  from  her  husband  some 
years  previously.  An  older  sister,  with  whom  the  child  sleeps, 
had  a  similar  attack  several  years  before.  Mother  and  children  all 
use  the  same  toilet  articles.  On  examination,  the  genitals  were 
markedly  reddened  and  sensitive  and  bathed  in  a  considerable 
amount  of  yellowish  muco-purulent  discharge.  Gonococci  was 
found  abundantly  in  the  discharge.  Treated  with  iodoform  sup- 
positories and  application  of  silver  nitrate;  marked  improvement 
after  a  month's  treatment. 

Case  V. — E.  B.,  aged  three  years.  When  first  seen  there  was  a 
slight  muco-purulent  discharge,  which  had  been  first  noticed  about 
a  month  previously,  when  it  was  quite  profuse.  The  mother  has 
had  a  leucorrhoea  for  the  past  six  or  seven  years,  but  gives  no 
history  of  gonorrhoea.  On  examination  the  parts  were  not  inflamed, 
and  only  a  small  amount  of  whitish  discharge  could  be  seen.  No 
gonococci  could  be  found.  Discharged  cured  after  six  weeks' 
treatment  with  silver  nitrate  applications. 

In  the  other  three  cases  there  had  been  a  purulent  discharge 
from  the  vagina,  for  periods  varying  from  one  day  to  a  year;  they 
all  presented  histories  similar  to  the  above,  but  as  they  were  not 
examined  microscopically,  we  will  not  consider  them  in  detail. 

From  a  consideration  of  these  eight  cases  it  will  be  seen  that 
five  of  them  were  examined  as  to  the  presence  of  micro-organisms; 
and,  of  the  five,  four  contained  what  appeared  to  be  gonococci. 

In  regard  to  the  diagnosis  and  treatment  he  says  :  It  is  impos- 
sible to  distinguish  between  the  infectious  and  non-infectious  forms 
except  by  means  of  the  microscope.    So,  for  general  practice,  the 
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best  rule  is  to  consider  all  cases  as  infectious  unless  we  are  certain 
that  they  are  due  to  irritation  of  some  sort. 

The  probable  gonorrhceal  origin  of  most  cases  of  the  disease 
has  a  very  important  medico-legal  bearing.  Owing  to  the  fre- 
quency of  perfectly  innocent  modes  of  infection,  the  supposition 
that  a  gonorrhceal  vaginitis  is  due  to  criminal  action  could  only  be 
justified  in  a  very  small  proportion  of  cases,  in  which  the  circum- 
stantial evidence  was  of  the  most  complete  nature;  and  in  view  of 
the  uncertainty  about  distinguishing  the  gonococcus  such  a  case 
would  be  most  difficult  to  prove.  Non-infectious  cases  are  to  be 
treated  by  removing  the  cause.  All  infectious  cases  are  to  be 
treated  with  the  most  scrupulous  cleanliness  and  wTith  every  pre- 
caution to  prevent  further  infection.  The  child  should  be  supplied 
with  its  own  toilet  articles  and  be  taught  the  danger  of  handling  its 
genitals;  and  its  attendant  should  be  most  careful  in  cleansing 
herself  after  caring  for  the  child.  In  the  vast  majority  of  cases, 
constitutional  treatment  alone  will  not  cure  the  disease,  and  sooner 
or  later  we  are  obliged  to  resort  to  the  use  of  local  applications. 
Those  that  we  have  found  most  efficacious  have  been  the  introduc- 
tion of  suppositories  of  iodoform  and  cocoa  butter  into  the  vagina, 
and  the  application  of  silver  nitrate.  Of  the  two,  the  silver  nitrate 
applications  are  far  superior ;  a  solution  of  thirty  grains  to  the 
ounce  should  be  applied  to  the  vagina  twice  a  week  by  means 
of  a  small  sound  covered  with  absorbent  cotton,  until  the  discharge 
ceases.  Frequently  the  parts  are  so  sensitive  that  the  child  cannot 
bear  the  application,  and  in  these  cases  it  is  well  to  apply  a 
little  cocaine  before  making  the  silver  application.  If  this  fail  after 
a  good  trial,  we  should  then  resort  to  the  use  of  suppositories  of 
iodoform.  Whatever  the  mode  of  treatment,  the  genitals  should  be 
frequently  cleansed  with  warm  water  and  Castile  soap  and  then 
dusted  with  boracic  acid. 

Diagnostic  Sign  in  Peritonitis. 

There  is  one  sign  says  Dr.  B.  T.  Shim  well  {Journ.  Am.  Med. 
Asso.,  July  ii,  1 89 1 ),  in  the  diagnosis  of  peritonitis  that  I  think 
is  conclusive  in  forming  an  opinion.  I  have  found  it  present  in  all 
forms  of  peritonitis — the  so-called  idiopathic,  tuberculous  and  post 
operative.  It  is  the  absence  of  Douglas'  cul-de-sac  as  felt  through 
the  rectum.  Every  one  who  has  examined  many  rectums  knows 
that  when  the  finger  is  introduced  to  the  anterior,  after  passing 
beyond  the  internal  sphincter  there  is  felt  a  mass  that  has  the  sen- 
sation as  if  the  rectal  walls  had  prolapsed;  this  is  always  pushed 
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aside  and  the  continuation  of  the  canal  followed.  This  mass  is 
made  by  Douglas'  cul-de-sac,  which  pushes  the  rectal  wall  down- 
ward. If  the  rectum  is  examined  in  a  case  of  peritonitis  this  mass 
will  not  be  present.  Instead,  the  finger  will  turn  about  in  space 
and  have  to  be  introduced  farther  into  the  bowel;  in  some 
cases,  pushing  the  anal  surface  upward  to  the  roof  made  by  the 
floor  of  the  sac.  This  is  most  marked  in  the  male.  I  have  been 
unable  to  feel  the  floor  of  the  sac,  even  when  the  abdomen  was  full 
of  fluid  and  the  belly  walls  excessively  distended.  This  is  due  to 
the  contraction  of  the  mesentery,  which  draws  up  the  rectum, 
obliterating  in  whole  or  in  part  the  recto-uterine  or  recto-vesical 
space. — N.  Y.  Medical  Times. 

Salicine  for  Pelvic  Pain. 

Cheron  {Med.  ATews)  states  that  in  pelvic  pain  during  the  course 
of  metritis  or  salpingo-ovaritis  as  well  as  in  pelvic  cellulitis  and 
peritonitis,  particularly  if  these  troubles  are  associated  with  rheu- 
matism, that  salicine  is  of  value.  In  those  women  who  after  the 
menopause,  have  uterine  pain  and  discomfort  in  the  lumbar  or 
sacral  region,  with  occasional  flushes  of  heat  and  neuralgic  dartings, 
a  careful  interrogation  as  to  any  history  of  rheumatism  should  be 
sought  for,  and  if  this  disease  is  found  to  be  present,  salicine  is  ad- 
ministered. The  dose  which  he  ordinarily  recommends  is  fifteen 
grains,  to  be  divided  into  three  parts.  Very  soon  after  the  drug  is 
administered  the  pain  decreases.  Cheron  generally  directs  that  one 
drachm  of  salicine  be  divided  into  twelve  capsules.  One  of  these 
capsules  may  be  given  morning,  noon  and  night,  the  patient  taking 
a  glass  of  water  at  the  same  time  to  prevent  irritation  of  the 
stomach. — Arch,  of  Gyn. 

Combemale,   on  the  Micro-organisms  Observed   in  the  Blood  in 
Eclampsia. 

In  a  communication  to  the  Medical  Society  of  the  Loire,  Com- 
bemale called  attention  to  this  theory  of  Blane,  who  had  found  a 
microbe  in  the  urine,  and  to  the  work  of  Faure,  who  has  discovered 
a  micrococcus  eclampsias  in  the  placenta. 

The  micro-organisms  which,  by  their  presence  and  their  secre- 
tions, cause  eclamptic  phenomena  in  pregnant  women,  have  been 
found  in  the  blood  by  Combemale.  In  four  instances  of  eclampsia, 
cultures  of  the  blood  had  shown  the  presence  either  of  the  staphylo- 
coccus aureus  and  albus  together,  or  of  the  staphylococcus  albus  alone. 
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The  author  does  not  of  course  regard  this  limited  number  of 
experiments  as  conclusive,  but  reaffirms  his  belief  in  the  microbic 
theory  of  eclampsia.  The  diversity  of  the  germs  found  does  not 
militate  against  its  acceptance.  He  regards  eclampsia  rather  as  a 
symptom  than  as  a  distinct  disease. — The  Epitome. 

J.  Brunton  on  the  Use  of  Actcea  Racemosa  in  Dysmenorrhcea  and 
Ovarian  Irritation. 

I  have  used  it  in  a  series  of  cases,  and  always  with  a  benefit  or 
cure;  whether  the  dysmenorrhcea  is  of  uterine  or  of  ovarian  origin 
its  action  is  the  same.  It  practically  abolishes  pain  at  those  times, 
when  the  pain  and  discomfort  of  dysmenorrhcea  makes  the  patient's 
life  a  burden  to  her.  Its  use  gives  a  freedom  from  distress,  a  com- 
fort and  relief,  that  the  patient  is  usually  not  slow  to  tell  of;  where 
she  has  been  previously  confined  to  bed,  she  can  afterwards  con- 
tinue her  usual  duties. 

Besides  its  anodyne  action,  its  special  and  tonic  effect  on  the 
uterus  and  appendages  is  often  most  marked.  In  some  cases  it 
may  replace  ergot  with  the  utmost  advantage,  as  in  metrorrhagia. 
Combined  with  iron  I  have  often  used  it  with  decided  benefit  in  the 
amenorrhcea  of  early  girlhood,  the  quantity  of  the  flow  gradually 
increasing  under  its  administration.  It  is  best  given  in  20-30 
minim  doses,  thrice  a  day,  four  days  previous  to  the  usual  time 
that  the  flow  makes  its  appearance. 

In  the  cases  of  ovarian  irritation  and  puerperal  depression  and 
melancholia,  it  has  simply  to  be  tried  to  be  regularly  adopted.  Where 
there  is  a  gnawing  pain  in  the  ovaries,  pain  more  or  less  constant  in 
the  back,  weariness  and  mental  depression,  a  few  doses  of  actaea  re- 
move the  pains,  give  a  feeling  of  relief,  and  brighten  the  mental  sky 
of  the  sufferer,  making  her  feel,  in  her  own  words  "a  new  woman." 

The  conclusions  I  would  draw  from  its  use  are  these: 

It  is  certainly  anodyne,  and  may  with  advantage  take  the  place 
of  bromides  and  opiates  for  dysmenorrhceic  pain.  In  addition  it 
has  a  direct  action  on  the  uterus,  causing  an  increase  of  the  men- 
strual flow  in  scanty  menstruation. 

The  best  way  to  administer  it  is  to  give  30-minim  doses  of  the 
tincture  thrice  daily,  commencing  four  days  before,  and  continuing 
over  the  period. 

In  metrorrhagia  and  menorrhagia  it  is  beneficial  as  a  regulating 
agent,  though  sometimes  disappointing.  In  ovarian  pain  and 
nervous  depression  it  is  invaluable  and  almost  a  specific. — Prac- 
titioner, April  1st,  [The  Epitome.'] 
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The  Importance  of  Examination  of  the  Genital  Tract  Directly  After 
Labor. 

In  a  short  paper  some  time  since,  I  endeavored  to  point  out 
the  obvious  advantages  of  flushing-  the  uterus  with  hot  water 
directly  after  delivery,  and  my  reasons  for  adopting  such  a  pro- 
ceeding. 

I  now  wish  to  draw  attention  to  the  still  more  important  point  of 
making  a  close  examination  of  the  genital  tract  for  any  injury  which 
may  occur  (more  especially  in  the  primiparae  during  the  process 
of  parturition)  by  both  visual  and  tactile  examination.  The  cervix 
uteri  is  frequently  torn,  the  edges  of  the  os  lacerated,  and  the  vag- 
inal walls  injured,  leaving,  perhaps,  the  perinseum  intact,  and  so 
the  conclusion  is  oftentimes  come  to  that  "all  is  well,"  while  con- 
siderable mischief  may  have  taken  place  unobserved. 

By  the  hot-water  flushing  we  get  rid  of  several  sources  of  dan- 
ger, and,  if  a  thorough  examination  is  then  made  for  vaginal  or 
cervical  injuries,  it  will  be  a  comparatively  easy  matter,  when  such 
are  found,  to  draw  together  the  torn  surfaces  in  severe  lesions  with 
catgut  sutures,  and  cauterize  the  parts  in  minor  ones  with  strong 
carbolic  acid,  thus  leaving  the  parts  concerned  in  a  better  condition 
for  repair  and  less  liable  to  absorb.  It  will  be  obvious  chat  at  no 
other  time  subsequent  to  labor  have  we  a  better  opportunity. 

No  objections  will  be  raised  by  the  patient,  and  acting  on  the 
old  proverb,  "a  stitch  in  time  saves  nine,"  may  save  her  from  sep- 
tic absorption  with  all  its  train  of  untold  misery. 

The  comfort  to  the  conscientious  practitioner's  mind  (when  such 
lesions  are  found)  by  treating  them  at  once  is  no  small  recommenda- 
tion for  the  adoption  of  this  proceeding,  while  the  no  less  pleasur- 
able disappointment  of  finding  that  none  exist  (and  which  could 
not  have  been  determined  without  examination)  will  also  commend 
itself.  As  a  general  rule,  the  uterus  is  not  washed  out  directly  after 
labor,  nor  any  examination  made,  except  of  the  peringeum.  The 
consequence  is  that,  in  many  cases  when  septic  symptoms  develop, 
the  true  cause  is  never  known,  whether  depending  on  a  piece  of 
membrane  left  to  decompose  in  utero  (which  should  have  been  re- 
moved by  flushing  before  the  binder  was  applied),  or  a  lacerated 
cervix  never  discovered,  or  some  tear  in  vaginal  surface,  allowed, 
perhaps,  for  days  subsequent  to  labor  to  absorb  the  morbid  products 
of  conception,  and  so,  by  permeating  the  patient's  system,  bid  de- 
fiance to  the  best  directed  efforts  of  the  practitioner.  I  am  per- 
suaded that  in  nine  cases  out  of  ten  the  septic  symptoms  in  the 
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lying-in  patient  are  due  to  the  causes  I  have  pointed  out  in  this 
paper.  I  may  here  allude  to  the  danger  (where  no  examination 
has  been  made  of  the  genital  canal)  of  endeavoring  to  combat  the 
symptoms  of  septicaemia  by  syringing  with  corrosive  sublimate 
solution,  for,  should  a  torn  or  abraded  surface  exist  {which,  in  my 
opinion,  is  almost  a  certainty'),  such  surface,  which,  in  the  first  in- 
stance, took  up  septic  matter,  is  quite  capable,  as  proved  by  some 
cases  of  severe  burn  treated  with  the  corrosive  solution,  of  absorb- 
ing it,  and  so  contributing  to,  if  not  actually  causing,  the  patient's 
death. — Alexander  Duke,  F. R.C.P. I.,  etc.,  Collaborator.  [Satellite, 
June,  1892. 

FROM  FOREIGN  SOURCES. 
[Collected  and  translated  by  H.  N.  Vineberg.] 

Vaginal  Hysterectomy  for  Non-Malignant  Uteri. 

Prof.  Ehrendorfer  ( Wiener  klin.  Wochensch.,  1892,  Nos.  12  and 
13)  states  that  in  twenty  cases  of  vaginal  hysterectomy  performed 
by  him  the  operation  was  undertaken  four  times  for  non-carcinom- 
atous  conditions.  In  one  case  it  was  for  incurable  endometritis, 
in  another  for  a  recurring  pediculated  polypus  (spindle-celled 
sarcoma),  and  in  two  cases  for  small  fibro-myomata.  On  the  strength 
of  these  cases  the  author  thinks  the  operation  justifiable  when  the 
suffering  has  continued  for  years  in  spite  of  treatment,  provided 
that  an  accurate  diagnosis  discloses  a  condition  which  we  have 
good  hopes  of  curing  by  the  operation.  He  considers  it  preferable 
to  castration,  which  he  thinks  is  attended  with  greater  danger  and 
is  not  as  certain  of  achieving  the  end  in  view. 

Experiences  in  the  Operative  Treatment  of  Ruptured  Tubal  Gestation. 

A.  Gusserow  {Berlin,  klin.  Wochensch.,  Xo.  22)  relates  briefly 
twenty  cases  which  have  come  under  his  care,  and  enunciates  his 
views  regarding  the  course  of  tubal  pregnancies,  as  follows  : 

(I.)  Rupture  of  the  tubal  sac  which  may  be  either  a  sudden 
bursting  of  the  tube  or  it  may  follow  the  formation  of  a  small 
opening  in  the  wall  through  the  destruction  of  the  tissues  by  the 
growth  of  the  chorionic  villi.  This  form  of  rupture  may  lead  to  the 
following  conditions  : — 

(1.)  Free  haemorrhage  into  the  abdominal  cavity  always 
attended  with  a  fatal  result  if  not  relieved  by  operation. 
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(2.)  To  slight  free  haemorrhage  which  it  is  conjectured  occurs 
in  drops,  becomes  encapsulated  and  leads  to  secondary 
hsematocele. 

(3.)  The  haemorrhage  may  occur  between  the  folds  of  one  of 
the  broad  ligaments,  and  lead  to  haematoma  of  the  ligamentum  lata. 

(4.)  The  haemorrhage  may  occur  into  the  lower  part  of  the 
peritoneal  cavity,  after  this  has  been  shut  off  by  previous  adhe- 
sions from  the  rest  of  the  abdominal  cavity  forming  what  is  known 
as  primary  haematocele. 

II.  The  ovum  through  contraction  of  the  tube  may  be  expelled 
through  the  abdominal  opening  and  the  conditions  described  under 
1,  2  and  4  may  obtain. 

III.  The  ovum  in  situ  may  undergo  death  through  haemorrhage 
into  the  decidua  and  form  what  is  known  as  a  "flesh  mole" 
which  (1)  may  shrivel  and  remain  as  a  small  hard  swelling  behind 
the  uterus,  or  (2)  may  lead  to  the  conditions  described  under 
I.  from  fresh  haemorrhages  into  the  tubal  canal. 

Thirteen  of  his  cases  belonged  to  group  I.  and  all  ended  in 
recovery  excepting  one.  The  remaining  seven  cases  were  done  for 
secondary  haemorrhage  occurring  in  haematocele.  Theoretically  he 
is  in  favor  of  doing  a  laparotomy  at  once  in  every  case  of  extra- 
uterine pregnancy  when  the  diagnosis  is  certain  but  tnis  proviso 
does  not  frequently  obtain,  hence  the  majority  of  cases  cannot  be 
operated  upon  until  after  rupture. 

Experiments  upon  the  Ca  laver  regarding  Schucking's  Vaginal 
Fixation. 

Dr.  E.  Glaeser  (Cent,  fur  Gyn.,  1892,  No.  21)  in  order  to  de- 
termine the  cause  of  failure  with  this  method  in  the  Breslau 
Frauenklinik  performed  the  operation  on  ten  cadavers  immedi- 
ately after  death  and  before  rigor  mortis  had  set  in.  The  bodies 
were  of  persons  ranging  from  twenty  to  forty  years  and  all  had 
borne  children.  The  uteri  in  all  with  one  exception  were  in  a 
normal  position.  In  four  cases  the  ligature  had  done  no  injury  to 
bladder  or  ureter.  As  a  result  of  these  experiments  it  was  found 
that  in  normal  conditions  of  the  pelvic  organs  the  suture  can  be 
passed  without  injuring  the  bladder  or  ureters.  But  when  inflam- 
matory conditions  exist  the  bladder  wall  may  be  injured  and  the 
ureter  may  be  compressed.  The  suture  was  found  to  include  the 
ureter  four  times,  and  although  a  sound  could  readily  be  passed, 
still  during  life  swelling  would  have  occurred  which  would  have 
interfered  with  the  function  of  the  corresponding  kidney. 
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Torsion  of  the  Pedicle  of  Ovarian  Growths. 

Dr.  H.  Freuxd  {Cent,  fiir  Gyn.,  1892,  No.  22)  has  a  very  elabo- 
rate article  on  this  subject  which  does  not  readily  admit  of  being 
abstracted. 

Chronic  Peritonitis  in  Children. 

E.  Henoch  {Deut.  med.  Woch.,  1892,  No.  1,  and  Cent,  fiir 
Gyn.,  1892,  No.  22)  excludes  tubercular  peritonitis  from  his  paper, 
and  limits  himself  to  a  class  of  cases  characterized  by  an  increasing 
ascites  without  any  other  inflammatory  evidence.  The  aspirated 
fluid  is  rich  in  albumen.  Traumatism  may  be  the  serological 
factor,  other  serological  factors  may  be  affections  of  the  liver,  notably 
atrophic  and  hypertrophic  cirrhosis.  Girls  are  much  more  subject 
than  boys  to  this  form  of  peritonitis,  and  a  vulvo-vaginitis  by  ex- 
tension through  the  uterus  and  tube  may  set  up  an  inflammation  of 
the  peritonaeum. 

Gonococci  and  Streptococci  in  Cases  of  Pyo salpinx. 

Dr.  Witte  (Cent,  fiir  Gyn.,  1892,  No.  23)  reports  two  cases  of 
pyosalpinx  in  which  he  found  evidences  of  what  is  known  as 
"  mixed  infection."  The  presence  of  gonococci  and  streptococci 
in  the  contained  pus  of  a  pyosalpinx  was  shown  by  culture  and 
inoculating  experiments  as  well  as  by  the  microscope. 

Intra-uterine  Injection  of  Iodine  followed  by  Serious  Symptoms. 

M.  Gordes  (Cent,  fiir  Gyn. ,  1892,  No.  25)  relates  a  case  in  which 
seven  days  after  curetting  he  made  an  intra-uterine  injection  of 
tincture  of  iodine  to  arrest  a  haemorrhage  which  had  set  in.  The 
patient  was  immediately  seized  with  great  pain  in  the  hypogas- 
trium  and  with  tetanic  convulsions  which  continued  off  and  on  for 
twenty-four  hours.  The  patient  was  for  a  time  pulseless  and  great 
fears  of  a  fatal  termination  were  entertained. 

[In  a  preceding  number  we  reported  a  case  of  death  following 
intra-uterine  injection  of  tincture  of  iron.  This  accident  as  well  as 
the  foregoing  was  brought  about  by  the  treatment  instituted  to 
arrest  haemorrhage  which  a  curettement  had  failed  to  do.  We  draw 
especial  attention  to  this  as  there  are  not  a  few  gynaecologists  who 
put  unlimited  faith  in  the  curette  as  a  means  of  arresting  uterine 
haemorrhages.] 
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NEW  INSTRUMENTS. 

A  NEW  SELF-RETAINING  VAGINAL  DOUCHE  TIP.  THE 
SEMI-PRONE  POSITION  THE  MOST  ADVANTAGEOUS 
FOR  DOUCHING.1 

J.  DOUGAL  BlSSELL, 

Senior  Assistant  House-Surgeon  Woman's  Hospital,  New  York. 

To  Scanzoni  is  due  the  credit  of  having  first  advised  and  used 
hot  and  copious  vaginal  injections.  But  we  are  indebted  to  Dr.  T. 
A.  Emmet  for  having  first  systematically  used  this  agent  in  accord- 
ance with  the  pathological  views  he  advanced  and  which  are  now 
generally  accepted.  This  achievement  alone — though  he  had  ac- 
complished no  other — would  have  been  sufficient  to  have  gained  for 
him  the  everlasting  gratitude  of  suffering  women,  and  the  thanks  of 
the  profession  for  having  given  them  an  invaluable  adjunct  in  the 
treatment  of  gynaecological  diseases. 

Dr.  Emmet  has  always  advocated  douching  with  the  hips  ele- 
vated so  that  the  action  of  gravity,  with  the  weight  of  the  water  in 
the  vagina,  might  assist  in  relieving  congestion.  In  his  work  he 
speaks  of  the  advantages  of  the  knee-chest  position  in  accomplish- 
ing this  object,  but  does  not  advise  it  because  of  its  tiring  effects, 
especially  upon  weak  patients  and  the  discomfort  resulting  from 
the  impossibility  of  keeping  the  patient  and  her  clothing  dry.  The 
object  of  this  short  paper  is,  not  only  to  describe  a  new  douche  tip, 
but  also  to  advocate  a  position  for  douching,  i  e.,  the  semi-prone, 
which  has  all  of  the  advantages  and  none  of  the  disadvantages  of 
others.  The  shape  of  the  instrument  is  as  depicted  in  the  cut.2  It 
is  made  of  hard  rubber  measuring  4  inches  in  length  and  1%  at 
its  widest  part.  It  consists  of  an  oval  concave  shield  having  two 
projecting  tubes  {a  and  e).  The  greatest  dimensions  of  the  shield  are 
2|and  i±  inches.  Its  lower  curved  surface  is  rounded  forming  a  lip, 
and  projecting  from  tube  e  \  inch  almost  at  a  right  angle  with  it. 
The  afferent  tube  (a)  passes  lengthwise  through  the  substance  of  the 
upper  part  of  the  shield  terminating  in  a  perforated  bulb  which 
forms  the  apex  of  the  shield.  To  this  tube  can  be  attached  any 
kind  of  syringe  desired.  The  efferent  tube  (e)  passes  from  the  cavity 
of  the  shield  and  is  larger  in  diameter  than  the  afferent  so  that 

instrument  exhibited  before  the  New  York  Obstetrical  Society,  May  17, 
1892. 

2 Drawings  furnished  through  the  courtesy  of  Dr.  Aspell. 
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particles  of  matter  may  be  easily  carried  through  it.  To  this  is  fixed 
a  soft  rubber  drainage-tube  which  conveys  the  fluid  into  a  recep- 
tacle below. 

When  the  instrument  is  in  position  the  lower  surface  or  lip  (c) 
fits  under  the  arch  of  the  pubis.  The  upper  surface  (s)  presses 
against  theperinseum  from  within.  The  reaction  of  the  stream  flow- 
ing from  the  afferent  tube  (a)  into  the  vagina,  and  the  pressure  of 
the  water  in  the  vagina,  force  this  surface  firmly  against  the  peri- 


Fig.  I. 

naeum.  This  force  is  transmitted  to  the  arch  of  the  pubis  which 
acts  as  a  fulcrum,  allowing  motion  in  a  prescribed  radius  at  the 
same  time  rendering  the  instrument  self-retaining.  To  introduce 
the  instrument,  first  gently  press  back  the  perinseum  with  the  index 
finger  of  the  left  hand.  The  convex  surface  of  the  shield  is  turned 
toward  the  perinaeum  and  the  instrument  pushed  into  the  vagina 
until  the  lower  surface  or  lip  (c),  passes  under  the  arch  of  the  pubis.  It 
is  then  in  position.  Before  withdrawing  it,  when  the  douching  is 
ended,  a  delay  of  a  few  seconds  will  be  necessary  to  allow  the 


Fig.  2. 


water  to  escape  from  the  vagina  through  the  efferent  tube.  All 
will  flow  away  excepting  about  3  i  which  may  be  readily  caught 
in  the  shield  by  turning  its  concave  surface  upwards  on  its  with- 
drawal, thus  not  even  a  drop  will  be  allowed  to  flow  over  the  vulva 
or  to  soil  the  clothing. 

The  instrument  can  be  used  in  any  position  desired,  /'.  e. ,  the 
knee-chest,  back  or  semi-prone.  The  latter  however  is  the  most  ad- 
vantageous, because  the  hips  being  elevated,  gravity  acts  which 
of  itself  assists  in  relieving  congestion.     By  regulating  the  outflow 
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the  vagina,  not  having  the  weight  of  the  intestines  upon  it,  can  be 
easily  distended  to  any  degree,  and  a  uniform  and  constant  pressure 
is  thus  exerted  upon  the  pelvic  vessels.  It  would  therefore  seem,  that 
douching  in  the  semi-prone  position  could  be  made  a  most  valuable 
adjunct  in  the  treatment  of  pelvic  inflammation,  subinvolution 
and  other  conditions  where  the  circulation  is  impaired.  No  posi- 
tion render  the  parts  more  easily  and  thoroughly  cleansed  than  this 
does.  The  instrument  comes  in  contact  with  only  a  limited  por- 
tion of  the  vaginal  surface.  The  remaining  part  can  be  made  com- 
pletely distended  and  every  rugae  unfolded,  in  this  way  the  secre- 
tions which  are  usually  found  retained  in  the  vagina,  even  after 
what  is  thought  to  be  a  most  thorough  douching,  can  be  dislodged 


Fig.  3. 


and  removed.  When  the  posterior  wall  is  not  badly  torn  the  in- 
strument can  be  made  to  work  in  the  reverse  position,  using  the 
perinaeum  as  a  fulcrum.  Should  leakage  occur,  gentle  traction 
backwards  will  cause  the  introitus  vaginae  to  adapt  itself  more  per- 
fectly to  the  shield. 

The  instrument  is  easily  introduced,  adapts  itself  to  any  position, 
permits  of  thorough  distention  of  vagina  and  is  perfectly  comfort- 
able to  the  patient.  Over  other  douche  tips,  it  possesses  the  follow- 
ing advantages:  It  is  self-retaining;  prevents  the  douching  fluid  from 
flowing  over  a  sensitive  vulva;  permits  of  a  most  thorough  douch- 
ing, because  of  the  smoothing  out  of  the  vaginal  folds;  renders  ex- 
pensive douche  pans  and  rubber  drain  pads  unnecessary;  saves 
both  patient  and  nurse  lifting  and  straining,  does  not  allow  of  soil- 
ing of  patient  or  clothing  and  in  hospital  wards  would  be  a  great 
economizer  of  time. 
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ITEMS  OF  INTEREST. 

MAKES  GYNAECOLOGISTS  BLUSH. 

Our  esteemed  Edinburgh  Contemporary  in  a  review  of  The 
Year  Book  of  Treatment  for  1892  remarks  "The  advances  in  sur- 
gery are  duly  chronicled,  and  include  no  end  of  laparotomies  and 
other  gynaecological  operations."  While  we  know  we  do  abdomi- 
nal surgery  much  better  than  our  brethren  the  general  surgeons, 
yet  we  are  too  modest  to  claim  that  on  account  of  this  superiority 
all  abdominal  work  should  be  included  under  the  arbitrary  distinc- 
tion gynaecology.  In  fact  if  the  surgeons  will  wake  up  and  make 
themselves  familiar  with  the  technique  of  our  best  men,  we  will 
gladly  restrict  ourselves  to  the  pelvis. 


THE  FIRST  MEXICAN  MEDICAL  CONGRESS. 

The  City  of  Mexico  is  to  be  the  place  of  meeting  of  the  first 
Mexican  Medical  Congress,  as  is  announced  by  a  committee  of  the 
most  distinguished  medical  men  of  Mexico.  The  congress  is  to 
meet  in  the  City  of  Mexico  on  the  6th,  7th,  9th  and  10th  of  Decem- 
ber, 1892.  There  are  fourteen  sections,  and  there  will  be  general 
and  special  sessions.  Dr.  Carmonay  Valle,  is  president;  Dr.  Rafael 
Lanista,  first  vice-president;  Dr.  Eduardo  Liceaga,  second  vice- 
president;  Dr.  Orvananos,  treasurer,  and  Dr.  Luis  E.  Ruis,  general 
secretary.  This  is  a  move  in  the  right  direction,  which  will  doubt- 
less meet  with  a  hearty  response  from  our  Mexican  confreres.  We 
join  the  New  Orleans  Medical  and  Surgical  Journal  in  our  best 
wishes  for  a  brilliant  and  successful  meeting. 


THE  DUBLIN  UNIVERSITY  HONORARY  DEGREES. 

The  Senate  of  the  University  of  Dublin  met  on  Tuesday,  June 
14th,  to  consider  the  proposals  of  the  Board  to  confer  honorary 
degrees  on  a  number  of  distinguished  men,  in  connection  with  the 
tercentenary  celebration.  There  was  a  large  attendance.  The  only 
opposition  was  in  reference  to  Professor  Burdon  Saunderson,  Oxford; 
Professor  Michael  Foster,  Cambridge;  Professor  Richet,  Paris;  and 
Professor  Hermann,  Konigsberg.  Dr.  Shaw,  one  of  the  senior 
Fellows,  objected  to  these  gentlemen  on  the  ground  that  they  were 
vivisectors,  and  that  the  University  ought  not  to  give  its  sanction 
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to  their  practices  by  conferring  a  distinction  upon  them,  and  Pro- 
fessors Cunningham,  F.  R.S.,  and  Purser  defended  the  action  of 
the  Board,  and  ultimately  the  graces  were  passed  with  only  two 
dissentients. 

The  degree  of  Doctor  of  Medicine  will  be  conferred  on  the  fol- 
lowing gentlemen:  H.R. H.  Archduke,  Charles  Theodore  of 
Bavaria;  John  Shaw  Billings,  Washington;  Thomas  Bryant,  Presi- 
dent, R.CS. ;  Sir  Andrew  Clark,  Bart.,  President  R.C.P.;  Adolf 
Gusserow,  Berlin;  Jonathan  Hutchinson,  London;  Professor 
Thomas  Grainger  Stewart,  Edinburgh. 

We  are  glad  to  notice  that  one  gentlemen  who  has  distinguished 
himself  in  a  department  of  gynaecological  work  is  among  the 
favored  ones. 


ROTUNDA  HOSPITAL. 

The  governors  of  the  Rotunda  Lying-in  Hospital  have  resolved 
to  build  an  additional  wing  to  the  institution,  and  several  of  them 
have  subscribed  liberally  to  the  object.  Last  year  a  bazaar  was 
held  to  obtain  funds,  but  a  sum  of  £4,000,  in  addition  to  what  was 
then  realized;  will  be  required.  This  extension  will  add  considera- 
bly to  the  efficiency  of  the  institution. — British  Medical  Journal. 


BRITISH  MEDICAL  ASSOCIATION. 
Sixtieth  Annual  Meeting. 

The  sixtieth  annual  meeting  of  the  British  Medical  Association 
was  to  be  at  Nottingham  on  Tuesday,  Wednesday,  Thursday  and 
Friday,  July  26th,  27th,  28th  and  29th,  1892. 

The  following  is  the  programme  of  the  obstetric  section. — 
President,  Alfred  Lewis  Galabin,  M.D. ;  Vice-Presidents,  George 
Elder,  M.D. ;  Herbert  Owen  Taylor,  M.  D. ;  Honorary  Secretaries, 
Harry  Michie,  M.B.,  27,  Regent  Street,  Nottingham;  Herbert 
Ritchie  Spencer.  M.D.,  10,  Mansfield  Street,  Cavendish  Square,  W. 

The  two  following  subjects  have  been  selected  for  special  dis- 
cussion: 1.  "  The  Treatment  of  Uterine  Fibroids,"  to  be  opened  by 
J.  Knowsley  Thornton,  M.B.,  CM.;  J.  H.  Aveling,  M.D.;  A.  E. 
Aust-Lawrence,  M.D. ;  T.  More  Madden,  M.D.;  P.  Horrocks,  M.D.; 
A.  D.  Leith  Napier,  M.D.;  W.  J.  Tivy,  F.R.C.P.E.  ;  A.  W.  Mayo 
Robson,  F.R.C.S.;  Lawson  Tait,  F.R.C.S.;  G.  Elder,  M.D.;  H. 
Michie,  M.B.;  J.  Wright  Baker,  M.R.C.S.;  W.  J.  Smyly,  M.D.;  E. 
S.  Bishop,  F.R.C.S.;  R.  C.  Bennington,  M.B.;  A.  W.  Edis,  M.D.;  J. 
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Inglis  Parsons,  M.  D. ;  Dr.  Jacobs  (Brussels)  ;  Murdoch  Cameron, 
M.  D. ;  and  W.  Walter,  M.  D. ,  will  take  part  in  the  discussion.  2. 
"  Post-partum  Haemorrhage,"  to  be  opened  by  G.  E.  Herman, 
M.B,  F.R.C.P.,  F.R.C.S.;  A.  E.  Aust-Lawrence,  M.D.;  W.  C. 
Grigg,  M.D.;  P.  Horrocks,  M.D.;  H.  Spencer,  M.D.;  W.  J.  Smyly, 
M.D.;  J.  Wright  Baker,  M.R.C.S.;  F.  R.  Mutch,  M.D.;  Wm.  Bain, 
L.R.C.P.;  C.  E.  Purslow,  M.D.;  A.  W.  Edis,  M.D.;  R.  C.  Benning- 
ton, M.B. ;  W.  Donovan,  L.R.C.P.;  Murdoch  Cameron,  M.D.  and 
W.  Walter,  M.  D.  will  take  part  in  the  discussion. 
The  following  papers  are  announced  : 

Aust-Lawrence,  A.  E.,  M.D.  "The  Proper  Use  of  Midwifery 
Forceps."  Bain,  W.,  L.R.C.P.  "A  Consideration  of  the  Less 
Obvious  Causes  of  Retardation  in  the  First  Stage  of  Labour." 
Bishop,  E.  S.,  F.R.C.S.  "Note  on  a  Case  of  Cystocele  treated  by 
Stoltz's  Method."  Borough,  F.,  M.R.C.S.  "  Ergot  as  a  Muscular 
Tonic  during  Pregnancy."  Cameron,  Murdoch,  M.D.  "The  Pre- 
vention of  Haemorrhage  in  Caesarean  Section."  Cullingworth,  C. 
J.,  M.D.  "Some  Remarks  on  the  Anatomy  of  the  Hymen  and  of 
the  Posterior  Commissure  of  the  Vulva."  Edis,  A.  W  ,  M.D.  "The 
Indications  for  Abdominal  Exploration."  Herman,  G.  E.,  M.B., 
F.R.C.P.  "Champetier  de  Ribe's  Bag  for  Dilating."  McCaw,  J. 
Dysart,  F.R.C.S.  "The  Medicinal  and  Mechanical  Methods  of 
Expediting  Childbirth."  McClure,  H.,  M.D.  "On  the  Electrical 
Treatment  of  Uterine  Fibroid  Scientifically  Considered."  Madden, 
T.  More,  M.D.  "Post-partum  Haemorrhage."  Murphy,  James, 
M.D.  "Notes  on  a  Case  of  Vaginal  Myomectomy."  Napier,  A. 
D.  Leith,  M.D.  " Stoltz's  Operation  for  Cystocele."  Spencer,  H. 
R.,  M.D.  "Induction  of  Premature  Labour  by  Champetier  de 
Ribe's  Bag."  Tait,  Lawson,  F.R.C.S.  "A  General  Summary  of 
Conclusions  based  on  a  Series  of  3,000  Consecutive  Cases  of  Ab- 
dominal Section."  Walter,  W.,  M.D.  "A  Case  of  Tubal  Gestation 
in  which  both  Tubes  were  Gravid,  Operation,  Recovery." 

Dr.  Cullingworth  will  give  a  special  lantern  demonstration  on 
some  of  the  more  Common  Morbid  Conditions  of  the  Fallopian 
Tubes. 


ANNOUNCEMENT. 

In  the  next  issue  of  the  Journal  will  appear  original  articles  by 
Drs.  J.  E.  Janvrin  A.  McLaren,  W.  H.  Manton,  H.  D.  Ingraham 
and  others. 
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VAGINAL  HYSTERECTOMY  FOR  MALIGNANT  DISEASE 
OF  THE  UTERUS. 

By  J.  E.  Janvrin,  M.D., 

Gynaecologist  to  the  Skin  and  Cancer  Hospital,  etc. 

The  well-known  predisposition  of  the  cervix  uteri  to  the  devel- 
opment of  epithelioma  has  been  referred  chiefly  to  the  presence  of 
embryonic  cells  which  remain  as  such,  to  a  certain  extent,  during 
life;  and  in  the  light  of  our  present  knowledge  as  to  the  scope 
which  local  irritation  plays  in  the  development  of  cancer  in  all  its 
varieties  it  is  not  at  all  strange  that  it  should  show  itself  as  the 
prime  factor  in  the  development  of  epithelioma  of  the  cervical  tis- 
sue. Pozzi  divides  epithelioma  of  the  cervix  (and  vagina)  into 
four  classes  during  the  initiatory  stage  of  its  development. 

1.  Papillary  or  cauliflower. 

2.  Nodular  or  parenchymatous. 

3.  Cancer  of  the  cavity  of  the  cervix  (boring  or  eating  cancer). 

4.  Vaginal,  usually  commencing  in  the  cul  de-sac  and  then 
extending  to  the  cervix  and  adjoining  tissue. 

In  a  paper  upon  the  "Limitations  of  Vaginal  Hysterectomy" 
published  in  the  New  York  Medical  Record  July  9,  1892,  by  the 
author  of  this  monograph,  in  speaking  of  the  most  common  course 
of  diffusion  of  epithelioma  of  the  cervix,  as  it  appeared  to  him  from 
a  clinical  point  of  view,  he  gave  the  following  as  that  most  com- 
monly observed  by  himself: 
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1.  Epithelioma  developing  upon  the  cervix. 

2.  Epithelioma  extending  up  and  into  the  cervical  canal. 

3.  Epithelioma  extending  up.  and  into  the  uterine  body. 

4.  Epithelioma  extending  to  the  tissues  (cellular  and  glandular) 
surrounding  the  cervix. 

5.  Epithelioma  extending  downward  upon  the  vaginal  mucous 
membrane. 

6.  Epithelioma  extending  downward  and  into  or  through  the 
vaginal  wall. 

7.  Epithelioma  or  carcinoma  developing  primarily  upon  the 
endometrium. 

8.  Its  extension  to  the  body  of  the  uterus. 

9.  Its  extension  to  the  uterine  adnexa. 

This  classification  of  the  primary  deposit  in,  and  extension  from 
the  mucous  membrane  of  the  cervix  though  crude  in  many 
respects,  has  been  based  upon  the  clinical  study  of  nearly  one 
thousand  cases  observed  mostly  during  the  past  ten  years. 

It  is  perfectly  evident  that  classes  1,  2,  3,  5,  7  and  8  are  all 
amenable  to  vaginal  hysterectomy  with  every  promise  of  the  best 
success  as  to  a  non-return  of  the  disease.  As  regards  classes  4  and 
6  there  are  grave  doubts  as  to  the  propriety  of  resorting  to  hyster- 
ectomy, while  in  class  9  the  removal  of  the  uterus  is  hardly  to  be 
thought  of. 

While  we  thus  meet  with  a  large  number  of  cases  in  which  the 
disease,  from  infiltration  into  the  cellular  and  glandular  structures 
surrounding  the  cervix,  or  from  its  extension  to  the  uterine  adnexa, 
has  gone  beyond  the  limits  to  which  vaginal  hysterectomy  can 
properly  be  applied  there  still  remains  a  much  larger  number  of 
cases  (included  in  classes  1,  2,  3,  5,  7  and  8)  in  which  the  opera- 
tion should  always  be  resorted  to.  This  leaves  but  one  class  (No. 
6)  to  be  disposed  of,  viz.,  those  cases  in  which  the  disease  has 
extended  through  the  vaginal  wall.  In  such  cases,  on  account  of 
the  invasion  of  the  cellular  tissue  and  the  lymphatics,  there  is 
scarcely  any  hope  of  removing  the  entire  diseased  tissues  unless 
the  operation  is  extended  to  such  a  depth  as  to  injure  the  rectum 
or  bladder  or  ureters. 

When  the  disease  has  extended  thus  far  it  is  very  doubtful  as  to 
the  justifiability  of  any  attempt  at  its  removal;  although,  as  stated 
in  Po/./.i's  recent  book,  Mickulicz  has  expressed  himself  upon  this 
point  as  follows :  "As  long  as  one  regarded  the  bladder  and  the 
rectum  as  a  noli  me  tangere,  just  so  long  did  extirpation  of  the 
uterus  fail  of  desirable  results ;  there  must  be  no  fear  in  attacking 
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both  rectum  and  bladder  freely,  for  they  are  not  organs  essential 
to  life."  Terrier  also  says  (cited  from  same  authority):  "We  should 
not  hesitate  to  operate,  since  extirpation  of  a  part  of  the  rectum  or 
of  the  bladder,  which  may  be  involved,  will  not  be  incompatible 
with  existence.  "  This,  particularly  as  regards  the  bladder,  is  car- 
rying the  field  of  operation  to  a  much  greater  length  than  the  ma- 
jority of  operators  at  the  present  day  are  willing  to  follow ;  and  to 
me  it  seems  that  the  results  would  hardly  justify  the  procedure. 
When  the  disease  has  extended  so  far  as  to  involve  the  bladder  or 
rectum,  or  both,  the  lymphatics  lying  between  these  organs  must 
have  become  affected,  and  when  this  has  occurred  any  attempt  at 
vaginal  hysterectomy  would  hardly  be  followed  by  exemption  from 
a  recurrence  of  the  disease,  and  would  also  bring  discredit  upon 
an  operation  which  has  a  wide  enough  field  for  its  work  and  which 
should  be  kept  within  its  own  legitimate  limits. 

Perhaps  as  cases  multiply  and  fuller  and  even  more  satisfactory 
statistics  accumulate  as  to  the  ultimate  results  in  such  cases  as  are 
now  pretty  generally  operated  upon  the  field  of  operation  will  be 
extended  so  as  to  include  cases  of  invasion  of  the  bladder  and 
rectum.  This  is  a  point  which  at  present  has  hardly  been  touched 
upon  in  practice,  and  therefore  we  have  no  statistics  upon  which 
to  urge  the  operation  in  such  cases. 

Of  the  different  forms  of  epithelioma  of  the  cervix  uteri  undoubt- 
edly the  so-called  cylindrical  variety  is  by  far  the  most  frequently 
met  with,  and  it  has  a  decided  tendency  to  diffuse  itself  from  the 
cervix  pr-oper  upward  into  its  cavity  and  to  the  body  of  the  uterus. 
Next  in  frequency  is  the  pavement  variety  involving  for  a  long  time 
only  the  mucous  membrane  of  the  cervix  or  of  the  vagina. 

In  several  cases  which  have  come  under  my  observation  it  has 
seemed  to  me  to  have  begun  upon  the  cervix  and  subsequently  to 
have  been  transferred  to  the  upper  portion  of  the  vaginal  mucous 
membrane  simply  by  attrition  and  absorption.  Here  then  we  have 
a  new  focus  for  the  extension  of  the  disease.  It  is  however  a  most 
fortunate  thing  that  the  conservative  resources  of  nature  are  now 
called  into  play,  and  a  deposit  of  healthy  newly  formed  connective 
tissue  proliferation  takes  place  in  the  vaginal  wall,  thus  for  a  time 
separating  the  disease  from  the  lymphatics  of  the  cervix  and 
vagina.  Physical  examination  shows  the  mucous  membrane  only 
of  the  vagina  involved,  the  vaginal  wall  not  at  all  thickened  and 
no  infiltration  of  any  kind  underneath  the  wall,  either  of  lymphat- 
ics or  cellular  tissue.  In  such  cases  of  beginning  invasion  of  the 
vagina  the  operation  of  vaginal  hysterectomy  gives  the  most  hope- 
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ful  outlook  as  to  non-recurrence  of  the  disease,  provided  sufficient 
of  the  vaginal  wall  is  removed  at  the  time  of  the  operation.  This 
is  best  accomplished  by  making,  at  the  beginning  of  the  operation 
a  circular  incision  through  the  vaginal  wall  at  least  three-fourths 
of  an  inch  below  the  diseased  surface  dissecting  upwards  and  ligat- 
ing  any  vessels  requiring  it,  and  then  as  you  reach  the  level  of  the 
cervix  go  on  in  the  usual  method  and  extirpate  the  uterus,  tubes 
and  ovaries.  I  have  had  two  such  cases,  one  done  over  three 
years  ago,  and  another  early  in  the  present  year.  There  has  been 
no  return  of  the  disease  in  either  case. 

Diagnosis. — The  diagnosis  of  epithelioma  of  the  os  or  cervix  is 
easily  made.  Generally  irregular  haemorrhages  first  draw  the  atten- 
tion of  the  patient.  The  hard  deposit  at  the  base  of  the  disease,  its 
coarse  and  vascular  granulations,  bleeding  upon  the  least  provoca- 
tion, and  the  watery,  bloody  and  peculiarly  offensive  discharge, 
together  with  more  or  less  lumbar  pain,  and  also  in  most  cases 
evidences  of  impaired  general  health,  easily  decide  the  nature  of 
the  disease. 

When  the  epithelioma  begins  in  the  endometrium  the  general 
symptoms  are  very  like  those  attending  its  development  upon  the 
cervix  or  os,  the  local  symptoms  being  of  course  somewhat  differ- 
ent.   The  os  and  cervix  are  usually  normal.    Irregular  haemor- 
rhages from  the  cavity  of  the  uterus,  the  acrid,  watery  and  offensive 
discharge,  lumbar  pains,  an  enlarged  and  sensitive  uterus  are  the 
symptoms  usually  met  with.    These  symptoms  do  not,  however, 
always  prove  the  existence  of  a  malignant  disease,  for  they  may 
all  exist,  and  frequently  do  exist  in  cases  of  fungous  endometritis 
and  also  in  degenerating  multiple  fibroma  of  the  body.    It  is  in 
these  doubtful  cases  that  a  thorough  dilatation  of  the  cervix  (under 
ether)  and  a  careful  exploration  of  the  cavity  by  the  finger,  together 
with  a  thorough  curetting  and  microscopical  examination  of  the 
tissue  removed  is  always  demanded.    In  many  cases  of  degener- 
ating small  submucous  fibroids  the  careful  exploration  by  the  finger 
gives  by  far  the  most  satisfactory  aid  in  determining  the  actual 
condition  of  affairs.   Where  fibromata  exist  their  presence  is  readily 
made  out  from  the  fact  that  we  have,  as  a  rule,  quite  a  number  of 
them  developing  perfectly  distinctly,  the  one  from  the  other,  with 
spaces  of  perfectly  healthy  uterine  tissue  lying  between  them. 
Their  easily  defined  and  rounded  form,  even  when  that  portion 
protruding  through  the  mucous  membrane  is  in  a  sloughing  condi- 
tion, presents  a  condition  to  the  sense  of  touch  entirely  different 
from  the  pretty  regularly  diffused  infiltration  underneath  an  epithe- 
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lioma  of  the  uterine  cavity  and  body.  At  the  same  time  it  must 
not  be  forgotten  that  the  presence  of  fibromata  and  epithelioma  of 
the  body  in  the  same  case  are  by  no  means  rare.  I  have  success- 
fully performed  vaginal  hysterectomy  in  three  such  cases,  in  two  of 
which  the  presence  of  the  fibroids  was  not  known  until  the  uterus 
was  removed  ;  while  in  the  other  the  diagnosis  of  both  conditions 
was  made  out  prior  to  the  operation.  In  these  doubtful  cases,  as 
before  stated,  the  microscopical  examination  of  the  tissue  removed 
by  the  curette,  or  even  by  sharp  forceps  or  scissors,  also  aids  very 
greatly  in  forming  a  correct  diagnosis. 

A  differential  diagnosis  between  epithelioma,  scirrhous,  encephal- 
oid  and  sarcoma  of  the  cervix  and  body  is  by  no  means  always 
easy,  although  each  condition  generally  has  some  special  indica- 
tions which  aid  us  in  determining  the  variety  as  we  meet  it  clin- 
ically. Whether  it  be  one  or  the  other  there  is  but  one  thing  to  do, 
and  that  is  to  deal  with  it  according  to  the  most  approved  rules  of 
modern  surgery ;  and  to  me  vaginal  hysterectomy  in  properly 
selected  cases  seems  to  be  the  only  rational  treatment. 

In  what  cases,  when,  and  how  shall  we  perform  this  operation  ,J — 
In  answer  to  the  first  question  I  would  include  all  cases  in  which 
the  disease  is  limited  to  the  os  or  the  cervix,  and  also  all  cases  in 
which  the  disease  has  traveled  down  upon  the  vaginal  mucous 
membrane,  provided  it  is  decided  that  it  has  not  penetrated  the 
deep  tissues  of  the  vaginal  wall  and  become  infiltrated  into  the 
lymphatics  and  cellular  tissue ;  also  all  cases  in  which  the  disease, 
beginning-  in  the  endometrium,  is  still  confined  to  the  uterine  body 
and  has  not  diffused  itself  to  the  adnexa  or  the  peritonaeum.  As  to 
the  propriety  of  performing  hysterectomy  when  the  bladder  or 
rectum  have  become  involved  sufficient  has  already  been  said  in 
the  earlier  part  of  this  paper. 

There  are  not  infrequently  met  with  cases  in  which  the  diagno- 
sis between  an  extension  of  the  disease  to  the  adnexa,  and  an  old 
pelvic  thickening  due  to  prior  pelvic  peritonitis,  is  somewhat  diffi- 
cult, perhaps  even  impossible.  If  the  thickening  is  due  to  an 
extension  of  the  cancerous  infiltration  into  the  ligaments,  tubes  and 
ovaries  or  peritonaeum  the  general  condition  of  the  patient  is  almost 
always  such  that  there  is  little  difficulty  in  deciding  the  case. 
Besides  this  a  cancerous  infiltration  is  much  more  dense  and  resist- 
ant than  the  fibrinous  exudates  resulting  from  inflammation. 
This  point  in  conjunction  with  the  patient's  general  condition  will 
generally  aid  us  in  forming  a  correct  estimate  as  to' the  justifiability 
of  total  extirpation  in  these  somewhat  doubtful  cases. 
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When  shall  we  operate? — Taking  it  for  granted  that  the  opera- 
tion should  be  done  in  all  cases  heretofore  mentioned  as  coming 
within  its  scope  certainly  there  is  nothing  gained  by  delay.  The 
operation  should  be  done  at  once.  In  a  few  cases,  where  there  is 
considerable  destruction  of  the  cervix,  and  the  tissues  are  breaking 
down  rapidly,  it  is  best  to  curette  away  all  necrotic  parts,  apply  a 
styptic,  and  for  several  days  succeeding  this  use  the  dry  iodoform 
applied  directly  to  the  raw  surface.  I  have  done  this  in  quite  a 
number  of  cases  during  the  past  six  years.  By  this  means  we  get 
rid  of  an  amount  of  dead  and  offensive  material,  and  the  cervix  is 
thus  rendered  almost  absolutely  aseptic  and  of  course  much  less 
liable  to  cause  sepsis  during  the  operation  for  extirpation. 

In  many  cases  of  cancer  of  the  endometrium  in  which  the  dis- 
charge is  considerable  a  preliminary  curetting  of  the  uterine  cavity, 
followed  by  an  application  of  pure  carbolic  acid,  and  drainage  for 
several  days  by  iodoform-gauze  packing  will  so  thoroughly  do 
away  with  the  discharge  that  there  will  be  none  whatever  during 
the  operation.  I  have  resorted  to  these  procedures  in  several 
instances,  as  the  cases  demanded  the  one  or  the  other,  and  have 
found  them  of  the  greatest  benefit,  especially  as  to  the  saving  of 
time  and  the  exemption  from  annoyances  during  the  operation  for 
extirpation. 

I  fully  agree  with  Fritsch,  and  have  frequently  made  use  of  the 
same  assertion  in  discussions  upon  this  subject  before  the  New 
York  Obstetrical  Society  and  other  societies  during  the  past  five 
years,  that  the  operation  of  vaginal  hysterectomy  in  properly  se- 
lected cases  is,  to  me,  an  easier  and  less  bloody  operation  than 
high  amputation  of  the  cervix. 

How  to  perform  the  operation.  Preparatory  steps. — In  cases 
in  which  the  preliminary  operation  of  curetting  is  not  needed  the 
usual  local  preparations  consist  of  a  thorough  washing  out  of  the 
vagina  daily  with  the  carbolated  douche  and  then,  having  rendered 
the  vagina  and  cervix  perfectly  dry  by  wiping  with  absorbent  cot- 
ton, applying  dry  iodoform  to  the  diseased  os  or  cervix.  This 
should  be  done  for  several  days  at  least,  the  external  genitals  at 
the  same  time  being  thoroughly  cleansed  with  soap  and  water  and 
bathed  with  a  mild  antiseptic  solution.  The  patient  should  also 
take  a  warm  bath  every  day  and  the  bowels  should  be  thoroughly 
moved  by  a  cathartic  at  least  twenty-four  hours  before  the  opera- 
tion, after  which  only  milk  diet  should  be  given  up  to  the  evening 
preceding  the  day  of  the  operation.    Two  or  three  hours  before 
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the  operation  the  rectum  should  be  cleared  by  a  large  enema,  and 
at  the  same  time  the  bladder  of  course  empties  itself. 

The  patient  thus  prepared  and  etherized  is  placed  upon  her  back 
upon  the  table  and  well  drawn  down  to  its  edge  so  that  the  hips 
project  slightly.  A  Kelly's  cushion  is  placed  under  the  hips, 
the  thighs  and  legs,  properly  protected  by  canton-flannel,  bent 
upon  the  abdomen  in  the  lithotomy  position  and  each  held  by  a 
nurse.  An  extra  wide  Simon  speculum  (with  a  deeper  anterior 
curve  than  the  ordinary  blade,  and  made  for  me  by  the  Ford  Sur- 
gical Instrument  Company)  is  introduced.  Attached  to  the  lower 
hook-shaped  end  of  the  handle  is  hung  an  ordinary  tin  pail,  capacity 
one  quart,  filled  with  water.  Its  weight  is  usually  sufficient  to 
depress  the  posterior  wall  of  the  vagina  so  that  it  is  not  necessary 
to  call  upon  an  assistant  for  this  purpose.  The  bichloride  solution 
directed  upon  the  cut  surfaces  from  the  fountain  syringe  during 
the  operation,  together  with  the  blood,  flows  readily  down  the 
handle  of  the  speculum  into  the  pail  and  overflows  into  a  larger 
receptacle  placed  below  it.  The  external  genitals  and  vagina 
having  been  thoroughly  washed  with  soap  and  water  and  bathed 
with  the  antiseptic  solution  the  cervix  is  grasped  with  a  strong 
volsella  and  steadily  drawn  downward  so  as  to  bring  it  as  near  to 
the  vaginal  outlet  as  possible  and  held  by  an  assistant.  A  circular 
incision  through  the  vaginal  mucous  membrane  at  a  sufficient 
distance  to  thoroughly  clear  the  diseased  tissue  and  at  the  same 
time  not  so  far  away  as  to  endanger  the  ureters  is  made  by  scissors 
or  scalpel.  That  portion  of  the  incision  in  the  anterior  aspect  of 
the  vagina  is  then  penetrated  by  the  index  finger  of  the  left  hand, 
or  by  the  handle  of  the  scalpel  or  blunt-pointed  scissors,  and  the 
cellular  tissue  between  the  cervix  and  bladder  gently  separated, 
the  utmost  care  being  taken  to  avoid  injury  to  the  ureters  "or  blad- 
der. By  keeping  very  close  to  the  cervix  this  accident  is  easily 
avoided. 

Having  separated  the  bladder  and  ureters  from  the  cervix  and 
uterus  up  to  the  peritonaeum  and  on  either  side  out  to  the  line  of 
the  broad  ligaments,  which  fact  is  readily  determined  by  the  finger, 
the  speculum  is  either  removed  or  forcibly  depressed  and  the  tissues 
between  the  cervix  and  rectum  are  separated  in  a  similar  manner, 
up  to  the  peritonaeum. 

The  left  index  finder  a^ain  introduced  between  the  uterus  and 
bladder  touches  upon  the  peritonaeum  when  a  tenaculum  introduced 
and  guided  along  this  finger  readily  catches  the  peritonaeum  and 
an  opening  is  quickly  made  by  the  sharp-pointed,  slightly  curved 
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scissors.  Passing  the  finger  through  this  opening  (the  tenaculum 
and  scissors  being  withdrawn)  the  opening  is  enlarged  by  tearing 
to  either  side  down  to  the  broad  ligaments.  The  same  procedure 
is  then  applied  posteriorly  and  we  have  the  uterus  freed  everywhere 
except  as  to  the  broad  ligaments.  Immediately  upon  entering  the 
peritoneal  cavity  posteriorly  a  sponge,  antiseptically  prepared,  to 
which  a  long  string  is  attached,  is  pushed  into  the  pelvic  cavity 
behind  the  uterus  to  protect  it  from  the  fluids  in  the  vagina,  and 
also  to  hold  up  the  intestines.  The  treatment  of  the  broad  liga- 
ments, whether  by  compression  forceps,  clamps  or  ligatures,  is  a 
matter  which  every  surgeon  must  decide  for  himself  from  actual 
experience  with  the  operation.  For  my  own  part  after  an  experi- 
ence with  forceps  in  seven  cases  and  a  larger  experience  with  liga- 
tures my  preference  is  decidedly  in  favor  of  ligation.  If  the  uterus 
can  be  drawn  down  sufficiently  to  permit  the  finger,  introduced 
through  the  posterior  opening,  to  pass  around  the  fundus  and  hook 
over  the  broad  ligaments,  then  a  pair  of  forceps  sufficiently  long, 
can  be  made  to  include  the  entire  ligament,  the  finger  meanwhile 
protecting  against  nipping  the  intestines  by  the  points  of  the  forceps. 
When  this  can  be  done  there  is  but  one  objection  to  it,  and  that  is 
that  the  mass  included  being  the  entire  broad  ligament  is  quite 
large,  and  more  sloughing  is  likely  to  occur  than  in  cases  in  which 
the  ligatures  are  applied.  In  several  of  my  earlier  operations  I 
have  applied  the  forceps,  one  to  each  broad  ligament,  in  this  man- 
ner and  with  perfectly  satisfactory  results,  removing  them  at  the 
end  of  thirty-six  hours. 

The  use  of  several  pairs  of  forceps  to  either  broad  ligament  is 
objectionable  on  account  of  their  bulk,  their  inconvenience,  and 
the  pain  and  discomfort  which  they  often  cause.  In  addition  to 
this  they  interfere  greatly  with  the  gauze  dressing  and  entail  after 
manipulations  which  are  not  necessary  where  we  use  ligatures. 
In  applying  ligatures  an  extra  large  Peaslee  needle,  curved  at  a 
right  angle  and  blunt  pointed,  generally  accomplishes  the  purpose 
easily.  Drawing  forcibly  down  upon  the  cervix  the  needle,  threaded 
with  sufficiently  strong  silk,  is  carried  far  enough  up  to  include  the 
lower  third  of  the  ligament.  Perforating  the  ligament  from  its 
anterior  surface  the  ligature  is  grasped  by  a  tenaculum  and  held 
while  the  needle  is  unloaded  and  withdrawn.  The  uterine  artery 
is  thus  included  in  the  first  ligature.  This  portion  of  the  ligament 
is  then  cut  through  by  scissors  (and  the  traction  upon  the  cervix 
almost  completely  prevents  haemorrhage  from  the  uterine  side  of 
the  Cut  ligament)  and  one  or  two  more  ligatures  are  rapidly  applied. 
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The  same  steps  are  much  more  easily  applied  to  the  remaining 
ligament.  In  some  cases  where  the  broad  ligaments  are  shortened, 
or  the  vagina  is  small,  or  the  uterus  so  large  as  to  prevent  its  being 
drawn  down  to  the  vulva  I  have  made  use  of  a  needle  specially 
devised  for  such  cases.  I  have  had  this  needle,  or  rather  "  ligature 
carrier,"  made  by  the  Ford  Surgical  Instrument  Company.  It  is 
constructed  upon  the  principle  of  the  Sims'  uterine  repositor.  and 
with  it  the  ligature  can  generally  be  passed  with  comparative  ease 
even  when  circumstances  are  such  as  to  absolutely  preclude  the 
use  of  the  needles  ordinarily  used  for  this  purpose. 

The  uterus  having  been  removed  slight  traction  upon  the  liga- 
tures, which  have  purposely  been  left  long,  usually  brings  the 
ovaries  and  tubes  into  view,  and  they  are  readily  ligated  and  re- 
moved. It  is  always  best  to  remove  them  in  all  cases  in  which 
the  climacteric  has  not  been  passed,  provided  it  can  be  done  without 
delaying  the  operation  too  much.  If,  however,  these  organs  are 
strongly  adherent,  or  a  condition  of  pyosalpinx  exists,  and  for  these 
or  other  reasons  there  is  going  to  be  great  difficulty  in  reaching 
them  per  vaginam  the  question  arises  as  to  whether  we  shall  at 
once  proceed  to  open  the  abdomen  and  remove  them  or  let  them 
remain  for  a  subsequent  laparotomy.  The  condition  of  the  patient 
at  the  end  of  the  vaginal  hysterectomy  alone  must  decide  the 
question  as  to  adding  the  risk  of  a  laparotomy  to  what  has  already 
been  done.  I  should  certainly  defer  any  further  interference  unless 
the  patient  was  in  most  excellent  condition  and  showed  no  evidence 
of  shock;'  My  own  experience  in  adding  a  laparotomy  to  a  vaginal 
hysterectomy  is  confined  to  one  case,  and  then  simply  for  the  pur- 
pose of  ligating  a  bleeding  vessel  which,  on  account  of  the  thick- 
ened condition  of  the  left  broad  ligament  from  old  pelvic  inflamma- 
tion, could  not  be  controlled  from  below.  The  vessel  was  readily 
secured  and  the  patient  made  an  excellent  recovery.  In  this  case, 
however,  it  was  a  matter  of  necessity,  and  of  course  it  was  accom- 
plished in  a  few  minutes  and  was  a  very  different  thing  from 
enucleating  firmly  adherent  pus-tubes  and  ovaries. 

A  thorough  cleansing  of  the  vagina  by  the  antiseptic  douche, 
the  withdrawal  of  the  sponge  from  the  pelvic  cavity  and  the  draw- 
ing down  of  the  stumps  well  into  the  vagina,  leaving  the  ligatures 
to  protrude  just  posteriorly  to  the  iodoform-gauze  tampon  complete 
the  operation. 

The  only  local  after-complication  that  has  frequently  occurred, 
and  in  several  cases  has  resulted  fatally,  is  that  of  intestinal 
obstruction  and  paralysis.    (For  a  full  report  of  these  cases  see  a 
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paper  on  "The  Pathology  of  Intestinal  Obstructions  following 
Abdominal  and  Pelvic  Operations,"  by  William  Easterly  Ashton, 
M.D.,  of  Philadelphia,  read  before  the  Section  of  Obstetrics  and 
Diseases  of  Women  at  the  forty-third  annual  meeting  of  the 
American  Medical  Association  at  Detroit  June  7,  1892,  and  pub- 
lished in  the  "Journal  of  the  American  Medical  Association  ''  July 
9,  1892.)  If  the  gauze  tampon  is  so  applied  as  to  elevate  slightly 
the  intestines  above  all  the  raw  surfaces,  so  that  they  cannot  pos- 
sibly come  in  contact  with  these  raw  surfaces,  there  will  be  no 
danger  from  obstruction.  By  gently  spreading  out  the  central 
piece  of  gauze  to  a  T  shaped  affair,  thus  elevating  the  intestines 
(and  omentum  if  it  prolapses)  above  all  the  raw  surfaces,  the  peri- 
toneal cavity  is  completely  shut  off  from  any  septic  decomposition 
which  frequently  occurs  in  the  stumps.  This  central  line  of  the 
tampon  is  held  in  its  position  by  another  piece  on  either  side  cov- 
ering the  stumps  and  gently  filling  the  vagina.  Of  course  each  of 
the  three  protrude  from  the  vagina  and  thus  insure  perfect  drainage. 
I  have  used  this  method  of  applying  the  tampon  for  years  and 
have  never  seen  a  case  of  obstruction  of  intestines  following  vaginal 
hysterectomy.  I  believe  that  obstruction  of  the  intestines  and  its 
accompanying  paralysis  after  vaginal  hysterectomy  is  almost 
invariably  due  to  a  faulty  method  of  applying  the  vaginal  tampon. 
This  statement  applies  especially  to  cases  in  which  obstruction 
occurs  after  a  complete  operation,  i.e. ,  cases  in  which  not  only  the 
uterus  but  also  the  tubes  and  ovaries  are  removed.  In  like  man- 
ner in  some  cases  of  incomplete  operation,  i.e.,  where  the  tubes 
and  ovaries  are  allowed  to  remain,  old  tubal  disease,  with  its 
accompanying  bands  of  adhesions,  may,  provided  peritonitis  fol- 
lows the  operation,  produce  intestinal  obstruction  which  may 
prove  fatal  unless  relieved  by  an  exploratory  abdominal  section. 
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City  Hospital,  etc. 

The  first,  and  by  far  the  most  important  part  of  the  treatment 
of  this  disease,  is  the  prophylactic  care  of  the  patient,  and  this 
should  begin  immediately  upon  the  completion  of  the  third  stage 
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of  labor;  for  if  procidentia  becomes  once  fastened  upon  our  patient, 
there  is  no  prospect  of  her  becoming  cured  without  some  surgical 
interference.  Laceration  of  the  perinaeum  as  well  as  tears  well  up  on 
the  vaginal  walls  are  of  the  first  importance.  All  tears  of  the  mucous 
membrane  of  the  vagina  should  be  carefully  looked  for,  and  as 
carefully  united  with  catgut  under  antiseptic  precautions.  Many 
tears  are  left  ununited  predisposing  the  patient  to  procidentia, 
sometimes  for  fear  of  criticism  by  the  physician;  more  often  be- 
cause the  physician  has  no  suitable  suture  material  with  him. 

Patients  of  the  laboring  classes,  who  are  not  able  to  remain  in 
bed  as  long  as  they  should,  or  to  regulate  their  work  as  they  ought, 
are  more  apt  to  suffer  early  in  life  from  procidentia.  Rest  in  bed 
should  be  prescribed  after  every  case  of  labor  for  at  least  two  weeks, 
and  a  longer  period,  providing  there  has  been  any  post-puerperal 
trouble. 

Martin  in  his  new  work  on  gynaecology,  draws  attention  to  the 
fact  that,  although  we  have  discovered  that  child-bed  fever  is  not 
due  to  errors  of  diet,  but  to  inoculation  with  septic  germs,  still  we 
go  on  starving  our  puerperal  patients  just  as  we  did  twenty  years 
ago,  depriving  the  woman  at  this  most  important  time  of  proper 
food.  She  has  just  undergone  excruciating  pain,  has  put  forth  tre- 
mendous muscular  effort,  has  lost  a  large  amount  of  blood,  and 
besides  must  establish  a  fountain  of  nourishment  for  the  child.  If 
a  woman  ever  needs  food,  she  needs  it  after  passing  through  the 
puerperal  period.  The  withholding  of  proper  nourishment  at  such 
a  time,  and  keeping  her  on  "slops,"  will  certainly  weaken  the 
uterine  supports,  and  make  her  liable  to  procidentia,  as  well  as 
other  uterine  troubles. 

In  the  treatment  of  procidentia  pessaries  have  been,  and  still 
are,  given  a  very  prominent  place  by  many  authorities,  but  they 
are  very  unsatisfactory  and  soon  produce  ulceration  from  the  con- 
stant pressure  of  the  heavy  retroverted  uterus.  According  to  my 
observation,  the  best  pessary  is  a  wool  tampon,  which  the  patient 
is  taught  to  introduce  every  morning  just  before  rising.  This  tam- 
pon should  be  removed  the  same  night,  and  followed  by  an 
astringent  vaginal  douche.  Any  local  treatment  can  only  be 
palliative,  and  the  only  satisfactory  treatment  of  procidentia  is 
some  surgical  operation  or  some  combination  of  operations.  Many 
patients,  however,  on  account  of  some  organic  disease,  or  from 
old  age,  or  from  uncontrollable  fear  of  surgery,  cannot  be  operated 
upon.  To  such  patients  the  wool  tampon  is  a  great  comfort.  In- 
jections of  hot  water,  1050  F.,  containing  pyrogallic  acid,  are  of 
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much  benefit.  Tannin  suppositories  can  also  be  used  to  much  ad- 
vantage; but  in  all  cases  not  included  in  the  above  exceptions, 
surgical  operations  offer  the  only  prospect  of  a  radical  cure. 

In  following  the  literature  of  the  past  few  years,  I  have  been 
surprised  to  see  the  almost  universal  acceptance  by  American  sur- 
geons, of  the  German  teaching  upon  this  subject.  The  Americans 
are  the  leaders  in  this  branch  of  surgery;  they  are  the  most 
ingenious  of  all  nations,  and  their  greater  experience  should  make 
them,  as  I  believe  them  to  be,  the  best  teachers.  One  reason  for 
the  German  preeminence  was  their  early  recognition  and  acceptance 
of  the  principles  of  antisepsis,  making  possible  methods  which 
were  not  successful  under  the  old  regime. 

In  considering  the  subject  of  procidentia,  the  Americans  dis- 
tinguish three  degrees,  first,  second  and  third.  Most,  if  not  all  of 
the  Germans,  make  no  such  distinction.  The  first  degree  of  proci- 
dentia is  produced  when  the  cervix  is  dragged  below  the  lower 
health  line  of  Emmet,  that  is,  a  line  variable  in  a  slight  degree  in 
healthy  women,  where  the  traction  on  the  broad  ligaments 
produces  mechanical  congestion  of  the  uterus,  through  compres- 
sion of  the  thin-walled  veins,  the  elastic-walled  arteries  not  being 
affected. 

In  the  second  degree  of  procidentia  the  cervix  reaches  the 
vulva,  presenting  it  at  the  ostium  vagince. 

The  third  degree  of  procidentia  is  reached  when  the  uterus 
comes  completely  outside  of  the  body. 

In  considering  the  treatment  of  procidentia  by  plastic  vaginal 
surgery,  I  shall  divide  the  subject  into  three  degrees  or  steps  : 

First,  trachelorrhaphy ;  second,  anterior-colporrhaphy  ;  third, 
perineo-posterior  colporrhaphy. 

The  necessity  for  the  first  step  is  not  recognized  by  the  majority 
of  foreign  surgeons.  The  fact  that  a  laceration  of  the  cervix  can 
prevent  the  proper  involution  of  the  puerperal  uterus  is  not  appre- 
ciated by  them  ;  therefore,  they  do  not  advise  trachelorrhaphy  as 
the  first  step  in  the  treatment,  as  is  most  universally  done  in  this 
country. 

Amputation  of  the  cervix,  however,  is  advised  abroad,  when 
the  cervix  is  much  hypertrophied  or  otherwise  diseased.  If 
after  the  performance  of  trachelorrhaphy  or  amputation,  it  seems 
best  for  any  reason  not  to  continue  the  etherization  too  long,  the 
patient  should  be  put  to  bed  to  wait  for  another  time  for  the 
second  and  third  steps;  for  the  last  two  should  be  done  at  the  same 
sitting  to  secure  the  best  results. 
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The  second  step,  or  anterior-coiporrhaphy.  In  1856,  Dr. 
Marion  Sims,  assisted  by  Dr.  Thomas  Addis  Emmet,  both  of  New 
York,  performed  the  first  operation  for  procidentia,  in  which 
anterior-coiporrhaphy  was  added  to  the  old  Baker-Brown  perinseum. 
In  this  operation,  Dr.  Sims  intended  to  remove  a  portion  of  the 
vesico-vaginal  septum,  forming  an  artificial  vesicovaginal  fistula. 
This  he  intended  to  afterward  close,  and  in  this  way  contract  the 
anterior  vaginal  wall  enough  to  remove  the  large  cystocele,  and 
prevent  the  prolapse  of  the  anterior  vaginal  wall.  Dr.  Sims  raised 
the  mucous  membrane  of  the  anterior  vaginal  wall  with  a  tenaculum, 
and  grasped  the  tissue  to  be  removed  with  a  long-bladed  pair  of 
forceps,  the  jaws  of  the  forceps  being  made  to  run  parallel  with 
the  long  axis  of  the  vagina.  The  tissue  above  the  blade  of  the 
forceps  was  then  removed,  when  he  was  surprised  to  find  that  the 
bladder  had  not  been  opened.  The  edges  of  the  vaginal  mucous 
membrane  were  then  united  with  silver  wire,  and  the  patient  was 
cured. 

Dr.  Sims  and  Dr.  Emmet  worked  together  in  the  Woman's  Hos- 
pital for  several  years,  and  from  their  increased  experience  they 
changed  their  method  of  operation  from  time  to  time,  until  to-day, 
Dr.  Emmet  has  developed  the  following  plan  of  operation,  which 
he  describes  in  his  new  book,  and  which  seems  to  me  to  give  the 
greatest  number  of  successful  results.  Dr.  Emmet  first  denudes 
three  spots  of  the  vaginal  mucous  membrane,  the  centre  spot  being 
about  three-fourths  of  an  inch  long  by  one-third  of  an  inch  wide, 
lying  just  in  front  of  the  cervix.  The  other  two  points  lie  one  upon 
either  side,  a  little  behind  the  central  denuded  point,  and  are  just 
half  its  size.  These  three  points  are  united  with  one  or  two  silver 
sutures,  so  shouldered  that  the  side  spots  may  overlap  its  corre- 
sponding half  of  the  larger  central  denuded  spot.  By  this  procedure 
a  sling  is  made  so  that  the  pelvic  fascia  holds  the  cervix  back  in 
the  fundus  of  the  vagina.  After  the  three  points  are  united  two 
crescentic  folds  of  mucous  membrane  are  formed,  running  down 
the  anterior  vaginal  wall.  The  edges  of  these  folds  are  denuded 
and  united,  forming  an  ellipse  with  its  long  axis  corresponding 
with  the  long  axis  of  the  vagina,  the  lower  end  of  the  ellipse  ter- 
minating just  under  the  neck  of  the  bladder.  By  this  operation, 
•the  anterior  column  of  the  vagina  is  preserved  in  the  undenuded 
mucous  membrane  lying  between  the  edges  of  the  lips  which 
strengthens  the  anterior  vaginal  wall.  The  undenuded  mucous 
membrane  which  is  almost  entirely  shut  in,  gives  no  after  trouble, 
as  experience  has  often  demonstrated. 
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There  are  various  other  operations  of  anteri'or-colporrhaphy;  for 
instance,  Stoltz's,  or  the  "purse-string"  operation.  I  consider  this 
to  be  wrong  in  principle,  because  it  shortens  instead  of  lengthening 
the  anterior  vaginal  wall,  and  predisposes  to  the  formation  of  a 
subsequent  cystocele.  Martin's  operation  is  much  better.  Here 
an  elliptical  surface  on  the  anterior  vaginal  wall  is  entirely  denuded, 
and  then  united  with  a  continuous  buried  catgut  stitch,  bringing  the 
sides  of  the  ellipse  together.  This  operation  gives  good  results,  if 
the  catgut  does  not  absorb  too  soon,  but  it  would  be  much  im- 
proved by  the  addition  of  the  three  points  of  Emmet,  combined 
with  a  few  supporting  stitches  of  silkworm-gut. 

The  third  step,  perineorrhaphy  or  perineo-posterior  colorrhaphy, 
should  immediately  follow  the  second,  that  there  may  be  no  undue 
pressure  upon  the  anterior  vaginal  stitches.  The  only  perfect  re- 
sults in  this  third  step  can  be  secured  with  some  operation  which 
restores  the  normal  anatomical  relationship  of  the  perinseum,  and 
brings  the  posterior  vaginal  wall  close  up  against  the  anterior 
vaginal  wall.  The  old  Baker-Brown  and  all  other  similar  operations, 
which  united  the  labia  together,  accomplished  nothing  but  the 
building  up  of  an  obstruction.  The  physiological  purpose  of  the 
perineal  body  is  the  holding  in  place  of  the  anterior  wall  of  the 
rectum  during  the  act  of  defsecation.  Now,  if  this  restraining  influ- 
ence be  lost  through  solution  of  the  tendinous  centre,  or  a  lateral 
tear  of  the  perinaeum,  or  by  separation  of  the  fascial  attachment  of 
the  lower  pelvic  muscles,  then  the  rectum  is  allowed  to  bulge  for- 
ward into  the  vagina  with  each  straining  movement,  and  as  a 
result  there  is  a  direct  drag  upon  the  uterus  above  through  the  pos- 
terior vaginal  wall.  That  this  is  the  most  important  feature  in  the 
production  of  procidentia,  is  proven  by  the  fact  that  procidentia 
does  not  occur  when  the  perinseum  is  completely  torn  through.  A 
valuable  aid  in  the  exact  location  of  the  edges  of  the  torn  fascia  or 
muscular  fibre  is  Dr.  A.  W.  Abbott's  suggestion  regarding  the  vol- 
untary contraction  of  the  pelvic  muscles.  Unfortunately,  a  con- 
siderable number  of  women  cannot  contract  the  perineal  muscles 
at  will. 

In  regard  to  the  selection  of  a  perineal  operation,  I  do  not  be- 
lieve in  the  popular  flap-splitting  operation,  because  it  can  never 
restore  the  anatomical  relationship  of  the  perinaeum,  and  because 
it  builds  up,  sometimes  as  high  as  the  meatus,  a  false  obstruction 
of  redundant  mucous  membranes  (which  have  been  separated  from 
the  posterior  vaginal  wall).  Then  again,  if  the  posterior  side  cuts 
are  made  at  all  deep,  they  must  divide  the  bulbo-cavernosus  muscles 
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The  Hegar  operation  for  posterior-colporrhaphy  consists  in  the 
denudation  of  a  triangular  surface,  the  apex  of  the  triangle  situated 
high  up  on  the  posterior  vaginal  wall,  the  base  of  the  triangle  cor- 
responding to  the  skin  edge  of  the  perinaeum;  the  sides  of  the 
triangle  are  united  with  interrupted  sutures,  the  base  of  the  denu- 
dation being  closed  with  sutures  which  correspond  with  the  stitches 
which  are  usually  employed  to  close  an  ordinary  perineal  opera- 
tion. I  believe  this  to  be  a  good  operation,  although  not  as  good 
as  the  Emmet  operation;  for  the  observation  of  Edward  Reynolds 
in  the  Boston  Lying-in  Hospital,1  proves  that  Emmet's  theories  are 
correct,  namely,  that  central  tears  of  the  perinseum  are  very  rare, 
and  usually  extend  through  into  the  rectum;  that  the  great  majority 
of  perineal  tears  are  transverse  or  crescentic  in  shape.  The  opera- 
tion, therefore,  for  restoration  of  the  perinaeum  must  follow  the 
lines  of  Emmet  or  of  Martin,  and  extending  up  into  the  posterior 
vaginal  sulci,  providing  we  are  to  catch  up  the  edges  of  the  torn 
fasciae  and  muscular  planes. 

Martin's  posterior-colporrhaphy  seems  to  me  to  be  a  good 
operation;  it  is  apparently  an  exaggeration  of  Dr.  Emmet's  new 
perineal  operation.  The  horns  of  the  crescentic  denudation  of  Dr. 
Emmet  are  carried  far  up  the  posterior  sulci  by  Martin,  sometimes 
as  high  as  the  cervix.  Martin  closes  his  perineal  denudation,  like 
his  anterior  wall  operation,  with  continuous  buried  catgut  suture. 
Dr.  Emmet's  operation  seems  to  me  more  universally  adaptable, 
and  to  be  founded  upon  better  surgical  anatomy  than  any  other 
perineal.-operation.  I  will  not  attempt  to  describe  this  operation 
to  you  to-day;  an  intelligent  description  would  be  impossible  with- 
out charts,  and  a  tedious  explanation.  I  trust,  however,  that  in 
studying. up  for  this  operation,  you  will  not  fall  into  the  error  of 
consulting  Munde's  Minor  Gynaecology,  or  Thomas's  new  work  on 
gynaecology,  (which  was  revised  by  Munde).  In  these  two  books 
the  same  plates  were  used  to  describe  Dr.  Emmet's  operation.  I 
remember  several  years  ago  assisting  a  surgeon,  who  performed 
what  he  called  Dr.  Emmet's  new  perineal  operation,  following 
Munde's  description.  When  the  stitches  were  tightened,  much  to 
the  surgeon's  surprise,  the  perinaeum  turned  wrong  side  out,  and  so 
it  will  always  do  when  the  stitches  are  placed  as  Munde's  diagram 
represents.  It  is  too  bad  that  such  a  fine  work  as  Dr.  Thomas  and 
Munde's  book  should  be  marred  by  such  an  error,  especially  when 
it  reflects  discredit  upon  New  York's  greatest  gynaecological  plastic 
surgeon. 

1  Transactions  American  Gynaecological  Society  of  1891. 
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I  am  sure  that  I  can  demonstrate  in  the  operating  room  the 
ability  of  this  operation  to  perfectly  close  the  perinaeunvand  suffi- 
ciently contract  the  posterior  vaginal  wall  at  the  same  time. 
Munde  says  that  this  operation  does  not  close  the  perinaeum;  that 
it  simply  contracts  the  posterior  vaginal  wall.  Emmet's  is  the  only 
perineal  operation  which  recognizes  the  anatomical  fact  that  in  a 
longitudinal  section  of  the  female  perinaeum,  with  the  patient  lying 
upon  the  back,  the  highest  point  is  the  line  of  the  hymen.  Any 
operation  which  does  not  recognize  this  anatomical  fact,  cannot 
accurately  bring  together  the  divided  muscles  and  fasciae,  and  can- 
not prevent  the  woman  urinating  into  the  vagina,  when  she 
attempts  to  do  so  while  lying  upon  her  back. 

I  have  operated  for  procidentia  some  twenty-five  times  in  the 
past  six  years,  curing  all  but  four  of  my  patients.  One  patient, 
during  the  absence  of  the  nurse  on  the  third  day,  got  out  of  bed, 
walked  across  the  room  to  the  slop-jar,  sat  down  upon  it  and 
strained  until  she  had  a  movement  of  the  bowels,  tearing  open  the 
perineal  wound.    She  has  refused  further  operative  aid. 

In  the  second  failure,  the  anterior  vaginal  stitches  of  silkworm- 
gut  cut  at  the  lowest  angle  of  the  wound,  allowing  a  partial  return 
of  the  cystocele.  The  second  operation  upon  this  patient,  I  am 
sure,  will  effect  a  cure. 

The  third  failure  was  upon  a  patient  who  had  suffered  with  the 
third  degree  of  procidentia  for  many  years.  A  small-sized  fibroid 
tumor  in  the  fundus  prevented  proper  involution  of  the  uterus,  and 
to  cure  her  it  was  ultimately  necessary  to  perform  vaginal  hysterec- 
tomy. 

The  fourth  failure  occurred  in  a  patient  who  conceived  two 
months  after  the  operation. 

Most  of  my  patients  I  have  been  able  to  converse  with  or  to 
examine  long  after  the  operation  has  been  made,  and  I  have  been 
able  to  demonstrate  that  they  remained,  anatomically  as  well  as  clin- 
ically, cured.  In  the  after  care  of  patients  following  the  three  Em- 
met plastic  operations,  it  is  important  to  keep  the  patients  in  bed  for  a 
considerable  length  of  time,  according  to  the  degree  of  procidentia. 

The  sutures  in  the  cervix  and  anterior  wall  should  be  left  from 
four  to  six  weeks,  so  that  the  new  perinaeum  should  become  quite 
strong  before  subjecting  it  to  the  tension  of  the  speculum.  I  prefer 
silkworm-gut  for  the  sutures  in  the  cervix  and  anterior  wall,  to  be 
held  in  place  by  a  perforated  shot.  They  are  easily  and  quickly 
fastened  by  this  method  and  are  very  easy  to  remove,  providing  the 
shot  be  not  too  small.    The  ordinary  shot  used  for  cleft  palate  are 
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Visually  too  small.  About  No.  1  duck  shot  is  large  enough  not  to 
become  buried  under  the  mucous  membrane  of  the  vagina. 

When  the  three  operations  already  mentioned  fail  to  cure  a  case 
of  procidentia,  there  are  a  variety  of  other  operative  procedures 
which  should  be  considered.  Alexander's  operation  by  raising  the 
uterus,  but  more  particularly  because  it  throws  the  uterus  into  the 
position  of  antiversion,  is  a  decided  aid  to  plastic  vaginal  opera- 
tions. Alexander's  operation  alone  would  be  almost  sure  to  fail  if 
applied  to  a  bad  case  of  procidentia. 

A  number  of  prominent  surgeons  advocate  opening  the  abdo- 
men and  suturing  the  fundus  to  the  anterior  abdominal  wall. 
Olshausen,  Leopold,  Sanger,  Polk,  Thomas  and  H.  Kelly,  all  have 
at  different- times  advocated  this  procedure.  It  seems  to  me  to  be 
a  faulty  operation,  first,  in  that  it  raises  the  uterus  above  the  health 
line  already  mentioned,  acting  like  a  pessary  which  is  too  large; 
so  that  even  though  the  union  does  not  separate,  which  is  more 
than  likely;  the  patient  is  often  not  relieved  of  her  discomfort.  My 
experience,  however,  is  derived  from  patients  operated  upon  for 
displacements  of  the  uterus  combined  with  adherent  and  diseased 
appendages.  I  have  never  performed  the  above  operation  simply 
for  procidentia  alone. 

Another  objection  to  this  operation  is  the  element  of  danger, 
for  there  certainly  is  a  certain  percentage  of  danger,  perhaps  very 
low,  not  more  than  two  or  three  percent;  but  even  that  percentage 
is  too  high  for  a  non-fatal  malady,  and  should  only  be  incurred 
under  exceptional  circumstances. 

Krug  of  New  York,  sutures  the  fundus  to  the  anterior  abdomi- 
nal wall,  without  opening  the  cavity.  He  places  his  patient  in 
Trendelenburg's  position,  so  that  the  intestines  may  gravitate  out  of 
the  field  of  operation,  and  passes  the  suture  with  a  long-handled 
needle.  Whether  this  method  is  a  gain  as  far  as  the  danger  to  the 
patient  goes,  remains  to  be  seen.  I  think  that  I  should  prefer  to 
open  the  cavity  and  see  where  my  needle  was  going. 

The  Le  Forte  operation  of  the  French,  or  the  Neugebauer  of  the 
Germans,  consists  in  producing  a  partial  stenosis  of  the  vagina. 
Two  equal  quadrilateral  surfaces,  one  well  back  on  the  anterior 
vaginal  wall,  and  a  corresponding  surface  on  the  posterior  vaginal 
wall  are  entirely  denuded,  and  two  surfaces  are  then  united  to  each 
other  with  catgut  sutures.  This  operation  does  not  prevent  coition. 
Several  cases  are  reported  where  the  patient  has  conceived  after 
undergoing  this  operation,  the  artificial  septum  being,  of  course, 
divided  at  the  time  of  delivery. 
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In  an  incurable  case  of  procidentia,  and  one  where  the  Emmet 
operations  have  failed  to  cure,  I  should  be  in  favor  of  giving  this 
procedure  a  trial  before  resorting  to  the  last  operation,  namely, 
vaginal  hysterectomy.  This  latter  operation  should  be  reserved 
for  women  who  must  work  to  live  and  where  the  uterus  remains  of 
so  large  a  size  that  plastic  surgery,  combined  with  Alexander's 
operation,  cannot  effect  a  cure. 

Procidentia  is  the  cause  of  much  suffering,  even  producing 
chronic  invalidism,  and  when  it  occurs  in  a  woman  who  is  de- 
pendent upon  her  own  efforts  for  support,  requires  great  patience 
and  perseverance  on  her  part,  and  great  ingenuity  on  the  part  of 
the  surgeon.  But  even  the  worst  cases  are  susceptible  of  a  cure, 
and  should  be  given  the  benefit  of  surgery,  and  not  be  consigned 
to  the  hopeless  life  of  an  invalid. 


SOME  NOTES  ON  A  CASE  OF  FIBRO-MYOMA  OF  THE 
UTERUS  THAT  ENTIRELY  DISAPPEARED  AFTER  A 
SINGLE  CURETTEMENT. 

By  Hiram  N.  Vineberg,  M.D. 

E.  N.,  set.  forty-five,  was  first  seen  by  me  August  7,  1887  when 
I  obtained  the  following  history.  She  had  been  married  twenty- 
three  years  and  had  never  been  pregnant,  never  having  missed  a 
period.  About  three  years  prior  to  her  visit  to  me  she  was  suddenly 
seized  with  a  profuse  uterine  haemorrhage,  the  cause  of  which  she 
attributed  to  a  fright.  From  this  time  on  her  menstruation  became 
much  more  profuse  than  it  had  formerly  been,  was  attended  with 
considerable  bearing-down  pain  and  the  expulsion  of  several  good 
sized  blood-clots.  Formerly  the  flow  lasted  from  three  to  four 
days,  now  it  continued  for  six  or  seven  days.  Between  the  men- 
strual periods,  she  was  free  from  pain  but  suffered  from  a  moder- 
ate discharge  of  a  yellowish  color,  which  had  recently  increased 
very  much  in  quantity.  It  was  for  this  discharge  and  a  burning 
sensation  in  the  vagina  that  she  sought  my  advice.  On  exam- 
ination I  found  a  small  rubber  ring-pessary  lying  loosely  in  the 
vagina  which  had  been  introduced  three  years  before  by  the 
physician  whom  she  consulted  for  the  metrorrhagia.  The  ring 
had  never  been  removed  during  the  entire  three  years  and  strange 
to  say,  apart  from  being  coated  with  a  thick  layer  of  muco-puru- 
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lent  discharge,  was  in  good  condition.  The  spring  was  not  broken 
at  any  part  and  the  rubber  was  not  eroded  in  spite  of  the  fact  that 
the  patient  had  never  used  any  vaginal  injections. 

There  was  considerable  vaginitis  attended  with  a  copious  puru- 
lent discharge.  The  uterus  was  found  in  the  normal  position, 
freely  movable,  and  with  a  body  rather  large  for  a  nulliparous 
organ.  Nothing  abnormal  was  detected  in  the  adnexa.  On  dis- 
carding the  ring  and  employing  appropriate  treatment  the  vaginitis 
and  discharge  disappeared  in  a  few  weeks.  I  saw  or  heard  nothing 
further  from  the  patient  until  April  2,  1889  which  was  twenty 
months  later.  She  came  this  time  to  consult  me  for  the  uterine 
haemorrhages  which  had  been  steadily  growing  more  severe.  Lat- 
terly she  was  unwell  every  two  weeks  and  the  flow  would  last  as 
long  as  from  ten  to  twelve  days.  It  was  very  profuse  and  was 
attended  with  the  passage  of  large  clots  and  bearing-down  pain. 
In  the  inter-menstrual  period  she  felt  fairly  well  though  feeble  and 
faint  consequent  upon  the  great  loss  of  blood.  At  the  time  of  her 
visit  she  was  extremely  anaemic,  the  mucous  membranes  being 
fairly  blanched  and  the  slightest  exertion  made  her  pant  for  want 
of  breath.  The  uterus  was  found  uniformly  enlarged  and  about 
the  size  of  the  gravid  uterus  at  the  third  month.  The  cervix  was 
almost  obliterated  and  tightly  stretched  across  the  lower  part  of 
the  uterus.  The  sound  could  only  be  passed  for  a  distance  of  one 
inch  and  a  half.  The  tumor  was  freely  movable  and  was  not  in 
the  least  sensitive  to  manipulation.  The  patient's  temperature  was 
normal,  her  pulse  was  90  and  rather  compressible.  As  far  as  she 
knew  at  no  time  did  she  have  any  fever,  or  symptoms  which 
would  indicate  pelvic  inflammation.  The  patient  was  ordered  to 
keep  to  her  bed  and  ex.  ergot  fid.  m  xv.  was  administered  every 
four  hours.  On  April  14th  as  the  patient  continued  to  flow  pro- 
fusely since  her  visit  to  me  in  spite  of  the  ergot  and  rest  in  bed,  I 
decided  to  curette  the  uterus.  Accordingly  with  the  assistance  of 
my  friend  Dr.  L.  Dinkelspiel  who  administered  the  ether  I  dilated 
the  uterus  until  I  could  introduce  a  medium  sized  sharp  curette. 
This  passed  to  the  distance  of  five  inches  before  reaching  the  fun- 
dus. It  was  now  ascertained  that  the  growth  principally  involved 
the  fundus  and  anterior  wall.  I  curetted  every  part  of  the  uterine 
cavity  very  thoroughly,  removing  several  tablespoonfuls  of  tissue, 
then  wiped  out  the  cavity  with  an  antiseptic  solution  and  painted 
it  with  impure  carbolic  acid.  For  the  next  three  or  four  days  there 
was  a  moderate  flow  of  a  sero-sanguinous  character  accompanied 
by  the  passage  of  a  few  small  clots.     The  patient  made  an  excel- 
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lent  recovery  and  had  no  fever  at  any  time.  The  extreme  anaemia 
gradually  vanished  under  the  administration  of  iron  and  good 
nourishing  food.  I  saw  her  again  September  9th  when  she  stated 
that  her  periods  were  quite  regular  in  every  respect  and  that  the 
flow  was  moderate  in  quantity  and  lasted  only  from  three  to  four 
days.  She  volunteered  the  statement  that  she  had  not  felt  as  well 
for  years.  No  vaginal  examination  was  made  at  this  visit.  On 
December  5th  of  the  same  year  the  patient  came  to  see  me  again 
for  a  lumbago.  Her  periods  were  still  regular  and  of  the  same 
duration  as  stated  above.  The  uterus  now  on  bimanual  examina- 
tion was  found  to  be  of  normal  dimensions  and  no  signs  of  any 
enlargement  or  thickening  of  the  walls  could  be  detected.  The 
sound  passed  to  the  fundus  and  showed  the  length  of  the  uterine 
cavity  to  be  three  inches.  The  patient  then  removed  to  another 
city  but  I  heard  from  her  every  few  months  until  the  time  of  her 
death  early  last  winter.  She  had  contracted  influenza  which  be- 
came complicated  with  pneumonia  and  died  in  a  few  days.  The 
reports  I  had  periodically  from  her  stated  that  she  menstruated  just 
as  regularly  as  when  she  had  been  a  girl,  and  that  the  duration 
and  quantity  of  the  flow  were  just  the  same  as  when  last  noted. 

There  can  be  no  question  in  my  mind  as  to  the  character  of  the 
uterine  growth.  It  was  an  interstitial  fibro-myoma,  probably  of 
the  soft  variety,  occupying  for  the  most  part  the  fundus  and  ante- 
rior wall  of  the  uterus.  It  is  seldom,  I  think  that  the  evidence  of 
the  diagnosis  of  a  fibroid,  not  confirmed  by  removal  and  subse- 
quent microscopical  examination,  rests  on  a  more  certain  founda- 
tion. It  certainly  was  not  pregnancy,  it  surely  was  not  a  malig- 
nant growth,  and  the  only  other  conditions  it  possibly  might  have 
been  were  a  pelvic  exudation  and  uterine  hyperplasia  or  areolar 
hyperplasia  of  some  authors.  The  history  of  the  case,  the  ster- 
ility, the  symptoms  and  the  local  findings  offer  an  incontrovertible 
argument  against  the  latter  supposition.  I  think  it  may  be  safely 
asserted  that  areolar  hyperplasia  never  produces  such  enlargement 
as  was  witnessed  in  this  case.  Further,  areolar  hyperplasia  is 
rarely  seen  in  the  nulliparous  uterus  and  is  seldom  characterized 
by  long-continued  and  profuse  haemorrhages.  While  it  must  be 
admitted  that  pelvic  exudations  frequently  occur  which  may  be 
and  arc  mistaken  for  a  fibroid  growth  of  the  uterus,  such  a  contin- 
gency in  the  present  instance  was  entirely  out  of  the  question. 
There  was  no  history  of  an  acute  attack,  there  was  no  fever,  nor 
had  there  been  any  as  far  as  the  patient  knew,  the  mass  was  not 
sensitive  to  pressure  and  was  not  isolated  but  was  part  and  parcel 


Notes  on  Fibi'o-Myoma,  etc. 


833 


of  the  uterus  itself  In  my  opinion  the  only  point  that  may  be 
raised,  is:  Could  a  fibroid  grow  to  such  a  size  in  the  comparatively 
short  period  of  twenty  months?  But  before  discussing  this  point 
it  must  be  recalled  that  the  patient  had  already  had  haemorrhages 
for  the  three  years  prior  to  her  first  visit  to  me,  and  that  at  that 
time  I  made  out  some  enlargement  of  the  uterus.  As  the  woman 
had  thick  abdominal  walls  the  enlargement  may  have  been  greater 
than  I  was  cognizant  of.  But  even  leaving  all  this  out  of  consid- 
eration, cases  have  been  recorded  by  reliable  observers  in  which  a 
fibro-myoma  of  the  uterus  grew  more  rapidly  than  the  one  under 
question.  Gusserow  (New  Growths  of  the  Uterus,  p.  189.  Wm. 
Wood  &  Co.  1887)  investigated  fourteen  cases  at  random  which 
came  under  his  observation  in  reference  to  this  point:  "In  three 
of  the  cases  the  tumors  had  existed  about  two  years.  In  the  first 
the  growth  was  as  large  as  a  fist,  in  the  second  the.  abdomen  was 
distended  by  the  tumor  to  a  circumference  of  seventy-six  centi- 
metres (30%  inches),  in  the  third  the  swelling  was  as  large  as  a 
child's  head." 

The  foregoing  case  is  offered  for  publication  in  the  hope  that  it 
may  prove  of  some  interest  especially  at  the  present  time  when 
the  treatment  of  uterine  fibro-myoma  other  than  by  removal  with 
the  knife,  is  receiving  considerable  attention. 

What  were  the  processes  that  took  place  in  the  growth  result- 
ing in  its  removal  ?  It  could  not  have  been  sloughing,  for  I  re- 
peatedly, questioned  the  patient  in  reference  to  any  offensive  or 
copious  discharge  after  the  curettement  and  she  invariably  an- 
swered in  the  negative.  It  is  more  than  likely  that  the  change 
described  by  Gusserow  (Ibid.  p.  195)  as  "  regressive  metamor- 
phosis "  is  that  which  took  place.  To  use  Gusserow's  own  words: 
"  The  muscular  elements  seem  to  be  destroyed  by  fatty  disinte- 
gration while  the  connective  tissue  masses  shrink  and  become 
atrophic  and  thus  lead  to  a  sort  of  cirrhosis  of  the  growth.'" 

The  knowledge  that  fibroids  "  seem  quite  often  to  be  subject  to 
this  change  "  must  stimulate  the  hope  that  means  may  be  found 
or  have  already  been  found  which  are  capable  of  artificially  induc- 
ing it,  and  bringing  about  if  not  a  removal  at  least  a  reduction  in 
size  of  the  growth.  But  this  subject  I  must  leave  for  another 
paper  which  is  now  in  the  course  of  preparation. 
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MASSAGE  AS  USED  IN  INDIA; 
By  A.  B.  Condict,  M.D., 

Orange,  N.  J. 

The  use  of  the  massage  as  a  remedial  agent  is  comparatively 
recent  in  this  country,  but  if  we  turn  our  eyes  to  the  changeless 
East  we  shall  find  that  our  Huckcem  friends  (Arabic  for  Doctor) 
have  been  using  it  for  many  centuries  in  India  and  Persia. 

What  we  see  done  in  those  countries  to-day  is  without  doubt 
the  customs  that  prevailed  in  the  time  of  Christ.  It  was  most  in- 
teresting to  me  to  visit  Pompeii  on  my  journey  homeward.  There 
I  found  the  same  style  of  kitchens  that  my  food  had  been  cooked 
in  while  in  India.  Those  oil  stoves  I  saw  in  Pompeii  were  identi- 
cal with  those  just  left  in  India.  The  houses  even  were  the  very 
same  I  so  often  visited  in  India  up  in  the  interior. 

The  daily  life  of  the  Pompeian  no  doubt  was  quite  like  that  of 
the  ordinary  native  of  the  East  to-day. 

To-day  like  those  days  of  Pompeii's  glory,  the  new  and  old 
moons  had  their  respective  influences  as  they  are  now  believed  to 
have. 

No  one  would  dream  of  doing  so  rash  a  thing  as  to  wean  a 
baby  in  the  old  moon,  or  to  perform  ever  so  slight  a  surgical 
operation  unless  the  benign  influences  of  the  new  moon  were  in  « 
the  sky.  The  actual  cautery  was  then  as  now  a  favorite  adjunct  to 
the  use  of  the  drugs  obtained  from  the  dense  jungles.  Such  inert 
substances  as  the  ashes  of  pearls,  or  the  ground  dust  of  rubies  is 
still  in  high  favor,  especially  in  the  families  of  princes  and  rajahs. 
How  amusing  !  to  watch  the  cunning  faces  of  those  old  Huckeems 
when  the  pearls  and  rubies  were  brought  to  be  burnt  or  ground  (? !) 
for  the  benefit  of  the  patient  just  prescribed  for.  The  question  was 
did  they  ever  get  further  than  the  grasp  of  the  old  Huckeem? 

From  these  simple  deductions  shall  we  not  conclude  that  the 
rude  "  mallaise  "  (Hindustanee  for  Massage)  we  now  find  in  use  in 
India  is  the  same  as  was  used  by  remote  generations  of  that 
changeless  people. 

Our  Huckeem  friend  succeeds  admirably  with  his  rude  mallaise 
in  the  cure  of  a  variety  of  diseases,  where  we  often  rush  in  with 
more  extreme  measures. 

Even  fevers,  rheumatism,  malnutrition,  the  pains  of  child-birth, 
sleeplessness,  and  many  ailments  akin  to  these  mentioned,  are 
treated  by  the  mallaise.  The  wealthy  merchant,  or  native  prince 
has  what  he  considers  an  indispensible  adjunct  to  his  corps  of 
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household  servants  in  the  person  of  a  middle-aged  woman  who  is 
skilful  in  applying-  this  crude  massage.  She  sits  cross-legged  on 
the  floor  by  the  side  of  the  mat  or  soft  Persian  rug,  upon  which  her 
patient  reclines  Beginning  with  the  extremities  she  rolls,  kneads, 
presses,  beats  softly  with  finger  tips,  or  applies  continued  deep 
pressure  to  every  portion  of  the  body. 

To  the  fever  patient  this  deep  pressure  is  of  the  greatest  com- 
fort, so  that  she  often  continues  her  almost  superhuman  efforts  for 
many  hours  at  one  time. 

This  "Ayah,"  (nurse)  is  also  apt  to  be  gifted  in  romancing 
while  she  works,  weaving  fanciful  tales  of  adventure  or  love,  thus 
diverting  the  patients'  thoughts  from  themselves.  In  a  monotonous 
tone  of  voice  she  spins  these  stories  out,  hour  after  hour,  till  we 
are  confident  this  was  the  origin  of  some  of  the  stories  of  the 
Arabian  nights,  evidently  of  Persian  and  Indian  origin.  Their  end- 
less adventure,  their  fanciful  endings.  To-day  we  find  this  Agah 
as  of  old  reciting  those  wondrous  tales,  while  the  cocoanut  oil 
lamp  burns  dimly  in  the  corridors  and  arches  of  those  Persian  and 
Indian  zananas.  She  gives  the  mallaise  and  weaves  those  stories, 
robbing  weary  aching  bodies  of  their  pains  by  her  magic  skill. 

In  the  case  of  the  lower  class  who  are  unable  to  obtain  so  skil- 
ful a  manipulator,  means  of  a  still  ruder  type  are  resorted  to  for 
relief.  Where  the  dreaded  malarious  fever  causes  every  bone  in 
the  body  to  ache  with  the  intensity  of  a  toothache,  the  poor 
patient  so  craves  the  rudest  approach  to  the  mallaise  !  In  his  dire 
need,  perhaps  a  friendly  neighbor  may  come  to  his  relief.  While 
the  poor  patient  lies  on  the  ground  with  face  downward,  his  friend 
walks  with  bare  feet  slowly  up  and  down  with  measured  tread  the 
back  and  limbs  of  the  naked  patient  till  every  blood  vessel,  how- 
ever minute,  has  been  emptied  of  its  heated  contents.  Every 
nerve  stretched  to  its  utmost  capacity.  Every  bone  made  to  rub 
its  fellow,  and  every  limb  move  in  its  socket.  The  patient  declares 
he  is  much  relieved.  In  fact  many  poor  creatures  use  only  this 
treatment  for  the  frequent  attacks  of  fever  they  contract  from  the 
foul  air  of  their  dense  jungles. 

The  beautiful  and  spirited  Arab  horse  who  is  almost  as  one  of 
his  master's  family  is  also  accustomed  to  the  mallaise.  In  some 
cases  where  it  is  an  unusually  elegant  and  highly  strong  animal, 
his  devoted  master  regularly  employs  two  strong  men  to  apply  the 
morning  and  evening  mallaise.  Even  English  gentlemen  have 
been  persuaded  of  the  benefits  of  this,  and  use  it  for  their  finest 
horses.    It  is  found  that  horses  so  treated  require  less  food  to  keep 
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them  in  good  spirits  and  flesh,  and  do  their  work  in  the  extreme 
heat  with  less  evil  results. 

It  is  an  open  secret !  Give  the  blood  a  more  perfect  circulation. 
Stimulate  the  glands  to  do  their  duty.  They  can  and  will  relieve 
the  over-charged  body  many  times  of  the  poison  accumulated. 
Inflamed  organs  will  become  healthful  and  disease  less  destruc- 
tive. Even  congested  ovaries  and  uterus  maybe  made  to  discharge 
their  unduly  engorged  contents  by  removing  the  obstructions  in 
every  tiny  capillary  and  vein.  Giving  nature  a  chance  to  right  the 
wrong,  and  so  cheat  the  skilful  surgeon  even  of  the  chance  to  use 
his  knife  so  often  as  he  now  does. 


POSTERIOR  LACERATION  OF  THE  FEMALE  PELVIC  FLOOR 
AND  ITS  SURGICAL  REPAIR.1 

By  W.  P.  Manton,  M.D., 

Vice-President  of  the  Medical   Board,    Woman's   Hospital  and  Foundling's  Home;  Consulting 
Gynaecologist  to  the  Eastern  and  Northern  Michigan  Asylums  for  the  Insane,  and  to  St. 
Joseph's  Retreat ;  Genesic  Surgeon  to  the  House  of  the  Good  Shepherd ;  Lecturer 
on  Obstetrics  Detroit  College  of  Medicine ;  President  of  the  Detroit  Academy 
of  Medicine,  etc.,  etc. 

There  is,  perhaps,  no  portion  of  female  anatomy  about  which 
so  much  has  been  written,  but  which  is  so  little  understood  by  the 
majority  of  physicians,  as  the  sacral  segment  of  the  pelvic  floor; 
and  yet  so  large  a  proportion  of  genesic  ills  arise  from  tears  and 
lacerations  of  this  part,  that  its  importance  from  an  obstetrical  and 
gynaecological  point  of  view  can  hardly  be  overestimated. 

Formed  by  the  union  of  a  number  of  muscles  and  fascias,  its 
integrity  is  essential  to  the  normal  position  and  function  of  the 
organs  placed  above,  and  whatever  interferes  with  this  integrity, 
brings  about  a  series  of  changes  in  anatomical  relationship,  and, 
secondarily  of  nutrition,  which  can  be  remedied  only  by  operative 
process. 

The  muscles  of  the  floor  of  the  pelvic  outlet  arc  arranged,  for 
the  most  part,  in  pairs,  the  whole,  together  with  the  various  fascias, 
uniting  at  a  point  between  the  vagina  and  rectum,  to  form  the 
perinaium,  the  most  important  muscle  of  all  then  running  back- 


1  Read  by  invitation  before  the  Northern  Tri -State  Medical  Association, 
Quincy,  Mich.,  July  12,  1892. 
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ward  along  the  sides  of  the  rectum,  to  be  inserted  into  the  coccyx- 
It  is  to  this  muscle  the  levator  ani,  that  I  desire  to  direct  par- 
ticular attention.  Arising  by  a  series  of  muscular  slips  from  the 
arcus  tendinous,  the  obturator  fascia,  and  the  pubic  bone,  it 
spreads  outwards,  downwards,  and  backwards,  forming  a  thin  and 
broad  expanse  which  incloses  and  unites  with  the  lower  portion  of 
the  bowel,  and  is  inserted  into  the  tip  and  sides  of  the  coccyx. 

Behind  the  vagina,  the  levatores  ani  send  out  some  strong 
muscular  bundles  which  blend  posteriorly  and  uniting  with  the 
bulbo-cavernosus,  the  transversus  perinei,  and  the  anal  sphincter 
muscles,  assist  in  the  formation  of  the  perinaeum. 

In  the  male  these  same  bundles  run  to  the  prostate,  and  were 
called  by  Santorini  the  M.  levator  prostatce. 

It  will  be  seen  by  this  that  the  levatores  ani  form  a  loop 
around  the  vagina  and  the  rectum,  and  their  action, — the  drawing 
forward  and  upward  of  these  canals  toward  the  pubic  bone,  is  thus 
readily  understood.  This  action  is  of  the  greatest  importance  in 
sustaining  the  contents  of  the  pelvis  and  abdomen  above,  not  only 
when  at  rest,  but  particularly  when  suddenly  forced  downward  as 
by  a  fall, — and  in  the  process  of  defalcation. 

Spasm  of  this  muscle  is  that  interesting  condition  known  as 
vaginismus,  and  the  strength  of  the  contraction  which  may  take 
place,  is  demonstrated  by  the  prolonged  incarceration  of  the  male 
organ  in  the  vagina,  several  cases  of  which  have  been  reported.  2 

Although  situated  deeper  than  the  other  perineal  muscles,  the 
levatores'  ani  readily  relax  before  the  advancing  head  of  the  child 
during  labor,  and  in  the  lesser  tears  of  the  perinaeum  frequently 
escape  unharmed.  It  is  just  this  class  of  injuries  which  give  rise 
to  little  or  no  subsequent  trouble,  and  requires  no  interference  on 
the  part  of  the  physician.  When  the  levatores,  however,  become 
torn,  the  most  essential  portion  of  the  pelvic  floor  is  involved,  and 
a  long  series  of  calamities  may  follow  in  the  wake  of  the  lacera- 
tion. At  first  there  may  be  only  an  eversion  or  rolling  out  of  the 
vaginal  membrane,  then  descent  of  the  anterior  or  posterior  wall 
or  both,  cystocele,  rectocele,  and  uterine  prolapse,  and  all  their 
accompanying  manifestations. 

This  brings  us  to  the  consideration  of  the  surgical  repair  of  such 
lacerations.  The  point  which  I  wish  to  make  here  and  to  insist 
upon  is,  that,  whatever  the  operation  performed  for  the  restoration 
of  the  torn  perinaeum, — and  their  name  is  legion, — it  is  absolutely 

2Manton.  "  What  is  Vaginismus?  "  Transactions  of  the  Michigan  State 
Medical  Society,  1887. 
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necessary  that  the  sundered  fibres  of  the  levatores  ani  muscle 
shall  be  brought  together,  and  any  operation  which  fails  to  accom- 
plish this,  fails  in  the  complete  restoration  of  the  pelvic  floor,  and 
in  the  relief  of  symptoms  and  conditions  for  which  it  is  designed. 

This,  in  my  opinion,  is  the  sine  qua  non  of  success.  In  the  great 
majority  of  cases  the  immediate  operation  should  be  performed. 
In  incomplete  lacerations  the  first  stitch  taken  should  be  entered  just 
posterior  to  the  middle  and  about  an  eighth  of  an  inch  to  the  skin 
side  of  the  rent,  and  carried  upward  into  the  vagina  to  or  near  the 
top  of  the  laceration.  The  needle  is  then  withdrawn,  re-entered  at 
the  same  spot,  and  passed  downward  through  the  tissues  to  emerge 
at  a  point  corresponding  to  its  ^entrance  on  the  opposite  side.  This 
forms  a  kind  of  guy-suture  which  when  drawn  upon  pulls  down- 
ward the  fibres  of  the  levator  ani,  and  upward  those  of  the  other 
perineal  muscles,  and  restores  them  to  their  normal  contact. 
Suturing  should  then  proceed  from  the  upper  angle3  of  the  vaginal 
wound  down  to  the  posterior  commissure,  and  so  on  to  the  end  of 
the  rent  through  the  skin,  part  of  the  sutures  being  within  the 
vagina,  and  part  of  them  external. 

After  the  upper  sutures  have  been  tied,  the  guy-suture  is  drawn 
upon  and  secured,  and  the  tying  of  the  remaining  sutures  com- 
pleted. 

This  forms  a  good,  strong  perinaeum,  and  restores  the  integrity 
of  the  pelvic  floor,  and  the  tissues  thus  united  rarely  fail  to  adhere. 

In  the  secondary  operation  the  denudation  must  be  carried  high 
up — sometimes  almost  to  the  cervix, — a  colpo-perineorrhaphy  being 
really  what  is  required. 

The  failure  to  reach  the  upper  vaginal  portion  of  the  laceration 
is,  it  seems  to  me,  the  most  serious  objection  to  the  split-flap 
operation  of  Sanger  and  Tait.  As  a  cosmetic  procedure,  however, 
this  method  is  certainly  a  brilliant  conception,  restoring  as  it  does 
the  external  parts  to  their  former  symmetrical  appearance.  But  if 
the  finger  is  passed  into  the  vagina  some  weeks  after  healing  has 
taken  place,  the  walls  of  that  tube  will  generally  be  found  relaxed 
and  more  or  less  everted. 

Where  paucity  of  tissue  exists,  the  split-flap  method  is  to  be 
commended,  but  from  my  experience,  after  its  employment  in  a 
number  of  cases,  it  seems  to  me,  that  those  methods  in  which  the 
parts  are  denuded,  or  denudation  with  the  retention  of  the  flap  is 

3  These  vaginal  sutures  I  consider  of  the  utmost  importance  in  bringing 
the  ends  of  the  torn  levator  fibres  together. 
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performed,  offer  the  best  hopes  for  a  satisfactory  restoration  of  the 
perinaeum. 

Although  flap-splitting  has  been  greatly  extolled,  failures  have 
been  reported  by  Parvin  and  Munde,  and  I  have  myself  to  record 
one  such  misfortune,  after  the  most  careful  and  painstaking  opera- 
tion upon  a  young  and  healthy  subject. 


A  REPORT  OF  THREE  UNUSUAL  CASES. 
By  H.  D.  Ixgraham,  M.D., 

Professor  of  Gynaecology,  Niagara  University. 

The  three  following  cases,  which  occurred  in  my  practice  at  the 
Buffalo  Hospital  of  the  Sisters  of  Charity,  during  the  past  winter 
are  so  unusual  that  it  seems  to  the  writer  that  they  warrant  being 
placed  on  record.  Case  number  one  is  reported  simply  as  an  ana- 
tomical curiosity.  Cases  like  that  of  number  two  are  believed  to 
be  quite  infrequent  although  a  few  similar  ones  have  been  reported. 

The  reporter  is  not  aware  that  many  cases,  like  the  third  one, 
are  on  record,  yet  a  few  have  been  mentioned  in  which  there  was 
a  much  larger  quantity  of  fluid. 

Case  I. — When  making  my  visit  at  the  hospital  one  day  last 
February  I  was  told  that  an  Italian  girl,  aet.  nineteen,  who  came 
in  the  day  before,  had  some  lesion  of  the  generative  organs.  The 
patient  could  not  speak  English  and  at  that  time  there  was  no  one 
in  the  hospital  who  could  speak  Italian.  An  examination  was 
made  and  it  was  found  that  the  rectum  opened  into  the  fossa  navi- 
cularis.  The  sphincter  muscle  was  partially  developed,  yet  not 
sufficiently  to  close  the  bowel  completely.  The  patient  had  incon- 
tinence of  faeces  unless  the  bowels  were  constipated  and  the  stools 
unusually  hard.  The  next  day  the  patient's  condition  was  ex- 
plained to  her,  by  the  aid  of  an  interpreter,  and  an  operation  to 
'remedy  the  malposition  advised,  but  she  chose  to  put  up  with  the 
trouble  and  left  the  hospital  before  any  attempt  was  made  for  her 
relief.    In  all  other  respects  the  patient  was  well  developed. 

Case  II. — Last  November  Dr.  Brooks,  of  Conewango  this  State 
brought  to  my  office  Miss  B.  S. ,  aet.  seventeen,  born  in  New  York. 
Her  family  history  was  good  and  to  all  external  appearances  she 
was  well  developed.  Her  health  had  always  been  good  until  a 
little  more  than  two  years  before,  when  she  began  to  have  severe 
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colicky  pains  in  the  hypogastric  region  lasting  from  three  to  seven 
days. 

These  pains  made  their  appearance  regularly  every  four  weeks. 
She  did  not  menstruate  nor  was  there  any  abdominal  enlargement. 
After  several  attacks  of  this  kind  her  mother  consulted  a  physician 
who,  I  am  told,  gave  her  medicine  without  any  benefit.  A  short 
time  before  I  saw  the  patient  the  mother  had  consulted  Dr.  Brooks. 
He  examined  the  girl,  and  informed  the  parents  that  an  operation 
was  necessary,  and  brought  her  to  me.  The  breasts  and  external 
genitals  were  well  developed.  There  was,  however,  no  hymen 
nor  the  remnants  of  one.  The  vagina  was  normal  except  at  the 
depth  of  about  three  inches  it  terminated  in  a  cul-de-sac.  Just  be- 
yond this  partition,  which  was  about  the  thickness  of  the  vaginal 
wall,  could  be  felt  what  appeared  to  be  the  uterine  cervix  with  a 
dimple  in  the  centre,  apparently  the  external  os.  Tkis  body  was 
about  the  diameter  of  the  normal  cervix.  Bimanual  examination 
gave  negative  results  owing  to  the  tense  firm  condition  of  the 
abdominal  walls  and  the  sensitiveness  of  the  patient.  By  passing 
the  finger  into  the  rectum  the  uterus  could  be  outlined  but  it  seemed 
not  much  more  than  half  the  usual  size.  However,  it  was  thought 
best  to  see  if  an  opening  could  not  be  made  into  the  uterus  even 
though  the  organ  was  undersized  rather  than  distended  as  would 
be  expected  from  the  history  of  the  case.  Accordingly  the  patient 
was  sent  to  the  hospital  and  two  days  later  under  an  anaesthetic 
and  with  all  antiseptic  precautions  an  opening  was  made  through 
the  septum  in  the  vagina.  A  small  cut  was  made  with  a  knife  and 
enlarged  with  a  uterine  dilator  so  as  to  freely  admit  the  finger. 

It  was  found  that  the  uterus  was  undeveloped,  that  it  was  much 
smaller  than  normal,  and  without  any  opening  or  external  os. 

The  tissues  were  separated  and  the  finger  was  passed  up  by  the 
side  of  the  uterus  an  inch  or  so,  to  the  fundus,  yet  it  did  not  enter 
the  abdominal  cavity. 

The  tubes  appeared  to  be  enlarged  and  distended  with  fluid 
especially  the  left  one.  As  it  did  not  seem  possible  to  drain  the 
tubes  through  the  uterus  the  opening  made  in  the  vagina  was  closed 
with  catgut  and  the  patient  put  to  bed  and  kept  quiet  for  a  few  days. 
Her  condition  was  fully  explained  not  only  to  her  parents  but  to 
herself,  and  the  removal  of  the  tubes  and  ovaries  advised.  Ten 
days  after  the  opening  in  the  vagina  was  made  this  was  done,  Dr. 
Brooks  assisting.  The  right  tube  was  about  four  times  its  normal 
size,  being  distended  with  blood  and  serum,  but  was  free,  there 
being  no  adhesions.    The  left  tube  was  twice  the  size  of  the  right 
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quite  tortuous  and  sacculated,  this  was  also  filled  with  blood  and 
serum  and  was  connected  with  the  surrounding  tissues  by  firm 
adhesions. 

Neither  tube  was  distended  to  its  uterine  extremity,  but  just 
before  they  reached  the  uterus  both  appeared  to  lose  their  tubular 
character  and  become  membranous  bands.  After  their  removal 
no  opening  into  the  uterus  from  either  tube  could  be  discovered. 
During  this  operation  I  again  had  an  opportunity  to  verify  the  fact 
that  the  uterus  was  only  a  little  more  than  half  the  usual  size. 
The  patient  made  a  good  recovery  and  has  been  well  since,  the 
colicky  pains  having  disappeared. 

Case  III. — Four  years  ago,  with  two  of  my  colleagues  Profs. 
Cronyn  and  Lothrop,  I  examined  an  unmarried  women,  set.  thirty, 
who  had  a  very  much  distended  abdomen.  This  young  woman  and  a 
twin  sister  were  all  who  were  left  of  a  large  family,  nearly  all  the 
other  members  having  died  of  some  form  of  tubercular  disease. 

She  had  noticed  the  enlargement  for  the  past  two  years,  but  for 
the  last  few  months  it  had  not  apparently  increased.  The  patient's 
health  was  good,  her  only  suffering  being  due  to  the  inconvenience 
of  such  a  large  abdomen  and  the  remarks  that  people  made,  which 
were  not  always  complimentary. 

The  abdomen  was  perfectly  symmetrical  and  was  apparently 
filled  with  a  thin  fluid.  When  she  lay  on  her  back  both  sides 
bulged  out  as  in  ascites,  and  when  she  stood  up  the  lower  part  of 
the  abdomen  bulged  more  than  when  lying  down.  All  objective 
symptoms  except  one,  indicated  that  the  fluid  was  free  in  the 
abdominal  cavity,  not  enclosed  within  a  cyst,  the  umbilicus  was 
etracted  not  prominent  and  thinned  as  it  is  in  ascites. 

As  it  was  not  clear  to  us  just  what  the  trouble  was,  the  patient 
was  advised  to  wait  for  a  time  and  if  any  change  occurred  to  re- 
port at  the  hospital  immediately.  Soon  after  she  went  South  and  I 
did  not  see  her  again  for  more  than  four  years,  when  she  returned 
to  Buffalo  and  was  sent  to  the  hospital  by  Dr.  Cronyn  the  20th  of 
last  April.  There  was  but  little  if  any  change  in  her  condition 
since  the  previous  examination.  The  abdominal  distention  was 
about  the  same,  in  fact  it  was  apparently  as  great  as  it  could  be 
when  first  seen. 

An  exploratory  incision  was  advised  not  because  of  any  change 
in  the  patient's  condition,  but  because  it  was  thought  best  to  ascer- 
tain the  cause  of  the  trouble,  if  possible  :  and  at  this  time  it  was 
suspected  that  a  cyst  involving  some  organ  was  the  cause  of  the 
distention.    The  patient  remained  in  the  hospital,  was  prepared 
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for  the  operation  in  the  usual  manner,  and  two  days  later  a  small 
exploratory  incision  was  made.  After  cutting  through  the  abdom- 
inal walls  it  was  discovered  that  the  fluid  was  contained  within  a 
cyst ;  a  trocar  was  introduced  and  three-and-one-half  gallons  of  a 
thin,  clear,  colorless  fluid  drawn  off.  The  cyst  was  then  brought 
through  the  opening,  the  pedicle,  which  was  six  inches  broad, 
ligated  and  the  sac  removed.  It  proved  to  be  a  cyst  of  the  left 
broad  ligament,  which  is  not  so  very  uncommon,  but  a  large  one 
like  this,  one  that  completely  fills  the  abdominal  cavity  simulating 
ascites  is  certainly  not  often  seen.  The  patient  made  a  good  re- 
covery. 


SPECIAL  OPERATION  FOR  ABORTION. 
By  Chas.  H.  Harris,  M.D., 

Cedartown,  Ga. 

"Dr.  Jones,  Specialist  in  Abortion." — How  would  that  look  in  a 
medical  journal.  Who  would  have  the  temerity,  the  hardihood,  who 
would  dare  to  place  such  an  advertisement  before  the  profession. 
Of  course  it  would  not  do  for  the  newspapers,  nor  yet  for  an  office 
window.  It  would  be  something  like  "  Sansom  the  Executioner  " 
and  the  dear  doctor  would  be  besieged  by  an  array  of  beauty 
never  yet  lavished  on  canvas.  An  yet  "The  Specialist  in  Abortion" 
exists.  He  is  no  ideal  drawn  from  the  mystic  realm  of  fiction,  but 
an  actuality,  a  real  live  man  and  a  good  one.  He  is  the  guardian 
of  virtue  and  womanhood  and  above  reproach.  As  a  professor 
ably  filling  a  chair  in  college  he  is  perhaps  well-known.  As  a 
specialist  in  abortion  he  is  recognized  only  by  a  favored  few,  his 
satellites.  Why  don't  he  advertise,  write  and  teach  and  give  us  the 
benefit  of  what  he  knows  ?  Peradventure,  a  smiling  competitor 
may  wink  the  other  eye  and  whisper  "professional  suspect." 
Strange  paradox  this  that  a  good  man  should  be  shorn  of  his  glory 
and  shrink  from  a  reputation  in  a  legitimate  field  of  practice  at  a 
period  in  medicine  when  specialism  is  adding  so  much  to  its 
growth  and  progress.  More  than  the  eye,  the  throat  and  nose,  the 
uterus  in  the  early  months  of  gestation  is  a  fit  subject  for  the  study 
of  the  specialist. 

Except  perhaps  incidentally  it  is  not  the  purpose  of  this  article 
to  consider  the  causes  or  reasons  that  determine  the  operation  for 
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abortion.  Confining  ourselves  strictly  to  accidental  cases  among 
the  married,  we  opine  that  the  world  would  be  the  better  if  it  were 
done  oftener.  The  concensus  of  opinion  due  to  the  nervousness 
with  which  doctors  consider  the  subject  is  at  variance  with  the 
facts  connected  with  it.  The  decisions  which  obtain  at  present 
and  guide  us  in  our  practice  are  wrong.  The  profession  in  its 
dread  of  crime  and  interest  in  the  embryo  have  monopolized  all 
guardianship  in  posterity,  and  have  become  its  blind  partisans. 
The  poor  women  are  to  suffer  and  sacrifice  everything  at  the  shrine 
of  maternity  as  if  it  was  for  this  alone  they  were  made.  Here  is  a 
chapter  in  the  warfare  of  science  well  worth  our  study.  As  a  rule, 
instead  of  arresting  an  abortion,  without  specific  reasons  to  the 
contrary,  the  womb  should  be  emptied.  Threatenings  of  this 
trouble  are  not  without  cause,  and  that  usually  beyond  the  reach 
of  diagnosis.  What  sense  is  there  in  allowing  a  woman  with  dia- 
betes, albuminuria  and  the  grave  forms  of  disease  to  run  the 
gauntlet  of  pregnancy  and  labor, — if  there  be  a  stain  of  blood  in 
the  vagina  from  the  interior  of  the  womb, — if  there  be  the  slightest 
dilatation  of  the  cervix,  if  there  be  excessive  and  persistent  nausea 
and  vomiting  at  any  period  of  pregnancy,  if  the  woman  suffer  with 
disease  that  makes  labor  dangerous,  if  there  be  threatenings  of  this 
trouble  and  there  be  a  young  infant  already  at  the  breast,  if  in 
household  phrase,  the  woman  "bred  very  hard"  without  apparent 
cause,  take  it  for  granted  your  patient  is  in  great  danger  and  at 
once  empty  her  uterus.  The  older  doctors  will  frown  at  this  rule 
and  stand  ready  to  make  the  fur  fly.  The  young  man  in  the  pro- 
fession who  is  the  coming  doctor  and  whom  the  people  always 
welcome  "can  see  a  thing  or  two"  and  "knows  a  good  thing 
when  he  sees  it." 

The  safest,  surest  and  quickest  way  of  treating  abortion  is  by 
curetting  and  snaring  with  instruments  that  are  adjustable  in  utero. 
Sometimes  they  may  be  safely  brought  to  a  finish  in  a  few  minutes 
frequently  within  an  hour  and  very  rarely  in  two  sittings.  This 
operation  and  instrument  are  new  and  of  such  merit  as  to  be  con- 
sidered by  the  ablest  gynaecologist  of  the  age  "with  interest." 

Sharp  curettes  and  those  having  acute  angles  should  not  be 
used  in  the  pregnant  uterus.  It  is  work  in  the  dark  in  the  depths 
of  the  gravid  uterus  beyond  the  reach  of  our  possible  success,  and 
for  this  reason  instruments  should  be  selected  which  are  harmless 
to  the  uterus  and  capable  of  detaching  and  disintegrating  its 
contents. 

In  doing  this  work,  the  doctor  should  not  be  in  great  haste. 
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Carefully  observing  antisepsis  from  the  beginning,  he  should  ex- 
amine his  patient  on  a  table  with  Sims'  speculum  and.  learn  all 
about  her  uterus.  He  should  get  its  soundings,  study  the  size  and 
bearings,  its  deviations  and  flexions.  Next  he  should  ascertain  the 
condition  of  the  cervix  with  a  dilator  and  learn  the  amount  of  dila- 
tation at  the  os  internum  and  externum  and  also  its  dilating  quali- 
ties. If  large  enough  to  receive  the  index  finger  and  yielding  his 
task  will  be  an  easy  one.  If  small  and  contracted  a  rigid  divulsion 
and  if  necessary  shallow  incisions  should  be  practiced  to  open  it. 
If  nervous  and  intolerant  of  pain  chloroform  should  be  used  or  in 
lieu  thereof  temporary  packing  of  the  cervix  with  absorbent  cotton 
wet  in  a  solution  of  cocaine.  The  cervix  is  now  fixed  with  a  vol- 
sellum  and  handed  to  the  assistant.  Snare  No.  i  is  passed  into  the 
uterus  and  carefully  moved  about  to  ascertain  the  attachments  of 
the  placenta.  These  should  now  be  severed  rapidly  and  thoroughly. 
Sweep  the  staff  around  the  globe  of  the  ovum.  To  make  assurance 
doubly  sure  enlarge  the  loop  while  in  the  womb  and  scrape  it  as 
you  would  a  mortar  with  a  thin  spatula.  Usually  the  membranes 
are  ruptured  in  this  manoeuvre  and  some  of  the  liquor  amnii  slightly 
tinged  drips  from  the  handle  and  goes  trickling  down  the  wires. 
Break  up  the  ovum  as  thoroughly  as  possible.  Snaring  now  be- 
gins. It  is  best  done  with  a  large  loop  of  round  wire.  The  loop 
should  be  kept  moving  until  it  hangs  when  the  staff  should  be 
moved  up  on  the  wires  as  far  as  you  can  and  secured  with  the  thumb 
screw.  Now  pull  gently  with  forceps  movement  at  first  with 
gradually  increasing  strength  until  the  mass  is  either  extracted 
entire  or  cut  in  twain.  In  the  latter  event  repeat  the  procedure 
until  it  is  chopped  into  fragments  of  easy  extraction. 

Snare  No.  2  with  flat  watch  spring  wire  is  intended  to  put  the 
finishing  touches  to  the  operation.  A  word  of  caution  as  to  Snare 
No.  2.  In  careful  hands  it  is  both  safe  and  valuable.  Were  you 
however  to  attempt  to  force  it  through  a  very  narrow  and  rigid 
cervix,  you  might  snap  the  loop  and  have  in  the  uterus  an  instru- 
ment dangerous  as  a  chisel.  It  is  capable  of  a  hundred  pounds 
traction  but  not  more  than  five  pounds  pressure  on  the  loop.  There 
is  no  danger  in  using  it  if  the  cervix  be  as  large  as  the  little  finger. 
After  passing  the  os  internum  the  loop  is  slightly  enlarged  and  the 
residual  placenta  scraped  off  and  scooped  out.  You  now  wrap  some 
absorbent  cotton  on  the  curved  beak  of  dressing  forceps,  dip  it  in 
an  astringent  antiseptic  solution  and  scour  the  walls  of  the  uterus 
with  considerable  pressure.  Irrigate  the  vagina  and  your  work  is 
done.    There  will  be  a  slight  sanguinolent  discharge  for  several 
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days  which  will  do  no  harm  but  rather  help  the  involution  of  the 
uterus. 

A  doctor  sometimes  has  a  case  in  which  pregnancy  inter- 
feres with  treatment  and  he  wants  to  prevent  it.  If  there  is  suspic- 
ion of  pregnancy,  the  products  of  conception  may  be  dislodged  and 
broken  up  without  any  previous  dilatation  with  Snare  No.  1  and  be 
left  to  the  unaided  powers  of  the  uterus  to  discharge.  Watch  the 
case  and  if  any  trouble  dilate  and  curette  as  described  above.  Snare 
No  1  is  covered  with  rubber  drainage-tube  and  is  absolutely  safe 
in  the  womb.  It  will  pass  any  cervix,  will  wedge  off  the  placenta 
and  chop  it  up  into  fragments  without  scratching  the  uterine  mu- 
cosa. It  will  mark  a  new  era  in  the  treatment  of  abortion.  Snare 
No.  1  with  long  rubber  sleeve  will  be  found  useful  in  miscarriages 
and  transverse  presentations  in  bringing  down  a  limb  and  in  snaring 
the  placenta  when  the  hand  cannot  be  introduced. 

In  treating  both  abortion  and  miscarriage  it  is  desirable  to  dis- 
pense with  tents  and  the  introduction  of  fingers  and  hand  (always 
septic)  into  the  womb.  A  careful  study  of  this  operation  wilj  enable 
the  doctor  to  do  much  to  avoid  these  dangers.  Oftener  than  other- 
wise in  the  first  months  of  pregnancy  there  is  an  apparent  or  real 
unequal  development  in  the  walls  of  the  uterus — a  bulging  or  belly- 
ing. This  condition  is  to  be  met  by  an  oblique  loop  with  Snare 
No.  1.  It  is  made  by  pulling  on  one  wire  after  the  loop  is  projected 
in  utero. 

Snares  are  troublesome  and  should  be  carefully  kept.  The 
spring-st-eel  wires  and  watch  spring  are  prone  to  rust  and  should 
not  remain  in  the  staff  but  thoroughly  wiped  and  dried  and  wrapped 
in  close  paper.  They  are,  however,  well  worth  the  trouble  and 
yield  to  the  earnest  doctor  handsome  returns — returns  in  the  shape 
of  reputation  and  prestige  and  fat  fees  for  special  services — returns 
in  good  conscience  and  duty  performed — more  than  all  returns  in 
the  satisfaction  of  adding  to  human  life  and  lessening  suffering. 

[For  plates  illustrating  the  above  see  under  "New  Instru- 
ments."] 
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EDITORIAL. 
FOETICIDE. 

We  publish  in  this  issue  of  the  Journal  an  article  sent  to  us  from 
Georgia  so  startling  in  its  boldness,  so  open  in  its  advocacy  of 
practices  not  infrequently  carried  out  nefariously  by  reputable 
physicians,  that  we  have  consented  to  publish  it  with  the  agree- 
ment that  it  shall  form  the  text  for  this  editorial. 

The  fact  alone  that  one  physician  honestly  proclaims  his  belief 
in  the  advisability  of  foeticide,  where  others  hypocritically  practice 
it  in  secret  while  reprobating  it  in  public,  has  prevented  us  from 
consigning  the  article  to  which  we  refer  to  the  editorial  waste- 
basket.  We  freely  confess  to  far  more  respect  for  him  who  openly 
advocates  the  systematic  destruction  of  human  life  in  utero  as  a 
matter  of  convenience  than  for  him  who  systematically  destroys  this 
same  life  in  secret  for  the  money  there  is  in  it,  with  a  psalm-book  in 
his  hand  and  a  seat  in  an  elders  pew.  And  it  can  be  no  secret  to 
those  of  us  who  have  been  even  a  few  years  in  active  practice  that 
foeticide  in  the  early  months  of  gestation  is  constantly  performed 
with  the  flimsiest  excuses  by  prominent  and  reputable  men,  and 
women  too,  in  every  community. 

This  has  long  been  a  plague-spot  on  the  profession  and  we 
believe  the  time  has  come  to  expose  it  and  to  offer  it  for  discussion. 

As  all  scientists  are  agreed  that  independent  life  enters  the  ovum 
at  the  moment  of  conception  and  that  this  life  does  not  differ  in  its 
essential  characteristics  from  this  point  on  until  and  even  beyond  the 
term  of  pregnancy,  we  must  logically  acknowledge  the  fact  of  indi- 
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viduality  and  the  same  individuality  in  the  blastoderm  of  an  hour,  a 
day  or  a  week  as  exists  in  the  perfect  foetus  of  nine  months.  We 
must  go  even  further  than  this  and  concede  that  in  the  matter  of 
independent  and  individual  existence  there  is  no  difference  between 
the  blastoderm  which  segregates  and  absorbs  its-  food  from  the 
endometrium  of  the  uterus,  the  three  months'  foetus  which  absorbs 
the  same  nutriment  from  the  blood-vessels  of  the  uterus,  and  the 
infant  at  the  breast  which  obtains  the  same  nitrogenous  elements 
from  the  blood-vessels  of  the  mother  through  the  nipple.  In  each 
case  the  dependence  for  life  upon  maternal  food  is  equal,  yet  in 
each  case  the  manifestations  of  individual  life  external  to  the 
mother,  such  as  assimilation  of  food  and  growth,  are  unequivocal. 
In  view  of  'these  facts,  therefore,  we  are  brought  to  the  true  aspect 
of  foeticide,  that  it  is  entirely  a  moral  question  and  no  more  a 
scientific  one  than  would  be  the  murder  of  an  adult  because  there 
are  many  methods  known  to  scientists  by  which  the  heart's  action 
of  the  victim  may  be  stopped  without  unnecessary  loss  of  energy 
on  the  part  of  the  murderer. 

Since  this  moral  question,  however,  is  constantly  brought  home 
to  scientific  men,  the  subject  acquires  a  scientific  interest  from 
this  fact,  that  does  not  pertain  to  it  essentially.  Its  morality  must 
be  judged  by  two  standards — that  of  the  Christian  and  the  Jew  in 
one  class,  and  that  of  the  agnostic  in  the  other.  With  both  these 
classes  foeticide  is  the  destruction  of  human  life,  which  may  be 
defined  as  the  power  in  action  of  independent  increase  and  develop- 
ment combined  with  an  individuality  which  we  call  human. 

In  the  belief,  however,  of  the  Christian  and  of  the  Jew,  to  human 
life  is  always  united  a  non-physical  and  indestructible  essence 
called  soul,  and  to  them,  the  destruction  of  human  life  means  the 
forcible  separation  of  this  soul  from  the  body. 

As  human  life  considered  scientifically  begins  at  the  moment  of 
conception  and  as  we  know  that  the  life  of  the  foetus  does  not 
differ  essentially  from  that  of  the  infant  after  its  birth,  (according 
to  the  definition  of  life  already  given),  and  as  it  is  impossible  for  those 
who  believe  in  the  soul  to  imagine  a  living  human  body  without  one, 
we  are  brought  to  the  concordat  of  all  theologians — that  the  union 
of  the  soul  and  of  the  body  produces  human  life — which  we  are 
all  agreed  begins  with  conception.  To  this  point  then  have  we 
arrived,  that  to  the  Christian  and  to  the  Jew  the  living  human 
foetus  and  the  living  child  after  birth  are  equal  in  all  human  attri- 
butes and  equal  therefore  in  all  supernatural  rights.  It  must  also 
logically  follow  that  all  supernatural  laws  with  their  penalties 
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against  destruction  of  human  life  apply  with  equal  force  to  both. 
To  the  agnostic  the  soul  which  alone  confers  sacrednees  and  pro- 
tection upon  the  human  body  is  an  unknown  and  unreckonable 
quantity.  His  standard  of  morality  if  logical  must  be  purely 
human  law  and  this  in  its  turn  must  be  founded  on  expediency.  But 
even  he  must  acknowledge  the  inherent  right  of  the  foetus  to  live 
considered  simply  as  an  independent  and  individual  member  of  his 
own  species,  for  this  right,  entirely  apart  from  expediency,  is 
inherent  in  every  human  being.    " Suum  cm'gue/" 

Judging  the  agnostic  physician  therefore  by  his  own  standard, 
we  may  say  that  he  is  justified  in  foeticide  under  those  circum- 
stances only  which  would  justify  him,  without  process  of  law,  in 
taking  the  life  of  a  child  or  of  an  adult.  The  law  of  New  York 
State  declares  foeticide  a  felony  except  when  practiced  by  a  recog- 
nized practitioner  of  medicine  in  order  to  save  the  life  of  the 
mother. 

The  believer  in  divine  revelation  however  cannot  logically  avail 
himself  of  this  law,  because  it  is  founded  upon  expediency  alone 
and  is  directly  opposed  to  the  divine  law  in  which  he  believes, 
which  unequivocally  forbids  the  taking  of  human  life  except  as  an 
act  of  retributive  justice,  such  as  self-defense  from  attack  and  the 
punishment  of  criminals  by  the  State. 

The  State  from  this  standard  does  not  claim  the  right,  and  can- 
not have  it,  to  punish  an  individual  avowedly  innocent  both  of 
wrong  intent  and  action,  yet  the  foetus  is  incapable  of  wrong  as  is 
the  infant  after  birth. 

The  law  to  the  .intelligent  agnostic  also  is  illogical.  It  nega- 
tively permits  the  destruction  of  human  life  in  the  foetus  where  it 
condemns  it  under  circumstances  of  equal  expediency  in  the  case 
of  an  adult.  As  an  example,  the  killing  of  the  child  in  utero  or  in 
tubo  is  permitted  where  the  mother's  life  is  endangered,  yet  if  an 
adult  lying  senseless  in  your  road  were,  as  an  irremovable  obstruc- 
tion, a  direct  menace  to  your  own  life,  you  could  not  kill  him  save 
by  murder. 

We  have  endeavored  to  present  this  subject  in  its  several  logical 
aspects.  We  heartily  reprobate  the  article  by  Dr.  Harris  not 
merely  because  we  are  opposed  in  principle  to  the  practices  which 
he  advocates  but  equally  because  his  advocacy  of  them  is  illogical 
and  founded  upon  arguments  of  expediency  which  appeal  to  self- 
interest  of  the  lowest  and  most  dangerous  kind. 

We  agree  with  Dr.  Harris  that  it  is  time  for  the  profession  to 
express  its  sentiments  on  this  subject.    We  are  all  prone  to  incon- 
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sistency  in  act,  but  want  of  logical  deduction  and  honesty  of 
expression  in  an  intelligent  and  educated  man  are  unpardonable. 
Therefore  let  us  choose  our  standard  of  morality  for  the  judgment 
of  this  question  and,  appealing  not  to  puerile  sentiment,  consistently 
deduce  therefrom  the  reasons  of  our  practice. 


RECENT  WORKS  OX  OBSTETRICS  AND 
GYNAECOLOGY. 
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par  Ie  Dr.  E.  N'itot  et  Ie  Dr.  H.  Keller.    In-12.    3  £r.  50.  Doin. 
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obstetrique.    Etude  clinique.    In-8.    3  fir.  50.    J.  B.  Bailliere. 
Rheinstaedter,  A.    Prakt  Grundzxige  d.  Gynaekologie.    2.  Aufl.    Berl.,  Hirschwald. 
Roux,  W.    Beitr.  z.  Entwickelungsmechanik  d.  Embryo.    Ueber  d.  morpholog.  Polarisation  v.  Eiern 
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BRITISH  GYNAECOLOGICAL  SOCIETY. 
Thursday.  May  26,  1892. 
H.  A.  Reeves,  F.R.C.S..Ed.,  in  the  chair. 
Ovariotomy  during  Pregnancy. 

In  the  absence  of  Dr.  Fancourt  Barnes,  the  Secretary  read  the 
following  notes  and  showed  the  specimen  removed. 

A  married  woman,  aged  thirty-one,  with  five  children,  the  last 
three-and-a-half  years  old.  fifteen  months  previously  noticed  a  lump 
in  the  right  iliac  fossa.  The  tumor  had  rapidly  increased,  and  she  was 
sent  to  the  operator  by  Dr.  Robert  Barnes,  who  had  examined  her 
in  consultation  with  Dr.  Jago:  he  was  of  the  opinion  that  pregnancy 
existed,  but  that  the  diagnosis  of  the  general  condition  was  obscure. 
On  examination,  the  breasts  showed  no  signs  of  pregnancy.  The 
abdomen  was  much  distended  by  a  large  irregular  nodular  mass, 
more  prominent  in  the  left  iliac  region,  and  gave  the  sensation  of  a 
malignant  growth.  The  measurement  round  the  umbilicus  was 
forty-three  inches.    The  uterus  was  found  to  be  enlarged  and 
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pushed  back  against  the  sacrum.  The  cervix  was  high  up  and 
soft.  The  abdomen  was  opened  on  May  12th,  when  a  4arge  mul- 
tilocular  cyst  of  the  left  ovary  was  found  occupying  the  whole  of 
the  abdominal  cavity,  with  numerous  adhesions  to  the  intestines. 
The  cyst  contained  colloid  material  and  was  multilocular.  The 
septa  had  to  be  broken  down  before  the  cyst  could  be  drawn 
through  the  abdominal  incision.  The  pedicle  was  transfixed  and 
the  cyst  removed.  It  was  then  found  that  the  uterus  was  enlarged 
to  four  months'  pregnancy.  The  temperature,  which  had  ranged 
between  ioo°  and  1010  F.  before  the  operation,  fell  in  two  days  to 
990.  The  stitches  were  removed  in  ten  days.  The  pregnancy"  had 
gone  on  uninterrupted. 

Dr.  Inglis  Parsons  said  that  the  ascites,  the  rapid  growth  of  the 
tumor,  and  its  nodular  character  inclined  him  to  think  that  the 
tumor  was  malignant.  He  had  little  doubt  that  pregnancy  co- 
existed. On  the  other  hand,  the  attacks  of  pain  and  collapse  due 
to  haemorrhage  into  the  cyst  suggested  extra-uterine  gestation, 
as  there  had  been  amenorrhcea  for  three  months.  But  the  age  of 
the  patient  and  her  general  condition  were  against  malignant 
disease,  while  the  size  of  the  swelling  and  its  characters  were 
against  the  ectopic  gestation. 

Dr.  Mansell  Moullin  was  of  the  opinion  that  in  these  cases 
where  pregnancy  co-existed  with  a  tumor,  the  better  procedure 
was  to  empty  the  uterus  first,  and  remove  the  tumor  afterwards. 
In  the  majority  of  cases  in  his  experience,  abortion  took  place  after 
the  operation,  and  the  patient  had  to  run  a  double  risk  on  that 
account;  whereas  if  the  uterus  was  cleared  out  first,  ovariotomy 
could  be  done  subsequently,  when  she  was  in  a  fit  condition.  He 
could  recall  three  cases  of  hydramnios  that  had  been  mistaken  for 
tumor,  and  hysterectomy  had  to  be  performed;  if  the  uterus  had 
been  emptied  first,  this  would  have  been  avoided. 

Dr.  Routh  thought  that  as  the  uterus  could  not  be  made  out 
bimanually,  the  diagnosis  of  pregnancy  would  have  been  easy  if 
the  binaural  vaginoscope  had  been  used.  The  placental  souffle 
could  have  been  heard,  and  very  likely  the  foetal  heart. 

Dr.  Heywood  Smith  said  it  was  not  good  practice  to  empty 
the  uterus  first  because  of  the  risk  of  the  puerperium  and  the  in- 
duction of  abortion,  and  then  afterwards  undergo  the  operation  for 
ovariotomy.  In  the  majority  of  cases,  if  ovariotomy  were  per- 
formed, pregnancy  went  on  to  full  term. 

Dr.  Widenham  Maunsell  considered  that  the  best  treatment  was 
to  perform  ovariotomy  as  soon  as  possible. 
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Urethral  Calculus. 

Dr  Inglis  Parsons  showed  a  specimen  of  urethral  calculus.  It 
was  fawn-colored,  pear-shaped,  and  weighed  sixty-eight  grains, 
and  appeared  to  consist  of  uric  acid.  The  patient  was  a  woman, 
aged  forty,  who  came  to  the  Chelsea  Hospital  for  Women  com- 
plaining of  irritation  in  the  bladder.  The  sound  was  passed,  but 
no  stone  could  be  felt.  The  urine  was  healthy.  Bromide  of  potas- 
sium and  hyoscyamus  were  prescribed,  and  the  patient  improved, 
and  ceased  to  attend.  It  seemed  as  if  the  condition  was  merely 
irritable  bladder,  without  definite  cause.  A  year  later  the  same 
patient  came  with  the  stone  described,  lying  loose  just  within  the 
urethral  orifice.  When  micturition  was  attempted,  the  large  end  of 
the  stone  blocked  the  orifice.  A  solution  of  cocaine  was  painted 
on,  and  a  small  incision  made  through  the  vaginal  wall  into  the 
urethra,  and  the  stone  was  squeezed  out.  The  patient  made  a 
good  recovery. 

Endometritis. 

Dr.  Heywood  Smith  opened  a  discussion  on  endometritis,  in 
which  Drs.  Dickinson,  Joubert,  Jones,  Parsons,  Maunsell  and  Gled- 
den  took  part. 


OBSTETRICAL  SOCIETY  OF  LONDON. 
Wednesday,  June  1,  1892. 
J.  Watt  Black,  M.  D. ,  President,  in  the  chair. 
Specimens. 

The  following  specimens  wrere  shown:  Dr.  Malins:  (1)  Rup- 
tured Extra-uterine  Gestation;  (2)  Hematosalpinx.  Dr.  Culling- 
worth:  Unruptured  Tubal  Gestation.  Dr.  Wheaton:  Microscopical 
Sections  of  (1)  Polypoid  Growth  from  an  Infant's  Umbilicus;  (2) 
Fibroid  Tumor;  (3)  Endometrium  of  an  Eight  Months'  Foetus.  Mr.  J. 
R.  Radcliffe:  Uterus  Bicornis. 

Ectopic  Pregnancy. 

Mr.  Lawson  Tait  read  a  paper  on  a  case  of  ectopic  pregnancy, 
in  which  the  foetus  seemed  to  have  been  developed  to  the  full 
time  in  the  peritoneal  cavity,  still  retaining  its  amniotic  covering. 
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The  patient,  aged  thirty-six,  had  two  children,  the  last  three  years 
ago;  no  miscarriages;  her  last  period  was  in  the  middle  of  July, 
1890,  then  she  saw  nothing  till  May  20,  1891,  and  during  that 
period  had  been  getting  larger,  had  had  morning  sickness,  and 
milk  appeared  in  the  breasts  in  February,  1891.  In  September, 
1890,  she  was  said  to  have  had  "  inflammation  of  the  covering  of 
the  bowels,"  and  was  in  bed  a  month.  She  first  felt  the  child  move 
about  Christmas,  and  in  January  she  fainted  whilst  dressing,  and 
had  to  be  carried  to  bed.  She  then  had  pains  like  labor;  these 
gradually  passed  away,  and  at  the  end  of  a  week  she  got  up.  All 
fcetal  movement  ceased  suddenly  on  May  8th,  and  from  then  till 
October  she  noticed  she  got  considerably  smaller  round  the  waist. 
On  examination  the  uterus  was  only  slightly  enlarged,  but  filling  up 
the  pelvis  was  a  large  globular,  tender,  boggy  mass.  On  abdomi- 
nal palpation  a  large  movable  mass  was  felt,  in  which  distinct 
parts  of  the  foetus  were  detected.  Abdominal  section  was  per- 
formed on  October  12th.  The  umbilical  cord  ran  down  to  the 
pelvis,  and  was  inserted  into  the  boggy  mass  felt  there.  The  child 
was  lying  loose  in  the  abdomen,  except  that  all  its  upper  surface 
had  become  adherent  to  the  omentum  and  to  the  anterior  parietal 
peritonaeum.  The  child  was  enclosed  in  its  membranes,  but  the 
liquor  amnii  had  disappeared.  The  placenta  peeled  out  of  the 
pelvis  easily,  and  was  found  to  come  from  the  right  Fallopian  tube. 
The  patient  macje  an  uninterrupted  recovery.  From  the  history 
and  specimen  removed,  Mr.  Tait  thought  the  patient  became 
pregnant  in  July,  and  then  in  September,  at  about  the  tenth  week 
of  gestation,  the  tube  ruptured,  giving  rise  to  what  was  called  by 
her  medical  man  "  peritonitis."  The  foetus  in  the  amnion  was  ex- 
truded entire  through  a  rupture  in  the  Fallopian  tube,  and  the 
entirety  of  the  placenta  retained  in  the  tube.  The  case  proved 
that  a  living  foetus  at  ten  weeks  of  age  could  resist  the  digestive 
powers  of  the  peritoneal  cavity  if  the  amnion  were  unbroken. 
The  case  explained  one  of  the  varieties  of  so-called  "abdominal 
pregnancies,"  and  probably  indicated  the  true  solution  of  all  the 
cases  of  this  variety. 

Dr.  Horrocks  asked  whether  Mr.  Tait  advised  operation  as 
soon  as  the  diagnosis  of  extra-uterine  gestation  was  established,  or 
whether  he  recommended  waiting  until  the  child  was  dead,  or 
until  the  full  period  of  gestation  had  passed.  His  own  experience 
was  in  favor  of  operating  as  soon  as  the  diagnosis  was  made, 
whether  the  child  was  viable  or  not. 
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Dr.  Griffith  inquired  how  Mr.  Tait  explained  the  direct  adhe- 
sions of  the  omentum  and  abdominal  wall  to  the  foetus  itself  with 
the  amnion  sac  remaining  intact,  and  pointed  out  the  great  difficulty 
in  defining  the  limits  of  the  tubal  wall  from  other  constituents  of 
the  wall  of  the  sac,  even  at  so  early  a  period  as  the  fourth  month. 
He  did  not  think  the  evidence  given  that  the  placenta  was  entirely 
in  the  tube  at  all  conclusive;  it  certainly  was  most  improbable. 

Hysterectomy. 

Mr.  Lawson  Tait  contributed  notes  of  two  cases  of  hysterectomy. 
The  first  patient  was  fifty-two  years  of  age;  had  ceased  to  men- 
struate two  years  ago,  and  during  the  two  months  before  Mr.  Tait 
saw  her  the  tumor  had  grown  more  rapidly.  It  reached  up  to 
the  sternum,  and  pseudo-fluctuation  was  distinctly  present.  When 
the  abdomen  was  opened  the  tumor  was  seen  to  be  a  myoma,  and 
fluctuation  was  so  distinct  that  a  trocar  was  plunged  in,  and  six 
pints  of  fluid  removed.  The  tumor  (which  weighed  about  five 
pounds)  was  clamped  and  removed.  The  patient  made  an  unin- 
terrupted recovery.  The  second  case  was  that  of  a  woman,  aged 
forty-two,  who  had  had  three  children,  all  the  labors  being  normal. 
When  thirty-seven  years  old  she  began  to  lose  profusely,  and  then 
noticed  a  substance  in  the  lower  abdomen.  A  large  multinodular 
myoma,  reaching  above  the  umbilicus,  was  found  on  admission,  and 
the  appendages  were  removed  on  May  13,  1888.  She  reported 
herself  on  July  26,  1890.  Menstruation  had  not  recurred,  and  she 
felt  perfectly  well.  The  tumor  was  found  to  have  nearly  disap- 
peared. Later  on  metrorrhagia  recurred;  the  uterus  was  explored 
for  polypi,  but  none  were  found,  and  the  endometrium  was 
curetted,  with  temporary  relief.  The  discharge  came  on  again, 
and  the  tumor  had  again  increased  in  size;  so  on  October  12,  1 891, 
hysterectomy  was  performed.  The  old  multinodular  myoma  was 
hardly  to  be  seen,  but  a  large  independent  growth  of  a  soft  cedema- 
tous  character  had  grown  to  the  size  of  the  original  tumor.  The 
patient  made  an  uninterrupted  recovery.  The  case  was  a  unique 
example  of  a  soft  myoma  springing  up  after  a  multinodular  one 
had  been  removed;  and  Mr.  Tait  considered  that  whilst  the  latter 
variety  of  myoma  was  a  disease  of  menstrual  life,  the  former  was 
not  so. 

Mr.  Alban  Doran  believed  that  the  ©edematous  fibroids  of 
women  who  had  reached  the  menopause  or  passed  that  epoch  was 
a  special  form  of  tumor.  (Edematous  fibroid  in  the  sense  of 
oedema  of  an  ordinary  fibroid  from  definite  causes  was  quite 
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another  kind  of  disease.  Thus,  a  partly  impacted  tumor  was 
sometimes  removed  by  operation.  A  few  hours  after  its  removal 
it  would  be  found  shrunken  to  half  its  size;  the  impaction  had 
caused  true  oedema,  which  of  necessity  disappeared  for  mechanical 
reasons  after  the  knife  had  passed  through  the  tissues  of  the  tumor. 
The  "  cedematous  fibroid"  of  the  menopause  was  often  unaccom- 
panied by  any  visible  cause  of  oedema;  its  vessels  might  be  seen 
passing  between  its  surface  and  its  capsule,  free  from  any  sign  of  pres- 
sure without  or  plugging  within,  whilst  its  entire  mass  lay  free  from 
any  severe  pressure  in  the  abdominal  cavity  above  the  pelvic  brim. 
These  tumors  did  not  lose  much  by  draining  of  their  fluid  after  re- 
moval, though,  like  all  soft  tumors,  they  shrank  when  immersed  in 
spirit. 

Dr.  Duncan  asked  whether  the  fluid  removed  had  been  examined 
chemically,  also  whether  the  lining  membrane  of  the  cyst  had 
been  microscoped,  as  it  was  known  that  some  of  these  "cedema- 
tous fibroids"  owed  their  condition  (as  Virchow  had  shown)  to 
dilated  lymphatics 

Dr.  Horrocks  said  that  in  all  probability  the  word  fibroid  in- 
cluded a  group  of  different  tumors;  they  already  knew  of  differences 
in  the  clinical  histories  of  these  tumors,  and  no  doubt  there  was  a 
difference  in  their  pathology.  In  his  own  experience  he  found  the 
ordinary  hard  fibroid  a  non-malignant  tumor,  which  but  rarely 
caused  death,  and  then  only  by  accident,  as  it  were.  These 
tumors  might  become  cedematous,  as  Mr.  Doran  had  observed, 
but  the  oedema  was  different  from  that  of  the  so-called  soft  cedema- 
tous myoma. 

Dr.  Hayes  could  not  accept  the  conclusion  arrived  at  from  the 
report  of  the  second  case — precise  details  were  wanting.  Abdomi- 
nal tumors  had  an  odd  habit  sometimes  of  disappearing  and 
reappearing  under  the  ken  even  of  competent  obsei  /ers.  Mr. 
Tait's  teaching  for  a  long  time  back  was  clear — namely,  removal  of 
the  uterine  appendages  in  the  case  of  the  hard  myoma  was  fre- 
quently followed  by  its  shrinking  or  disappearing;  but  in  the  case 
of  the  soft  fibroid  the  operation  was  valueless.  *  He  would  now 
have  them  believe  that  not  only  would  the  hard  myoma  shrink,  but 
the  soft  myoma  would  originate  and  grow  after  the  removal  of  the 
uterine  appendages;  he  (Dr.  Hayes)  thought  Mr.  Tait  was  mis- 
taken in  that  the  softer  fibroid  was  present  when  the  first  operation 
was  performed. 

Dr.  Leith  Napier  remarked  on  the  different  degrees  of  hardness 
found  in  myomata.     Doubtless  imbibition  of  fluid  and  inflamma- 
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tory  changes  in  the  capsule  accounted  for  conditions  differing 
widely  from  the  degree  of  hardness  generally  met  with;  but  if  they 
regarded  certain  of  these  soft  cedematous  fibroids  as  examples  of 
myxo-fibromata,  and  recognized  that  degenerative  cystic  changes 
in  these  might  originate  general  softening  in  some  cases,  and  in 
others  cause  larger  cysts  to  form,  it  would  be  a  nearer  approach  to 
what  seemed  the  true  pathology.  It  was  extremely  difficult  to 
draw  clear  distinctions  between  a  soft  cedematous  fibroma  and  a 
true  myxo-fibroma.  He  mentioned  a  case  in  which  abdominal 
section  was  performed  in  order  to  remove  the  uterine  appendages; 
but  when  the  abdomen  was  opened  the  central  portion  of  the 
tumor  ,  was  found  soft  and  fluctuating,  having  undergone  mucoid 
degeneration,  so  that  hysterectomy  was  considered  advisable. 

Dr.  Griffith  said  there  were  three  well-recognized  conditions 
which  might  cause  enlargement  of  fibroids  after  the  climacteric: 
(1)  simple  oedema;  (2)  liquefaction  of  the  constituent  muscle 
cells  and  connective  tissue,  leading  to  the  formation  of  large  and 
small  irregular  cyst-like  cavities  with  ragged  walls,  and  generally 
associated  with  calcification  of  other  parts  of  the  tumor;  (3)  the 
development  of  true  cysts,  with  a  smooth  glistening  wall,  but 
usually  without  an  epithelium.  There  was  a  comparatively  rare 
form  of  soft  fibroids  which  grew  much  more  rapidly  than  the  usual 
kind,  and  which  contained  a  large  amount  of  what  appeared  to  be 
lymphoid  tissue.  All  these  forms  he  had  exhibited  at  meetings  of 
that  society  with  microscopical  sections. 

Dr.  Lewers  thought  that  some  tumors  were  included  under  the 
name  fibroid  that  had  an  entirely  different  clinical  history  and  pa- 
thology from  the  common  variety.  He  had  seen  two  cases  in  point 
where  there  were  large  uterine  tumors  composed  of  a  large  number 
of  small  cysts  separated  by  fibrous  tissue.  In  neither  was  there 
menorrhagia,  nor  was  the  length  of  the  uterine  cavity  increased 
though  in  one  of  the  cases  the  tumor  reached  up  to  the  epigastrium. 
In  this  case  the  menopause  had  occurred  a  year  previously,  in  the 
other  the  patient  was  a  young  woman  about  twenty. 

Growth  of  the  Placenta  after  Death  of  the  Foetus  in  Ectopic  Gestation. 

Mr.  Lawson  Tait  and  Mr.  C.  Martin  communicated  this  paper. 
A  patient  was  sent  to  Mr.  Tait  with  this  history:  She  was  twenty- 
eight,  had  had  one  child  two  years  before.  Two  months  before 
being  seen  by  Mr.  Tait,  after  having  seen  nothing  for  seven  weeks, 
she  was  suddenly  seized  with  acute  pain  in  the  left  lower  abdomen. 
Protracted  syncope  set  in,  and  then  the  temperature  went  up,  and 
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for  some  days  the  abdomen  became  extremely  tender.  A  fort- 
night later  she  was  again  seized  with  acute  pain,  followed  by 
syncope,  pyrexia  and  general  abdominal  tenderness,  which  was 
most  severe  in  the  left  iliac  region.  On  examination  the  uterus  was 
large,  irregular  and  somewhat  fixed,  and  a  firm  tender  mass  was 
to  be  felt  to  the  left  of  it.  There  was  no  history  of  the  passing  of 
decidua  and  the  patient  had  no  idea  she  was  pregnant.  When  the 
abdomen  was  opened  it  was  found  to  contain  a  quantity  of  old  and 
recent  blood-clot.  The  right  appendages  were  adherent,  but  other- 
wise normal,  the  left  Fallopian  tube  was  the  seat  of  an  ectopic 
gestation,  and  when  removed  was  the  size  of  a  large  orange. 
There  was  a  considerable  rent  in  one  side  of  the  tube  and  on  split- 
ting open  the  gestation  sac  there  was  seen  to  be  a  small  cavity 
lined  with  amnion  and  containing  a  very  little  liquor  amnii.  Sessile 
on  this  amniotic  cavity,  there  being  no  umbilical  cord,  was  a  small 
foetus  less  tnan  an  inch  in  length,  much  flattened,  shrunken  and 
macerated.  The  greater  part  of  the  gestation  mass  was  composed 
of  placental  tissue  infiltrated  to  a  very  slight  extent  with  blood-clot. 
Microscopic  sections  by  Mr.  Martin  proved  that  this  mass  was 
placenta  and  not  blood  clot.  The  authors  thought  the  interesting 
point  of  the  case  was  that  the  placenta  had  gone  on  growing  after 
rupture  of  the  tube  and  death  of  the  foetus,  for  it  far  exceeded  in 
amount  that  which  was  normally  present  with  a  foetus  in  so  early 
a  stage  of  development.  The  placenta  was  that  of  a  four  months' 
pregnancy,  while  the  foetus  was  only  seven  weeks  old.  They 
thought  the  case  proved  conclusively  that  the  placenta,  after  the 
death  of  the  foetus,  might  in  some  cases  go  on  growing,  and  be  a 
source  of  disaster  to  the  patient,  for  had  the  pregnancy  not  been 
removed  by  operation,  the  patient  would  no  doubt  have  been  sub- 
ject to  a  third  attack  of  rupture  and  syncope,  and  possibly  would 
have  succumbed  from  internal  haemorrhage,  and  this,  in  conse- 
quence not  of  the  continued  growth  of  the  foetus  but  of  the 
placenta. 

Dr.  Griffith  first  inquired  if  Mr.  Tait,  in  describing  growth  of 
the  placenta  referred  to  the  foetal  or  maternal  or  both  portions. 
Mr.  Tait  replied  foetal  only. 

Dr.  Griffith  then  stated  what  a  difficult  task  was  attempted  by 
those  who  held  similar  views — namely,  to  satisfy  themselves  at 
least  that  the  fcutal  placenta,  a  part  of  the  foetus,  continued  to 
grow  after  the  foetus  itself  was  dead.  It  must  be  remembered  that 
there  was  greater  variety  in  size  in  extra-uterine  even  than  in  intra- 
uterine placenta,  and  very  large  ones  were  well-known  in  cases  in 
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which  post-mortem  growth  was  impossible.  Again,  undoubted 
proof  of  intra-uterine  post-mortem  growth  should  be  had  in  cases 
where  the  chorion  remained  attached  to  the  uterus  for  some  weeks, 
but  all  the  evidence  on  this  point  was  certainly  against  the  occur- 
rence of  any  such  growth.  The  cystic  degeneration  referred  to  as 
evidence  could  not  be  accepted  in  the  face  of  this  fact;  besides, 
enlargement  of  villi  due  to  such  degeneration  was  not  growth. 

Dr.  Horrocks  believed  it  possible  for  the  chorionic  villi  of  pla- 
centa to  grow  after  the  death  of  the  foetus.  He  thought  it  would 
be  difficult  to  account  for  the  relative  smallness  of  the  foetus  in  cer- 
tain cases  of  both  intra-  and  extra-uterine  gestation  on  any  other 
hypothesis.  When  the  foetus  was  dead  it  could  get  no  nutrition 
for  itself  owing  to  the  cessation  of  the  circulation,  but  the  chorionic 
villi  were  in  a  different  position.  They  were  imbedded  in  mater- 
nal structures,  and  it  was  not  very  conceivable  that  they  might 
derive  nutrition  from  the  vessels  of  these  structures,  but  it  was 
quite  certain  that  they  did  so  in  the  case  of  hydatiform  degenera- 
tion, where  there  was  great  increase  in  growth,  the  nutrition  for 
which  must  come  from  the  maternal  vessels,  inasmuch  as  the 
foetus  was  in  most  cases  dead  from  quite  an  early  period  of  gesta- 
tion. He  mentioned  a  case  in  which  he  had  operated  where  the 
foetus  had  died  so  early  as  to  be  undiscoverable,  and  yet  where  the 
tumor  had  continued  to  increase  in  size  apparently  by  growth  of 
the  chorionic  villi. 

•    The  Alleged  Occurrence  of  Ovarian  Pregnancy. 

Mr.  Lawson  Tait  said  that  he  had  published  a  scheme  of  ectopic 
gestation  in  which  he  placed  the  so-called  "ovarian  pregnancy" 
as  a  first  variety,  marking  it  as  possible  but  not  yet  proved."  He 
designated  it,  even  if  proved,  as  a  mere  pathological  curiosity,  de- 
void of  any  kind  of  clinical  interest  and  importance.  Since  the 
publication  of  the  scheme  several  attempts  had  been  made  to 
prove,  in  recorded  instances  and  preparations,  that  a  real  ovarian 
pregnancy  had  occurred,  the  main  feature  of  such  cases  being  the 
discovery  in  the  wall  of  the  gestation  sac  of  true  ovarian  tissue,  to- 
gether with  the  apparent  absence  of  the  ovary  otherwise  than  as 
constituting  the  sac  on  the  corresponding  side.  The  author  ad- 
vanced another  and  more  recent  explanation  of  the  nature  of  these 
cases,  and  he  showed  by  actual  preparation  and  diagrammatic 
explanation  that  the  broad  ligament  in  its  extension  over  an  ordi- 
nary parovarian  cyst  would  extend  the  Fallopian  tube  by  traction 
to  an  abnormal  length  of  as  much  as  fifteen  inches,  and  the  same 
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traction,  acting  circularly  from  the  hilum  of  the  ovary,  could  tease 
out  the  ovary  into  a  very  extensive  thin  plate  of  ovarian  tissue. 
Actual  specimens  exhibited  demonstrated  this.  The  traction  of  the 
broad  ligament  in  the  development  of  a  broad  ligament  pregnancy 
carried  on  exactly  the  same  process,  and,  by  pulling  out  the  ovary 
into  a  thin  layer,  rendered  the  discovery  of  ovarian  elements  in  the 
wall  of  the  cyst  not  only  possible  but  inevitable.  It  was  thus  per- 
fectly clear  that  a  broad  ligament  pregnancy  might  be — and  the 
author  believed  that  in  all  these  cases  had  been — mistaken  for  an 
ovarian  pregnancy. 

Mr.  Alban  Doran  exhibited  several  specimens  of  tubal  gesta- 
tion, which  he  thought  would  help  to  explain  the  points  raised  by 
the  author,  with  which  he  agreed.  He  gave  an  explanation  of  how 
a  developing  ovum  with  its  sac  might  become  attached  to  the  ovary 
and  separated  from  the  tube,  though  the  development  had  really 
started  in  the  mouth  of  the  tube. 

Mr.  Mayo  Robson  referred  to  some  cases  of  his  own  which  at 
first  sight  had  appeared  to  be  cases  of  ovarian  gestation,  but  which 
on  careful  examination  had  turned  out  to  be  apoplectic  ovaries. 

Mr.  Lawson  Tait,  in  summing  up,  referred  to  a  paper  by  Messrs. 
Hart  and  Barbour,  in  the  Transactions  of  the  Obstetrical  Society  of 
Edinburgh,  1888.  One  of  the  reasons  why  he  had  brought  the 
subject  forward  was  that  it  bore  on  the  relations  of  the  peritonaeum 
to  the  uterus  and  its  appendages  in  various  pathological  conditions, 
which  relations  were  of  great  importance  in  practical  surgery.  He 
referred  to  Mr.  Alban  Doran's  specimens  and  demonstration,  as 
showing  how  necessary  it  was  to  exercise  extreme  care  in  the  in- 
vestigation of  these  cases  in  order  to  arrive  at  correct  conclusions. 


ABSTRACTS. 
FROM  AMERICAN  SOURCES. 

Dystochia  from  Impaction  of  the  Shoulders. 

Dr.  Kortright  {Brooklyn  Medical  Journal)  says:  That  difficulty  of 
delivering  the  shoulders  after  the  birth  of  the  head  does  occasionally 
occur,  the  following  list  of  accidents  will  prove:  Rupture  of  the 
fibres  of  the  stemo-cleido-mastoid  muscle  with  subsequent  abscess 
of  the  neck,  injury  to  the  brachial  plexus  followed  by  temporary 
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paralysis  of  the  arm,  fracture  of  the  shaft  of  the  humerus  or  sepa- 
ration of  its  epiphysis,  cerebral  effusion,  or  asphyxia,  with  con- 
sequent death  of  the  child.  Incredible  as  it  may  seem,  the  head 
of  the  child  has  been  torn  off  in  endeavors  to  deliver  the  trunk 
when  the  shoulders  have  become  impacted. 

We  frequently  find  multiparas  of  the  following  character:  They 
are  wives  of  poor  men  and  have  borne  their  husbands  from  four  to 
nine  children  at  the  regular  tenement-house  interval.  In  their 
youth,  they  were  slender  girls  of  less  than  the  average  height  and 
have  married  early.  Their  sylph-like  proportions  have  long  since 
disappeared  so  that  they  present  the  large  limbed,  full  bosomed, 
cuboidal  aspect  with  which  we  are  all  so  familiar.  Repeated  child, 
bearing  has"  caused  separation  of  the  abdominal  recti,  weakness  of 
the  oblique  abdominal  muscles,  subinvolution  of  the  abdominal 
walls  so  that  the  uterus  falls  forward  when  enlarged,  and  what  they 
call  their  high  stomachs  become  markedly  accentuated  during 
pregnancy.  There  maybe  no  suspicion  of  rachitis  about  them,  but 
their  pelves  are  very  shallow, the  pubic  rami  widely  divergent  and 
one  or  all  of  the  pelvic  diameters  small.  When  they  stand  erect, 
the  axis  of  the  uterus  is  nearer  the  horizontal  than  the  perpendicu- 
lar. If  one  has  occasion  to  remove  an  adherent  placenta  from 
such  a  uterus  he  will  be  painfully  impressed  by  the  extreme  ex- 
tension of  the  hand  necessary  to  reach  the  anterior  border  of  the 
placenta,  or  the  anterior  uterine  wall.  These  women  bear,  as  a 
rule,  large  children  which  frequently  present  in  the  occipito-pos- 
terior  position. 

When  such  a  person  comes  in  labor,  the  head  engages  badly, 
progress  is  slow,  and  even  if  the  forceps  be  used  the  uterus  is  in  a 
condition  of  partial  inertia  by  the  time  the  head  is  delivered.  The 
pains  are  inefficient  to  deliver  the  large  body.  One  shoulder  is 
caught  above  the  symphysis  at  the  angle  of  the  parturient  canal, 
the  other  is  at  the  promontory  of  the  sacrum  or  slightly  below  it. 
The  head  of  the  child  is  extended  and  laterally  flexed  at  a  right 
angle  to  the  trunk. 

It  is  just  this  condition  concerning  which  so  little  has  been 
written  and  the  best  management  of  which  is  not  to  be  found  in 
any  text-book.  It  is  plain  that  this  position  of  the  child  is  one  of 
great  danger;  for  the  pressure  of  the  maternal  parts  upon  the  body 
of  the  child  without  any  corresponding  pressure  upon  its  head  soon 
leads  to  death  from  asphyxia  or  effusion  within  the  skull.  We  are 
all  familiar  with  the  cyanotic  face  and  the  pouting  lips  of  a  child 
in  this  position.    Jacquemier,  the  first  to  mention  this  variety  of 
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dystochia,  lost  twenty  children  in  twenty-six  cases;  and  Parvin 
says  (Science  and  Art  of  Midwifery,  p.  435),  "I  have  met  with 
this  hindrance  to  delivery  in  three  cases  in  which  the  child  could 
not  be  extracted  soon  enough  to  prevent  death.  "' 

Treatment. — Jacquemier  advises  bringing  down  the  arms  by  ex- 
tending them  over  the  head,  but  is  acknowledged  by  himself  and 
other  writers  to  be  difficult  and  to  cause  fracture  of  the  arms.  Hodge 
advises  pressing  the  child's  neck  against  the  symphysis  and  in  this 
manner  bringing  the  posterior  shoulder  to  the  edge  of  the  perinaeum. 
When  the  posterior  shoulder  appears  the  child  is  to  be  carried  back- 
ward and  the  interior  shoulder  disengaged.  Parvin  advises  traction 
with  the  finger  in  the  axilla  of  the  perineal  shoulder  or  with  the 
finger  in  each  axilla.  Lusk  advises  traction  upon  the  sides  of  the 
head,  or  with  the  finger  in  the  axilla.  Mann  advises  pressing  the 
neck  backward  upon  the  perinaeum  with  traction  till  the  anterior 
shoulder  appears  under  the  symphysis,  and  then  forward  pressure 
till  the  posterior  shoulder  is  born.  This  is  all  that  is  written  upon 
the  subject. 

By  means  of  any  of  these  procedures  we  would  be  able  to 
deliver  in  the  great  majority  of  cases,  but  in  none  of  them  does  the 
proper  rationale  obtain.  How  does  nature  relieve  herself  in  this 
condition?  In  the  Medical  Record,  vol.  37,  p.  444,  maybe  found 
the  report  of  a  case  of  impaction  of  the  shoulders  in  which  the 
pains  were  strong  and  delivery  took  place  without  external  aid. 
In  this  case  restitution  was  toward  the  right  thigh  of  the  mother. 
The  face  then  turned  backward  toward  the  perinaeum  until  it  looked 
toward  the  left  thigh.  By  this  semi-revolution  the  posterior  shoul- 
der passed  under  the  symphysis  pubis  and  the  anterior  shoulder 
passed  into  the  hollow  of  the  sacrum.  The  mechanism  was  exactly 
analogous  to  that  which  obtains  in  most  cases  of  occipito-posterior 
presentation  of  the  vertex.  This  spontaneous  rotation  then  is 
nature's  solution  of  the  problem  and  should  furnish  us  a  proper 
basis  of  treatment.  Bearing  in  mind  that  the  shoulders  engage  in 
the  oblique  diameter  of  the  pelvis  we  should  endeavor  to  rotate  the 
child  in  the  direction  of  the  least  resistance.  And  this  direction 
will  be  that  in  which  the  anteriorly  lodged  shoulder  passes  away 
from  the  medial  line  of  the  mother  and  not  toward  it. 

In  practice  this  rotation  will  be  best  accomplished  in  this  man- 
ner: Introduce  the  finger  of  the  hand  corresponding  to  the  maternal 
thigh  toward  which  the  child  is  looking.  If  the  restitution  has  been 
toward  the  right  thigh  use  the  right  hand  and  conversely.  The 
finger  thus  introduced  will  enter  the  axilla  of  the  posterior  shoulder 
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Qn  its  dorsal  aspect.  Pull  the  shoulder  sidewise  and  toward  the 
symphysis.  Do  not  push,  but  pull.  Make  the  dorsal  side  of  the 
posterior  shoulder  the  advancing  surface.  In  this  way  the  anterior 
shoulder  is  pushed  away  from  the  symphysis  and  is  not  crowded 
against  it.  Passing  into  the  transverse  diameter  the  shoulder  glides 
into  the  hollow  of  the  sacrum,  thence  to  sweep  over  the  perinaeum. 

This  proposed  method  of  unlocking  the  impacted  shoulder  is 
not  mere  theoretical  reasoning,  but  has  stood  the  test  of  actual  ex- 
perience. Previous  to  its  adoption  I  had  had  one  case  of  paralysis 
of  the  arm  from  injury  to  the  brachial  plexus  caused  by  traction  on 
the  head.  I  had  also  lost  a  child  from  asphyxia  during  delay  while 
trying  in  succession  the  methods  given  in  the  books.  Since  the 
adoption  of  this  manoeuvre,  I  have  had  neither  accident  nor 
difficulty. 

In  the  discussion,  Dr.  Jewett  after  speaking  in  terms  of  high  praise 
of  practical  nature  of  Dr.  Kortright's  suggestion  says:  In  regard,  how- 
ever, to  the  management  of  the  complication  to  which  the  paper 
alludes,  I  have  been  accustomed  to  depend  upon  a  method  something 
like  this:  When  the  posterior  shoulder  presents  I  lift  the  head  well 
towards  the  mother's  abdomen.  I  then  place  the  fingers  in  the 
posterior  axilla  and  lift  that  shoulder  over  the  edge  of  the  perinaeum, 
pushing  the  perinseum  gently  back.  The  posterior  arm  can  then 
be  released.  When  this  has  been  accomplished,  the  other  shoulder 
may  be  delivered  usually  with  no  difficulty.  In  other  words,  I 
deliver  in  detail,  the  entire  bisacromial  diameter  never  being 
allowed  fo  engage  at  one  time.  This  method  has  always  served 
my  purpose;  yet  I  fully  recognize  the  fact  that  there  may  be  cases 
so  difficult  that  it  may  fail;  and  I  heartily  commend  the  method  of 
Dr.  Kortright  and  shall  hold  jt  in  readiness  for  use  when  the  other 
does  not  serve. 

The  Application  of  the  Electric  Light  Current  in  Electro-Therapeusis. 

Dr.  Charles  Jewett  read  before  the  Brooklyn  Gynaecological 
Society,  at  its  April  meeting,  a  paper  with  the  above  title,  in  which  he 
says:  Electrical  effects  in  therapeutics,  as  elsewhere,  depend  mainly 
upon  the  current  strength  or  volume  of  the  circulating  force.  This 
in  turn  depends  upon  the  electro -motive  force,  or  the  pressure  under 
which  the  current  moves,  and  the  resistance,  or  the  obstruction 
which  opposes  the  passage  of  the  force  through  the  medium  in 
which  it  circulates.  A  clear  conception  of  the  significance  of  these 
terms  affords  the  key  to  a  practical  knowledge  of  electro-physics. 
Since,  in  the  adaptation  of  the  electric  light  current  to  office  use, 
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the  doctor  must  be  to  a  great  extent  his  own  electrician,  a  few 
words  in  elucidation  of  these  rudimentary  facts  of  electrical  physics 
may  not  be  amiss  before  taking  up  methods  and  appliances  for  our 

purpose. 

Electro  motive  force. — The  electro-motive  force  of  a  current  of 
electricity  is  the  propelling  power  of  the  current.  To  borrow  an  illus- 
tration from  mechanics,  electro-motive  force  is  to  an  electrical  current 
what  the  driving  force  or  pressure  is  to  a  current  of  water.  As  water 
tends  to  flow  from  a  higher  to  a  lower  level,  so  electricity  tends  to  move 
from  higher  to  lower  tension,  in  other  words,  to  seek  an  electrical 
level.  Just  as  the  force  of  a  waterfall  is  measured  by  the  difference 
of  water  level  above  and  below  the  fall,  so  the  pressure  of  an 
electrical  current  is  proportionate  to  the  difference  of  electrical  level 
or  potential,  in  the  body  from  which  and  that  to  which  the  current 
is  due.  Electro-motive  force  then  depends  on  difference  of  elec- 
trical level  or  potential.  It  is  frequently  spoken  of,  therefore,  as 
the  difference  of  potential,  or  simply  the  potential.  The  term 
tension  is  also  used  synonymously  with  electro-motive  force. 

Definite  units  have  been  adopted  for  the  measurement  of  each 
of  the  factors  of  electrical  currents.  The  unit  of  electro-motive 
force  is  the  volt.  The  potential  or  pressure  of  the  current  is,  there- 
fore, sometimes  termed  the  voltage.  The  value  of  a  volt  is  ap- 
proximately the  electro-motive  force  of  a  single  Daniell  cell  in 
perfect  working  order.  More  definitely,  it  is  the  equivalent  of  a 
mechanical  force  capable  of  generating  a  velocity  of  one  metre  per 
second  in  a  mass  of  one  gramme. 

Electrical  resistance. — A  column  of  water  moving  through  a  con- 
ducting pipe  meets  with  a  certain  amount  of  resistance.  So  the  circula- 
tion of  electricity  encounters  more  or  less  obstruction  from  the 
conducting  medium  in  which  it  moves.  This  is  termed  electrical 
resistance.  It  varies  with  the  nature  of  the  conducting  medium.  It  is 
least  in  metals  which  are  consequently  good  conductors.  In  many 
substances,  such  as  glass,  hard  rubber  and  dry  wood  the  resistance  is 
so  great  that  these  bodies  are  practically  non-conductors.  Again, 
electrical  resistance,  like  that  of  the  water  column,  will  vary  directly 
as  the  length  of  the  conductor  and  inversely  as  its  cross-section.  Long 
wires  then,  will  offer  proportionately  more  resistance  than  short 
ones  of  the  same  size  and  material,  and  fine  wires  more  than  coarse 
ones  in  the  exact  ratio  of  their  sectional  areas,  and  the  same  is 
true  of  all  conducting  media. — Brooklyn  Medical  Journal. 
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The  Treatment  of  Appendicitis. — A   Conservative  View — Illustrative 

Cases. 

Dr.  Nelson  G.  Richmond  writes  an  interesting  paper  on  the 
above  subject,  that  while  surgery  is  necessary  for  many  cases,  the 
reason  for  urging  a  conbervative  view  in  the  light  of  the  above 
facts  is  this:  The  operators  have  been  so  carried  away  by  their  own 
results,  that  they  are  led  to  advise  against  all  medicinal  measures. 

What  then  does  a  conservative  view  of  the  treatment  of  appen- 
dicitis mean  ?  It  means  active  interference  with  the  progress  of 
the  cause  of  the  disease.  It  means  removal  of  the  cause.  It 
means  going  to  work  immediately,  with  the  hope  of  getting  the 
patient  beyond  the  point  of  danger  by  the  time  the  surgeon,  who 
has  been  watching  his  case,  and  advising  against  any  interference, 
is  getting  ready  to  operate. 

In  the  treatment  of  disease,  the  first  thing  to  be  taken  into  con- 
sideration is  the  cause.  The  causes  of  appendicitis  have  a  direct 
bearing  upon  the  treatment,  and,  familiar  as  they  are,  should  be 
considered  in  this  connection. 

They  are:  (1)  The  lodgment  and  impaction  of  faecal  matter  in 
the  appendix  and  caecum,  one  or  both.  This  is  the  most  common. 
(2)  Hard,  indigestible,  or  foreign  bodies,  which  produce  inflamma- 
tion and  sometimes  perforation  by  their  pressure.  (3)  The  over- 
loading of  the  stomach. 

Fitz  found  that  faecal  concretions  comprised  forty-seven  per 
cent,  of  the  entire  number  of  cases  he  had  collected;  foreign  bodies 
only  twelve  per  cent,  of  the  entire  number. 

There  is  a  difference  of  opinion  as  to  the  seat  of  the  primary 
lesion.  Some  claim  it  to  be  the  appendix,  others  caecum.  One 
says  that,  in  comparison,  the  caecum  plays  no  part  at  all.  This 
point  is  an  important  one  to  consider  if  we  take  into  account  two 
varieties  of  appendicitis:  One,  the  stercoreal  variety;  the  other, 
where  more  acute,  inflammatory  symptoms  seem  to  arise  in  the 
appendix,  resulting  in  early  perforation,  or  possibly  gangrene. 

How  can  one  consider  carefully  the  above  causes,  viz..  impac- 
tion of  faeces;  hard,  indigestible,  or  foreign  bodies;  the  overload- 
ing  of  the  stomach — without  at  once  setting  to  work  to  remove 
them?  We  doubt  not  the  active,  busy  practitioner  does  attempt  to 
remove  them  first  of  all.  But  here  is  what  some  of  the  men  we 
consider  as  authority  say  on  the  subject: 

McBurney  has  a  most  brilliant  record  as  an  operator.  His  name 
is  in  the  front  rank,  associated  in  the  investigation  of  this  disease 
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with  Fitz,  Senn  Treves,  Stimson,  Weir,  Price  and  Keen.  The 
point  of  tenderness,  from  one  to  two  inches  inside  the  right  ante- 
rior superior  spinous  process  of  the  ilium,  on  a  line  drawn  from 
the  spine  to  umbilicus,  is  now  universally  known  as  M  McBurney's 
point."  He  claims  it  to  be  almost  a  pathognomonic  sign  in  the 
diagnosis  of  this  disease. 

McBurney  says  :  "Laxatives  should  be  carefully  avoided,  and 
enemas  as  well,  that  all  peristaltic  action  may  be  discouraged." 

J.  Lewis  Smith  advises  postponing  laxatives,  or  laxative  ene- 
mata,  until  tenderness  and  inflammatory  symptoms  have  subsided 
by  the  use  of  opium  and  an  ice-bag.  Afterwards,  if  indicated,  he 
advises  an  enema — calomel  or  castor  oil. 

Volz  strongly  insists  upon  opium  treatment,  and  warns  against 
the  use  of  cathartics  or  enemata. 

Matterstock  cannot  caution  too  earnestly  against  any  attempt 
to  relieve  constipation  by  either  cathartics  or  clysmata. 

Keen  says  nothing  about  the  medical  treatment  in  a  paper  con- 
sulted but  does  say  this:  "  I  earnestly  believe  that  operation  is 
rightly  undertaken  when  there  is  persistent  pain  and  tenderness, 
especially  at  McBurney's  point,  with  even  slightly  increased  re- 
sistance without  any  tumor,  with  possibly  a  slight  oedema  and  a 
moderate  fever. "  He  does  express  himself,  however,  as  condemn- 
ing operative  interference  in  the  mild  form  of  appendicitis.  Most 
of  such  attacks,  he  thinks,  have  been  overlooked,  or  have  been 
called  simple  indigestion,  colic  or  some  intestinal  disorder. 

Dr.  Pepper  advises  against  the  use  of  laxatives. 

Finally,  an  editorial  in  the  Medical  Record,  commenting  on  a 
paper  of  Dr.  Musser,  of  Philadelphia,  says:  "Treatment  consists 
of  abstinence  from  food,  and  absolute  avoidance  of  interference 
with  the  state  of  the  bowels." 

The  above  authorities  are  quoted  to  show  what  these  men 
advise  concerning  laxatives  and  enemata,  and  that  there  is  some 
excuse  for  the  writing  of  this  paper. 

Let  us  now  consider  the  advice  of  some  surgeons  more  conserv- 
ative in  their  views.  The  name  of  Treves  in  England  is  associated 
with  appendicitis  as  indelibly  as  that  of  Fitz  in  the  United  States. 
His  name,  moreover,  is  suggestive  of  boldness.  At  a  gathering  of 
physicians,  the  so-called  "medical  treatment  "  had  produced  a 
smile  on  the  faces  of  those  present.  Yet,  he  says,  medical  treat- 
ment is  successful  in  very  many  cases;  and  to  treat  all  these  cases 
surgically  would  only  lead  to  disaster.  The  great  majority  ad- 
mitted into  the  London  Hospital  during  the  last  ten  years  recovered 
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under  it.  No  doubt,  the  epidemic  of  removal  of  appendicitis, 
which  had  prevailed  in  some  quarters,  had  been  extreme. 

He  seldom  found  it  necessary  to  make  an  incision  before  the 
fifth  day,  and  did  not  consider  it  advisable  to  do  so  then,  unless 
there  were  urgent  symptoms.  In  most  cases  it  would  only  be  con- 
sidered after  the  first  week. 

This  is  quite  different  from  the  counsel  of  McBurney,  who 
advises  laparotomy  within  thirty-six  hours  in  case  there  is  no 
amelioration  of  symptoms. 

In  the  April  16,  1892,  number  of  the  Medical  Record  is  a  paper 
of  a  remarkable  experience  by  Dr.  McBurney.  He  presents  the 
histories  of  five  cases  of  appendicitis  operated  upon  between 
December  6  and  December  21,  1 89 1 ,  all  of  them  being  successful. 
No  one  can  read  the  histories  of  these  cases  and  criticise  the  wis- 
dom or  necessity  of  operating.  They  all  belonged  to  the  recurrent,  . 
perforative  and  gangrenous  variety.  In  this  same  paper  he 
answers  the  criticisms  of  Treves  and  Pepper,  some  of  which  I 
have  quoted  above. 

Treves  found,  as  a  result  of  his  investigations  in  1889,  that 
there  was  no  cellular  investment  around  the  caecum.  He  also 
determined  that  the  peritonaeum  was  absent  on  the  post-surface  of 
it.  Hence,  the  terms  ^rz'-typhlitis  and  para-typh.\itis  were  mis- 
nomers. They  have  since  been  discarded.  Fortunately,  typhlitis, 
too,  has  given  way  to  the  more  suggestive  and  sensible  name 
appendicitis. 

Weir  only  advises  operation  in  serious  cases,  or  cases  of  fre- 
quent recurrence.  He  admits  that  the  milder  lesions  of  an  inflamed 
or  stenosed  appendix  which  the  physician  meets,  the  surgeon  may 
be  unacquainted  with  "For,  after  all,"  he  says,  "laparotomy, 
however  carefully  conducted,  is  an  operation  of  risk." 

It  was  my  good  fortune  to  be  present  at  the  meeting  of  the 
State  Medical  Society  at  Albany,  February,  1891,  when  a  whole 
evening's  discussion  was  given  to  the  subject,  Appendicitis.  The 
pathology  was  ably  handled  by  our  own  Dr.  Mynter,  together  with 
Gerster,  of  New  York.  "The  Indications  for  Early  Laparotomy  in 
Appendicitis"  was  the  subject  of  papers  by  McBurney  and  Keen. 
The  "  Technique  of  Operative  Interference  in  Appendicitis "  was 
considered  by  Stimson  and  Fowler.  The  "  Propriety  of  and  the 
Indications  for  the  Resection  of  the  Appendix  Vermiformis  During 
the  Quiescent  Stage  of  Chronic  Relapsing  Appendicitis"  was  the 
tittle  of  papers  by  Price  and  Weir.  Dr.  Bacon,  of  New  Haven,  had 
confined  his  operative  experience  to  the  abscess  stage. 
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The  conclusions  reached  by  those  who  listened  to  this  discus- 
sion might  be  as  varied  as  the  character  of  the  listeners,  but  the 
conclusion  I  arrived  at  was  that  the  position  taken  by  Dr.  Weir  or 
Dr.  Bacon  was  the  one  to  follow  in  everyday  practice. 

Dr.  Bacon  had  operated  on  over  forty  cases  in  the  abscess  stage, 
losing  only  two.  Imagine,  if  you  can,  the  number  saved  the 
operation,  from  which  these  forty  were  taken,  and  you  get  an  idea 
of  the  actual  percentage  of  recoveries  from  this  conservative 
method. 

Dr.  Weir,  as  stated  above,  would  advise  operation  in  cases  of 
serious  and  frequent  recurrence,  only  when  the  recurrence  threat- 
ened life  or  incapacitated  the  patient  for  his  chosen  life-work. 

Physicians  in  general  practice,  particularly  those  outside  the 
large  cities,  find  that  patients  do  not  submit  willingly  to  an  oper- 
ation, of  whatever  character,  without  the  very  best  of  reasons.  It 
is  apt  to  be  a  question  of  life  or  death,  not  a  matter  of  convenience 
or  possible  future  necessity,  which  convinces  them.  Invariably 
they  will  take  the  chances  on  the  future  possibility.  They  have 
more  faith  in  the  future,  and  stand  less  in  awe  of  the  physician  or 
surgeon.  The  surgeon  of  the  larger  cities  does  frequently  what 
would  be  perfect  suicide  to  the  reputation  and  practice  of  the  phy- 
sician of  the  village.  Hence,  the  advice  which  is  of  service  to  the 
physician  or  surgeon  is  the  advice  which  he  can  follow.  Some 
advise  the  operation  in  all  cases  of  catarrhal  or  ulcerative  appen- 
dicitis— happily  not  all. 

Dr.  William  T.  Bull,  in  1890,  reported  having  seen  five  or  six 
cases  of  serious  ventral  hernia  from  the  operation. 

Dr.  A.  H.  Smith,  the  same  year,  reported  six  cases  which  re- 
sulted in  suppuration.  Three  without  operation  recovered;  three 
died  notwithstanding  an  operation.  He  believes  that  every  attack 
results  in  extra-fibrinous  exudation,  and  less  danger  of  abscess, 
should  it  form,  rupturing  into  the  peritonaeum.  This  opinion  does 
not  necessarily  clash  with  that  of  Dr.  Weir. 

In  reviewing  some  of  the  literature  on  this  subject  it  has  been 
my  aim  not  to  give  opinions  or  quote  authorities  further  back  than 
the  past  three  years.  The  discarding  of  the  terms  formerly  used  to 
designate  it,  the  modern  pathology,  the  more  discriminating  diag- 
nosis, and  the  remarkable  success  of  the  operators,  make  the  con- 
sideration of  appendicitis  a  very  different  subject  from  that  of 
"  perityphlitis  "  of  five  years  ago. 

We  now  come  to  the  treatment  proper  of  appendicitis  as  met 
with  in  general  practice.     It  is  very  simple.    It  has  been  fore- 
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shadowed  throughout  the  discussion  of  this  paper.  It  is  the  same 
whether  the  exciting  cause  seem  to  be  from  an  overloaded  stomach 
or  from  constipation.  A  history  of  constipation  is  not,  however, 
necessary  for  the  presence  of  a  faecal  accumulation.  The  bowels 
may  have  moved  regularly  every  day,  yet  the  amount  of  faecal 
matter  obtained  by  judicious  treatment  is  invariably  surprising. 
This  is  easily  accounted  for;  a  portion  of  the  stool  being  retained 
each  day,  notwithstanding  the  larger  amount  evacuated.  It  will 
take  only  a  few  weeks  for  the  colon  to  become  well  distended, 
while  a  hard,  dry  impaction  of  faecal  matter  is  lodged  at  the  ileo- 
caecal  valve. 

First  of  all  things  necessary,  then,  is  abstinence  from  food. 
The  observers  say  low  diet.  I  should  say  no  diet.  No  more  faecal 
matter  should  pass  down  to  the  ileo-caecal  valve  and  lodge  while  it 
is  obstructed. 

Second,  enemata  should  be  administered.  In  urgent  cases  I 
usually  say  every  two  hours.  Frequently  these  are  kept  up  for 
four  to  five  days.  These  enemata  are  useful  for  two  reasons. 
First,  to  relieve  pain.  Second,  to  remove  the  obstruction.  I  know 
of  no  more  efficient  measure  for  the  relief  of  abdominal  pain,  especi- 
ally when  it  is  low  down,  than  hot  enemata.  It  is  often  quicker  in 
its  action  than  a  hypodermic  of  morphia,  and  will  sometimes  suc- 
ceed when  the  latter  fails.  The  enemata  may  be  varied  in  charac- 
ter as  fancy  or  experience  may  dictate,  from  castile  soap-suds  and 
warm  water,  with  turpentine  or  castor-oil  added,  to  the  infusion  of 
lobelia,  o\  even  sale  molasses. 

Third,  the  judicious  use  of  morphia,  hypodermically  or  by 
mouth,  as  seems  advisable,  as  a  necessity,  not  as  a  curative  meas- 
ure. It  should  never  be  used  to  overcome  peristalsis,  as  formerly 
advised,  but  simply  for  the  relief  of  pain.  It  is  too  much  to  ask 
these  patients  to  suffer,  as  they  must  for  days  and  nights,  without 
giving  them  some  temporary  relief.  Each  dose  that  is  given,  how- 
ever, should  be  with  the  full  knowledge  of  the  fact  that  by  locking 
up  the  secretions  and  delaying  the  action  of  the  bowel,  by  so  much 
time  is  the  cure  of  the  disease  postponed.  Nevertheless,  it  is 
equally  true  that  by  relieving  pain  the  strength  of  the  patient  is 
preserved. 

Fourth,  castor  oil  is  to  be  given  when,  after  a  few  hours  or  a 
day,  the  pain  is  unrelieved,  or  the  enlargement  in  the  right  iliac 
fossa  is  undiminished.  Inflammatory  action,  I  do  not  believe, 
contra-indicates  it,  since  the  obstruction  of  the  bowel  by  faecal 
matter  is  a  common  cause  of  the  inflammation.    It  is  my  usual 
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custom  to  repeat  it  in  tablespoonful  doses  every  six  hours,  until  all 
faecal  matter  is  removed  from  the  bowel.  This  stage  is  usually 
marked  by  a  number  of  offensive,  diarrhceic  stools;  finally,  green 
in  color,  and  independent  of  an  enema.  In  case  a  foreign  body  or 
undigested  material  is  the  cause  of  the  trouble,  this  will  usually 
precede  the  diarrhoea.  Castor  oil  is  the  only  laxative  which  it 
seems  wise  to  give.  If  it  does  not  move  the  bowel,  it  at  least  does 
no  harm.  All  other  laxatives  may.  In  one  case  fourteen  table- 
spoonsful  of  castor  oil  were  given  within  four  days,  enemata  being 
administered  every  two  hours,  day  and  night,  for  the  same  period, 
before  the  obstruction  was  removed. 

The  fifth  and  last  measure  of  treatment  is  the  application  of  hot 
flaxseed  poultices,  begun  with  the  beginning  of  pain,  and  con- 
tinued as  long  as  inflammatory  exudation  exists. 

The  only  authorities  consulted  who  seem  to  approach  the 
median  ground  of  medicinal  measures,  are  the  following  : 

Henoch  advises  the  opium  treatment;  castor  oil  or  calomel  for 
prolonged  constipation  or  faecal  accumulation;  the  ice-bag  over 
caecum;  and  wAew  pain  and  tenderness  cease,  a  simple  enema,  or 
dose  of  castor  oil. 

Fenger,  in  the  Cyclopcedia  of  the  Diseases  of  Children,  says: 

If  a  certain  diagnosis  can  be  made  between  stercoreal  typhlitis 
and  perityphlitis  (he  retains  the  old  name),  the  question  is  readily 
solved,  and  cathartics  and  clysmata  will  be  as  beneficial  in  the 
former  as  opium  or  morphia  in  the  latter  case. 

As  a  student  in  medicine  I  remember  reading  Dr.  William  T. 
Bull's  inaugural  thesis,  written  in  1872,  on  perityphlitic  abscess. 
He  had  collected  sixty-seven  cases.  It  is  needless  to  say  I  had  a 
very  vague  idea  of  the  disease.  All  the  cases,  however,  were 
treated  during  the  first  eight  years  of  my  practice,  as  outlined  in 
this  paper,  and  were  successful.  There  were  no  histories  kept,  and 
no  lasting  impression  was  made.  In  September,  1888,  I  recorded 
my  first  and  only  fatal  case,  and  the  only  case  which  ever  came 
under  my  own  observation  where  the  inflammation  and  obstruction 
at  the  caecum  being  relieved,  recovery  did  not  follow.  The  excit- 
ing cause,  too,  was  overeating.  Evidences  of  abscess  and  symp- 
toms of  collapse  came  on,  the  patient  dying  the  eighth  day.  Two 
other  fatal  cases,  about  this  time,  came  within  my  knowledge.  I 
do  not  know  what  treatment  was  pursued. 

Autopsy  revealed  a  large  accumulation  of  pus;  an  appendix 
perforated  in  several  places,  and  within,  a  concretion  size  of  a 
cherry  stone,  hard  and  restating  as  the  latter,  which  it  was  thought 
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to  be.  The  family  secured  it,  however,  and  it  could  never  be  ob- 
tained for  thorough  examination.  It  might  have  been  a  gall-stone, 
but  more  probably  was  a  faecal  concretion.  There  is  no  doubt  but 
that  an  operation  was  called  for  in  this  case.  But  owing  to  the 
condition  of  the  patient  and  his  surroundings,  poverty-stricken  in 
the  extreme,  it  is  very  doubtful  if  it  would  have  been  successful. 

My  cases  are  fifteen  in  number,  six  females  and  nine  males, 
varying  in  ages  from  nine  to  eighty  years.  They  were  of  all 
the  stages  of  intensity,  from  the  cases  with  unmistakable  symp- 
toms, but  relieved  in  two  or  three  days,  to  the  ones  of  several 
weeks'  duration,  marked  by  relapses,  general  peritonitis,  and  final 
evacuation  of  pus  per  rectum. 

Several-  were  watched  very  closely  with  the  view  that  lapa- 
rotomy would  probably  be  called  for.  But  with  the  natural  con- 
servatism prevalent  outside  the  large  cities,  the  time  did  not  arrive 
when  it  seemed  wise  to  interfere  by  operative  measures. 

They  all  recovered.  All  of  the  lighter,  as  well  as  the  moder- 
ately severe  cases,  dated  the  amelioration  of  symptoms  and  begin- 
ning of  recovery  from  the  time  stools  were  obtained  which  came 
from  the  ileo-caecal  obstruction.  These  went  on  uninterruptedly 
towards  recovery. 

In  two  of  the  severest  cases  this  period  of  subsidence  was  fol- 
lowed by  symptoms  showing  local  or  general  peritonitis.  Whether 
this  was  due  to  an  extension  of  the  original  inflammation  or  to  a 
fresh  attack  of  peritonitis,  caused  by  exposure  and  chill,  it  was 
hard  to  decide.    In  the  severest  case  it  seemed  due  to  the  latter. 

They  were  all  treated  as  outlined  previously.  Accumulation  at 
the  ileo-caecal  valve  with  symptoms  of  local  peritonitis  was  treated 
very  actively,  the  tumefaction  and  peritonitis  subsiding  coinci- 
dently  with  the  relief  of  the  obstruction.  When  the  peritonitis  was 
general,  stools  having  been  already  obtained,  active  treatment  was 
omitted  until  the  inflammation  subsided. 

As  stated  in  the  beginning  of  this  paper,  it  is  not  my  desire  to 
decry  operative  measures.  Laparotomy  is  necessary  in  very  many 
cases.  The  chief  aim  has  been  to  show  that  too  many  cases  re- 
cover under  medicinal  measures  to  make  it  advisable  to  withhold 
such  measures,  as  many  of  the  operators  quoted  advise. 

CASES  CITED. 

Case.  I. — Mrs.  E.  B.,  set.  twenty-three;  December,  1889.  Found 
her  suffering  intensely  from  pain  in  the  right  iliac  region.  There 
was  an  elongated  tumor  in  the  ascending  colon,  very  sensitive  to 
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the  touch,  and  accompanied  with  considerable  local  peritonitis, 
fever,  etc.  Under  the  care  of  another  physician,  opiates  had  been 
given,  laxatives  and  enemata  had  been  enjoined,  and  she  was 
growing  rapidly  worse. 

Ordered  hot  enemata  every  two  hours;  ol.  ricini  in  half-ounce 
doses  every  six  hours,  and  morphia  as  required  from  necessity. 
This  treatment  was  kept  up  for  three  days,  small  actions  being 
obtained.  Finally,  a  number  of  offensive  stools,  green  and  gru- 
mous  in  character,  were  accompanied  by  some  hard,  indigestible 
substances,  which  proved  to  be  the  gristle  of  meat.  Rapid  re- 
covery.   No  trouble  since. 

Case  II. — J.  C,  set.  thirty-seven;  January,  1890.  Pain,  requir- 
ing opiates;  fever,  tenderness  and  enlargement  in  right  groin  the 
size  of  two  fists.  Referred  to  previously  as  having  taken  fourteen 
tablespoonsful  of  castor  oil,  and  enemata  every  two  hours  for  four 
days,  before  the  colon  was  cleared  out.  Improvement  dated  from 
the  relief  of  this  symptom.    No  trouble  since. 

Case  III. — George  T.,  set.  thirty-seven.  Ill  in  January,  1890. 
Enlargement  in  right  iliac  region,  from  obstruction  and  inflamma- 
tory exudation;  great  pain  and  tenderness,  requiring  frequent  hypo- 
dermics of  morphia;  fever;  emesis.  Treatment:  Hot  enemata  every 
two  hours;  castor  oil  every  six  hours,  and  hot  applications.  After 
the  evacuation  of  the  lower  bowel,  the  stools  began  to  have  a  fsecal 
odor  the  third  day.  Marked  relief  was  obtained  the  fourth  day, 
following  several  diarrhceic  stools  of  foul  odor  and  more  or  less 
green  color     Perfect  recovery. 

Case  IV. — Was  that  of  a  little  girl,  nine  years  old.  She  was  ill 
five  days  in  January,  1891.  In  February  there  was  a  recurrence, 
she  never  having  been  entirely  well.  The  second  attack  was 
marked  by  large  exudation  and  considerable  peritonitis.  The  dis- 
ease left  her  weak  and  emaciated,  and  at  one  time  suppuration  was 
suspected,  but  it  did  not  prove  to  be  the  case.  Inflammatory  symp- 
toms subsided,  and  improvement  in  each  attack  began  coincident 
with  the  relief  of  the  fsecal  obstruction. 

Case  V. — Was  that  of  an  athletic  young  man  of  twenty  years. 
He  had  had  five  previous  attacks,  three  being  about  the  same  in 
severity  as  the  present  one,  and  two  lighter  in  character.  He  had 
the  usual  symptoms  of  fever,  severe  pains,  local  peritonitis,  and  an 
oblong  tumor  in  the  right  iliac  region.  He  was  relieved  the  fourth 
day,  after  free  evacuation  of  the  bowel  by  the  usual  method. 

Case  VI. — Susie  S.,  set.  eighteen.  First  attack  March,  1891. 
Only  two  days  in  duration.    Second  attack  in  October,  1891.  It 
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took  repeated  doses  of  morphia  to  make  the  pain  bearable.  Local 
symptoms  very  marked;  tenderness  at  McBurney's  point,  gradually 
developing  tumor  and  general  peritonitis.  Relief  the  fourth  day, 
from  the  usual  treatment,  and  satisfactory  convalescence. 

Case  VII. — M.  T.,  male,  aet.  thirty-eight.  Occurred  in  June,  1891. 
This  case  was  unusually  severe  in  its  onset,,  and  throughout  its 
entire  course.  Had  had  appendicitis  a  few  years  before.  He 
begged  me  to  give  him  a  large  hypodermic  of  morphia,  saying 
that  it  seemed  to  avert  a  previous  threatened  attack.  Remaining 
with  him  a  greater  part  of  the  night,  and  finding  that  morphia  per 
orem,  in  repeated  doses,  failed  to  relieve  the  intense  pain,  he  was 
given  a  hypodermic  in  addition. 

It  was  necessary  to  keep  him  under  morphia  during  the  whole 
period.  Tenderness,  first  at  McBurney's  point,  was  finally  dis- 
tributed over  the  entire  area  of  thickening  and  enlargement,  which 
extended  from  the  anterior  superior  spinous  process  of  the  ilium  to 
umbilicus  and  down  to  the  middle  of  Poupart's  ligament.  There 
was  fever,  flushed  face,  sunken  eyes,  and  persistent  vomiting  for 
days,  first  of  the  contents  of  the  stomach,  then  of  a  green  matter, 
and  finally  of  that  which  was  of  the  color  of  coffee-grounds  and  had 
a  faecal  odor. 

For  several  days  I  stood  ready  to  operate,  expecting  to  find  at 
each  visit  the  remaining  symptoms  which  would  justify  the  oper- 
ation. Finally,  when  the  stools  showed  that  all  accumulation  at 
the  ileo-caecal  valve  had  been  removed,  vomiting  ceased,  he  began 
to  improve;  and  made  a  satisfactory  convalescence. 

Once  since,  he  had  symptoms  precisely  similar  to  those  at  the 
beginning  of  above  attack.  Giving  a  hypodermic  of  morphia, 
which  put  him  to  sleep  and  kept  him  so  the  remainder  of  the  night 
and  well  into  the  next  day,  the  attack  was  averted.  It  seemed  to 
be  one  of  perforative  appendicitis. 

Case  VIII. — Mrs.  G. ,  sixty  years  of  age.  Complained  for 
days  of  constant  pain  on  the  right  side.  Examination  revealed 
tenderness  at  McBurney's  point.  Laxatives  and  enemata  brought 
away  hard,  scyballous  masses.  The  pain  and  tenderness  was  re- 
lieved. 

Case  IX. — Wm.  A.,  aet.  thirty-five.  Coming  home  one  evening 
hungry,  he  ate  a  full  box  of  sardines  and  drank  a  bottle  of  beer. 
Was  taken  with  severe  pain  in  iliac  region  before  morning.  He 
had  fever,  tenderness  at  McBurney's  point,  with  symptoms  of  ob- 
struction and  inflammatory  exudation  surrounding  this  region. 
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The  usual  treatment  relieved  him,  and  he  has  had  no  recurrence 
since. 

Case  X. — GayT.,  cet.  twenty-one,  was  taken  in  January,  1892, 
with  pain  in  the  right  iliac  region,  which  only  a  hypodermic  of 
morphia  would  quiet.  It  was  necessary  to  repeat  this  at  regular 
intervals  during  the  whole  sickness.  There  was  tenderness  at  Mc- 
Burney's  point,  and  an  accumulation  at  the  ileo-csecal  valve.  In- 
flammation came  on,  and  exudation  resulted  in  hardness  and 
resistance  to  touch,  and  tenderness  over  entire  region,  even  beyond 
umbilicus.  Vomiting  was  persistent  for  three  days.  Knowing 
that  he  was  accustomed  to  put  no  restraint  on  his  unusually  hearty 
appetite,  enemata  were  begun  immediately,  each  administration 
of  them  giving  temporary  relief.  Castor  oil  was  given  in  ounce 
doses.  The  fourth  day  relief  came  coincident  with  numberless 
stools,  offensive  in  odor,  tarry  in  consistence,  and  followed  by 
green  diarrhoea  stools  for  several  days. 

In  a  few  days  all  inflammatory  exudation  had  subsided, 
although  tenderness  was  perceptible  for  some  time. 

Case  XI.  — Was  that  of  a  married  man  of  twenty-three.  He 
was  taken  ill  in  Buffalo,  while  on  a  business  trip  in  February,  and 
attended  by  a  physician  who  staid  with  him  several  hours  and 
evidently  understood  the  seriousness  of  the  case. 

On  reaching  home,  the  pain  was  still  severe,  and  the  first  visit 
revealed  the  symptoms  of  appendicitis.  He  was  a  merchant  by 
occupation,  and  was  accustomed  to  eat  his  supper  at  the  back  of 
the  store  and  wait  on  customers  at  the  same  time.  The  routine 
treatment  was  begun,  the  pain  requiring  hypodermics  of  morphia 
throughout  the  acute  stage.  He  began  to  get  relief  the  fourth  day, 
and  was  improving  when  a  relapse  occurred,  which  appeared  to 
be  due  to  getting  cold.  Inflammation  set  in  with  increasing  sever- 
ity, the  tongue  became  dry  and  red,  hardness  extended  over  entire 
space  beyond  umbilicus  and  the  median  line,  there  being  also 
general  peritonitis  as  well.  The  eyes  were  sunken,  features 
pinched,  cold  perspiration,  and  extremities  numb.  After  the  relief 
of  the  obstruction,  the  bowel  became  relaxed,  and  there  was  in- 
voluntary evacuations  throughout  entire  illness. 

One  evening,  tympanitis  being  marked  and  great  distress  arising 
from  inability  to  start  the  gas,  there  being  enormous  distention  in 
the  region  of  duodenum,  an  enema  of  laudanum  and  starch  was 
given.  Within  an  hour  the  tension  seemed  to  relax,  there  was  a 
succession  of  loud  reports  and  a  flood  of  water;  water,  foeces  and 
gas  came  away  simultaneously.    Relief  was  immediate. 
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For  two  days  the  stools  were  swelled  with  pus.  He  was  ill 
three  weeks  and  was  well  advanced  toward  recovery  before  he 
regained  control  of  the  bowel.    He  is  now  perfectly  well. 

The  other  four  cases  present  the  same  histories  in  general — one 
of  the  four  being  recurrent  in  form. 

Gentlemen,  I  have  wearied  you.  You  may  say  that  some  of 
my  cases  might  have  recovered  quicker  under  an  operation.  So 
they  might.    They  might  have  died. 

Again,  I  say,  I  do  not  decry  operative  measures.  I  only  say 
enemata,  and  where  indicated  laxatives  are  too  valuable  to  be 
thrown  aside,  and  that  in  the  class  of  cases  met  with  in  general 
practice  they  are  usually  successful. — Buffalo  Medical  and  Surgical 
Journal. 

[We  take  pleasure  in  reproducing  almost  literally  the  paper  of 
Dr.  Richmond.  His  views  are  conservative  and  we  believe  will 
be  sustained  by  extensive  clinical  reports.  In  this  city  from  our 
personal  observation  we  can  cite  too  many  deaths  occurring.  In 
one  case  which  was  particularly  noticed,  was  of  a  healthy  young 
man  of  prominent  social  position,  having  recurrent  attacks  of  a 
mild  type  where  the  operation  was  one  of  election  and  done 
between  the  attacks.  The  result  was  death  in  a  few  days.  We 
think  the  feeling  among  the  public  is  becoming  pronounced  against 
the  operation  and  unless  the  enthusiasts  restrain  themselves,  it  will 
prevent  many  proper  operations  from  being  done.] 


THE  STATUS  OF  GYNECOLOGY  ABROAD. 
By  H.  N.  Vineberg,  M.D. 

Primary  Carcinomatous  Degeneration  of  Fibro-Myoma  of  the  Uterus. 

Prof.  Ehrendorfer  (Cenlb.  fur  Gyn.  No.  27)  critically  reviews, 
in  brief,  all  the  cases  found  in  literature  of  this  pathological  condi- 
tion, and  claims  that  the  cases  published  by  Buhl,  Hofmeier,  Gala- 
bin,  Klob  and  Glaser  rightfully  come  under  this  heading.  Other 
cases  met  with  in  literature  are  doubtful,  as  the  essential  condi- 
tion— limitation  of  the  carcinomatous  process  to  the  fibroid  or  to 
the  mucous  membrane  covering  it — was  wanting.  He  publishes 
a  case  o£*his  own  giving  the  history  in  full  and  two  microscopical 
drawings.  The  patient  was  fifty-three  years  of  age  and  had  a 
fibroid  tumor  of  the  cervix  which  was  attached  by  a  pedicle. 
About  one-half  of  the  surface  of  the  growth  was  in  a  state  of  carci- 
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nomatous  degeneration.    There  were  no  evidences  of  cancerous 
infiltration  in  any  other  part  of  the  uterus  or  in  the  vagina. 

On  the  Value  of  Parenchymatous  Injections  of  Chloride  of  Sodium  in 
Acute  Ancemia. 

Dr.  Kortmann  {Deutsche  med.  Woch.  1892,  No.  16)  has  given  up 
intravenous  injections  of  salt  in  cases  of  haemorrhage  from  the  fear 
of  setting  up  a  fresh  haemorrhage  by  increasing  the  blood  pressure. 
He  therefore  prefers  to  inject  the  saline  solution  subcutaneously, 
or,  better  still,  under  the  muscle  fascia;  and  resorts  to  intravenous 
injection  only  in  those  cases,  which  are  rare,  when  the  circulation 
is  at  such  a  low  par  that  absorption  of  the  injected  fluid  does  not 
take  place.  In  the  Hamburg  Marien  Hospital  the  needle  is  inserted 
beneath  the  fascia  in  the  lateral  side  of  the  thigh  and  600  grammes 
(about  nineteen  ounces)  of  one-sixth  per  cent,  salt  solution  is 
injected.  The  author  relates  six  cases  in  which  intravenous  injec- 
tions were  made  and  only  one  of  the  patients  recovered,  the  other 
five  succumbing  to  the  preceding  loss  of  blood.  On  the  other  hand 
five  parenchymatous  injections  were  attended  with  the  desired 
result  in  four  children.  In  the  fifth  case  although  the  blood  press- 
ure was  very  low  the  injected  saline  solution  was  speedily  absorbed. 
Still  the  child  died. 

The  Indications  for  Laparotomy  in  Gynaecological  Affections. 

N.  Fleischeln  {Berliner  Klinik,  Heft  45,  Centb.  fur  Gyn.  1892, 
No.  27)  portrays  in  brief  outlines  the  picture  of  the  present  stand- 
point in  reference  to  the  indications  for  laparotomy  in  gynaecological 
diseases.  The  presence  of  a  proliferating  ovarian  tumor  demands 
immediate  removal  inasmuch  as  it  has  been  shown  that  such  tumors  f 
possess  a  great  tendency  to  malignant  degeneration.  If  it  is  an 
ovarian  tumor  which  is  already  malignant  this  condition  does  not 
contra-indicate  an  operation.  In  the  most  unfavorable  cases  an 
operation  brings  with  it  some  improvement  which  may  last  for 
months  and  even  for  a  year.  Cures  have  even  been  observed  after 
operation  when  the  papillomatous  infiltration  had  extended  over 
the  peritonaeum  and  intestines.  We  should  withhold  the  hand 
from  operating  only  in  those  cases  of  malignant  ovarian  tumors 
when  they  are  firmly  adherent  to  the  adjacent  infiltrated  tissues  or 
when  large  malignant  masses  can  be  felt  on  the  peritoneum.  A 
pressing  indication  for  laparotomy  exists  when  an  ovarian  tumor 
complicates  pregnancy,  for  here  abortion,  rupture  of  the  tumor, 
and  torsion  of  the  pedicle  with  consequent  peritonitis  threaten. 
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The  patient  is  in  especial  danger  in  labor  in  the  presence  of  an 
adherent  tumor  in  the  pelvis.  The  author  dwells  at  some  length 
on  the  indication  for  castration.  He  sounds  the  note,  with  justice, 
that  this  is  constantly  being  narrowed  down.  He  is  an  advocate 
for  castration  in  severe  haemorrhage  in  fibro-myoma,  thus  agreeing 
with  other  operators  though  not  with  A.  Martin.  On  the  other 
hand  he  is  of  the  opinion  that  laparotomy  is  seldom  indicated  in 
cases  of  uncomplicated  hydrosalpinx.  Only  when  this  has  reached 
very  great  dimensions,  or  is  complicated  by  perimetritic  adhesions  or 
oophoritis  and  the  symptoms  have  resisted  all  palliative  remedies  is 
one  justified  in  resorting  to  the  removal  of  the  diseased  adnexa.  In 
pyosalpinx  one  would  always  be  justified  in  the  latter  course  were 
it  not  that  the  operation  is  dangerous  to  a  much  greater  degree. 
The  position  holds  good  here  also  that  the  severity  of  the  symp- 
toms must  be  in  direct  ratio  to  the  danger  of  the  operation,  and 
this  the  more  so  as  it  not  infrequently  happens  that  after  an  appar- 
ent cure  the  old  symptoms  return.  Uncomplicated  tubal  gesta- 
tions which  are  diagnosticated  in  the  first  months  always  call  for 
laparotomy  for  the  removal  of  the  extra-uterine  sac.  After  rupture 
of  the  sac,  the  time  which  has  elapsed  since  rupture  and  the  degree 
of  anaemia  of  the  patient  must  be  taken  into  account.  The  view 
has  recently  been  gaining  ground  that  also  for  the  latter  half  of 
gestation,  whether  the  foetus  is  alive  or  dead,  the  foetal  sac  should 
be  removed  as  quickly  as  possible. 

Regarding  myomotomy  the  author  makes  it  the  principal  task 
of  the  operator  to  determine  on  the  one  hand  when  the  symptoms 
reach  such  a  severity  as  to  justify  an  operation,  which  as  yet  is 
not  without  danger,  and  on  the  other  hand,  to  determine  when  the 
patient's  powers  have  not  already  suffered  too  much.  Consequently 
each  case  calls  for  individualization.  The  social  position  and  age 
of  the  patient  also  must  not  be  lost  sight  of.  The  author  expresses 
the  hope  that  the  intra-peritoneal  sinking  of  the  pedicle  will  be  the 
method  of  the  future.  In  conclusion  he  expresses  himself  in  favor 
of  ventro-fixation  of  the  retroflexed  uterus  provided  that  the  symp- 
toms are  unmistakably  due  to  the  faulty  position.  Several  instruc- 
tive cases  from  practice  are  cited  in  justification  of  the  views 
advanced  by  the  author. 

Puerperal  Tetanus. 

Vinay  (Gas.  des  Hop.  1 891,  Xo.  152  and  Ibid.)  holds  that  there 
are  three  things  to  be  achieved  in  the  treatment  of  puerperal 
tetanus. 


876 


Abstracts. 


(1)  Local  interference  with  the  uterine  lesion  to  cause  elimina- 
tion and  destruction  of  the  poison. 

(2)  To  change  the  composition  of  the  blood  altered  by  the 
poison. 

(3)  To  lessen  the  nervous  irritability. 

Antiseptic  treatment  of  the  wounds  in  the  parturient  canal 
should  be  adopted  as  soon  as  the  first  symptoms  of  tetanus  appear 
even  if  much  is  not  gained  thereby.  But  this  must  be  done  with 
the  greatest  care  so  as  to  avoid  any  fresh  source  of  irritation. 
The  experiments  of  injecting  blood-serum  obtained  from  animals 
rendered  immune  to  tetanus  have  so  far  been  without  results ;  still 
it  is  recommended  to  make  fresh  trials  with  stronger  doses  in  suita- 
ble cases.  Of  all  the  different  remedies  that  have  been  employed 
in  this  affection,  the  inhalation  of  chloroform,  up  to  narcosis,  which 
may  be  kept  up  for  a  long  time,  is  by  far,  the  most  valuable.  Next 
to  this  comes  chloral  which  may  be  given  in  hourly  fifteen-grain 
doses,  either  by  the  mouth  or  per  enema/a.  This  is  to  be  continued 
until  sleep  or  muscular  relaxation  sets  in.  If  chloral  cannot  be 
given  by  the  mouth  or  rectum,  then  one  may  resort  to  subcutane- 
ous injections  of  morphine.  A  combination  of  chloroform  with 
chloral  seems  to  be  the  best  treatment.  Repeated  warm  baths 
with  subsequent  packing  act  as  sedatives  and  aid  in  the  elimination 
of  the  poison  through  stimulating  the  function  of  the  skin,  but  are 
not  to  be  employed  indiscriminately  from  the  danger  of  adding  a 
new  source  of  irritation.  The  general  treatment  should  be  very 
judicious.  The  patient  should  be  removed  from  every  phys  cal 
and  mental  excitement,  the  temperature  of  the  room  should  be 
equable,  the  bowels  regulated  and  the  nourishment  of  the  most 
strengthening  nature.  The  patient  should  remain  in  bed  for  a  long 
time  after  convalescence  has  begun  so  as  to  avoid  fresh  attacks. 

The  Genesis  of  Fibro-cystic  Growths. 

Dr.  Friedrich  Uter  {Centb.  fiir  Gyn.  1892,  No.  28)  gives  the  his- 
tory of  a  case  of  fibro-myoma  in  the  centre  of  which  a  cyst  had 
formed,  according  to  the  author,  in  a  manner  different  from  any 
that  had  hitherto  been  described.    The  forms  hitherto  described 

are — 

(1)  (Edematous  softening  with  or  without  the  process  of  pro- 
liferation. 

(2)  .Myoma  telangiectodes  sive  cavernosum  (Virchow). 
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(3)  Myoma  lymphangiectodes  (Leopold). 

(4)  Cysts  arising  from  the  enveloping-  mucous  membrane. 

The  patient  (forty-one  years  of  age)  had  an  abdominal  tumor 
which  was  adherent  to  the  pelvic  walls.  She  had  considerable  fever, 
the  cause  of  which  could  not  be  ascertained.  The  tumor  was  removed 
by  laparotomy  with  some  difficulty  owing  to  adhesions.  It  was 
the  size  of  a  child's  head  and  presented  in  its  centre  a  small  cavity 
the  size  of  a  cherry.  Part  of  the  cavity  was  filled  with  a  portion 
of  tissue  attached  by  a  pedicle  to  its  wall,  and  the  remainder  of  the 
cavity  was  filled  with  a  pap-like  mass  of  a  dirty  grey  color.  In 
addition  to  this  numerous  small  circumscribed  areas  were  found 
differentiated  from  the  remainder  of  the  growth  by  a  reddish  color. 
These  portions  of  the  growth  examined  microscopically  gave  the 
following  appearance  :  They  were  made  up  mostly  of  muscle 
fibres  with  but  very  little  connective  tissue.  But  at  the  same  time 
numerous  points  were  found  which  showed  that  retrogressive 
changes  had  taken  place  in  the  growth.  One  saw  instead  of  the 
muscle  fibres  longitudinally  striped  fibres  in  which  were  found 
spindle  cells  with  long  oval  nuclei.  The  parts  between  the  indi- 
vidual fibres  possessed  a  deep  reddish  discoloration.  Immediately 
external  to  this  was  a  zone  of  necrosed  tissue  in  which  cell  spaces 
resembling  vacuoli  with  numerous  nuclei  were  to  be  seen. 

It  was  an  instance  of  cavernous  formation  in  a  fibroid  which 
was  brought  about  by  a  coagulation  and  colliquation  necrosis. 

The  condition  very  likely  arose  from  the  impacted  position  of 
the  growth  in  the  small  pelvis,  thus  bringing  about  unfavorable 
nutritive  processes. 

A  Foreign  Body  in  the  Uterus. 

Dr.  A.  Tannen  {Ibid.)  relates  the  history  of  a  case  in  which  a 
woman  used  a  hairpin  in  trying  to  pack  herself  with  cotton  wad- 
ding to  arrest  a  haemorrhage  following  an  early  abortion.  She 
suspected  that  the  hairpin  passed  into  the  uterus  as  she  was  seized 
with  pain  on  sitting,  dysuria  and  increased  haemorrhage. 

A  sound  passed  into  the  uterus  failed  to  detect  the  foreign  body. 
The  uterus  was  then  dilated  and  a  curette  passed.  This  came  into 
contact  with  the  hairpin  and  removed  it  with  ease.  The  author 
concludes  from  this  the  great  advantage  of  the  curette  over  the 
sound  in  detecting  a  foreign  body  in  the  uterus. 
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On  the  Value  and  Significance  of  Gymnastic  Movements  in  conjunc- 
tion with  Brandt's  Massage. 

E.  Ries  {Deutsche  med.  Woch.  1892,  No.  18  and  Ibid.)  has  under- 
taken to  ascertain  the  modus  operandi  of  the  movements  recom- 
mended by  Brandt  to  determine  blood  to  and  from  the  pelvis. 

Hysteropexy. 

Chaput  {Annates  de  Gynec.  et  d'Obsiet.,  April,  1892)  discusses 
the  treatment  of  uterine  retroflexions.  In  simple  retroflexion  where 
the  uterus  is  freely  movable,  the  pessary  is  sufficient,  though  the 
curette  may  be  needed ;  but  in  more  advanced  retroflexions  where 
the  pessary  cannot  be  used,  abdominal  section  is  needed.  This 
proceeding  is  preferable  to  vaginal  hysteropexy,  as  it  allows  the 
operator  to  choose  between  simple  replacement  of  the  uterus,  re- 
moval of  the  appendages  with  or  without  fixation  of  the  uterus 
(abdominal  hysteropexy),  and  fixation  without  castration.  As  fixa- 
tion of  the  uterus  itself  is  not  in  all  respects  advisable,  Chaput  rec- 
ommends that  the  pedicles  of  the  amputated  appendages  be  fixed 
to  the  abdominal  wound  or  that  the  round  ligaments  be  shortened, 
if  removal  of  the  appendages  be  inadvisable.  In  the  discussion  on 
this  communication,  P.  Petit  advocated  Alexander's  operation.  He 
said  that  it  had  fallen  into  discredit  owing  to  the  many  indications 
for  thorough  treatment  of  complications  in  each  case.  It  sometimes 
proved  necessary,  he  declared,  to  perform,  at  the  same  sitting, 
curettage,  plastic  amputation  of  the  cervix,  anterior  colporrhaphy, 
colpoperineorrhaphy,  and  shortening  of  the  round  ligaments. 
Chaput  objected  that  it  was  impossible  to  diagnose  all  the  compli- 
cations which  interfered  with  the  success  and  value  of  Alexander's 
operation  without  an  abdominal  exploration,  which  at  once  altered 
all  the  conditions  associated  with  that  operation.  Petit  did  not 
think  highly  of  hysteropexy.  In  one  case,  performed  by  a  good 
operator,  the  pains  from  which  the  patient  had  suffered  continued, 
and  a  bad  ventral  hernia  developed.  In  another  the  patient  was 
sick  on  recovering  from  chloroform,  and  the  vomiting  caused  the 
threads  to  cut  their  way  through  the  uterine  tissue  into  which  they 
had  been  passed.    The  patient  died  of  haemorrhage. 

On  Intraligamentous  E!ytroio???y  and  Its  Indications. 

Dr.  Boisleux,  Paris  {Centb.  fur  Gyn.  1892,  No.  29)  states  that 
while  having  used  Thure  Brandt's  method  for  two  years  with  good 
success  he  has  met  with  eight  cases  (out  of  twenty)  of  fixed  retro- 
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flexions  in  which  the  method  failed.  In  these  cases  he  resorted  to 
an  operation  which  he  fully  describes  illustrating  its  steps  by 
several  easily  understood  drawings  The  steps  of  the  operation 
are  as  follows  :  The  vagina  is  thoroughly  disinfected,  the  uterus 
curetted  and  then  cauterized  by  galvanism  according  to  Apostoli's 
method.  Then  the  patient  is  placed  in  an  extreme  lithotomy  posi- 
tion, the  vagina  held  open  as  much  as  possible  by  Martin's  specu- 
lum and  with  retractors,  the  posterior  lip  of  the  cervix  is  seized  by 
a  volsellum  and  drawn  upwards,  where  the  two  utero-sacral  liga- 
ments are  readily  felt  as  two  tense  cords.  An  incision  is  then 
made  in  the  median  line  one  cm.  behind  the  cervix  uteri.  Douglas' 
space  is  entered  and  the  incision  increased  to  from  four  to  six  cm. 
While  the  incision  is  being  made,  the  finger  of  the  other  hand  is 
held  in  the  rectum.  Now  the  left  index  finger  after  being  disinfected 
is  carried  into  the  wound  and  the  assistant  allows  the  volsellum  to 
fall  into  the  operator's  hand.  The  right  hand  is  placed  over  the 
abdomen  and  tries  to  seize  the  fundus  and  bring  it  forwards,  while 
the  left  index  finger  frees  the  posterior  surface  from  all  adhesions. 
This,  as  a  rule,  is  easily  accomplished  but  two  of  the  cases  re- 
quired considerable  time  and  force.  After  the  adhesions  have 
been  broken  up,  the  middle  finger  is  also  introduced  into  the 
wound  and  the  condition  of  the  adnexa  ascertained.  An  intra- 
peritoneal irrigation  is  then  made  with  a  three  per  cent,  boracic  acid 
solution.  From  two  to  four  sutures  are  passed  in  and  before  they 
are  tied  a  double  drainage-tube,  in  the  form  of  a  T,  is  introduced. 
The  drain  is  left  in  situ  as  long  as  there  is  any  discharge  of  a  sero- 
sanguinis  fluid  which  is  usually  from  five  to  ten  days.  In  one 
case  it  had  to  be  left  in  for  seventeen  days.  The  history  of  seven 
cases  operated  upon  are  sketched  briefly  in  tabular  form.  When 
the  adnexa  are  found  to  be  hopelessly  diseased  they  can  be  re- 
moved through  the  vaginal  incision.  But  in  several  instances 
where  the  ovaries  and  tubes  were  much  swollen  and  thickened, 
freeing  them  from  adhesions  resulted  in  a  restituiir  ad  integrum. 
The  author  concludes  with  the  following  assertions  :  Intraliga- 
mentous elytrotomy  is  indicated — 

(1)  In  adhesions  of  the  uterus  with  the  adnexa,  and  the  adnexa 
with  one  another. 

(2)  In  retro-deviations  of  the  uterus  whether  fixed  or  movable 
and  also  in  pathological  anteflexions. 

(3)  In  every  case  of  retro-uterine  accumulation  of  pus. 

(4)  In  cases  of  pelvic-peritonitis  and  general  acute  or  subacute 
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peritonitis  resulting  from  the  puerperium,  menstruation,  or  gonor- 
rhoea. 

(5)  In  cases  of  obscure  diagnoses  as  an  explorative  incision. 

Two    Cases   of  Symphysiotomy   with   Favorable    Termination  for 
Mother  and  Child. 

G.  Leopold  (Cenlb.  fur  Gyn.  1892,  No.  30)  not  being  satisfied 
with  the  operation  of  Cesarean  section  in  spite  of  his  good  results 
for  both  mother  and  child  was  attracted  to  the  old  operation  of 
symphysiotomy  by  the  recent  published  results  of  Morisani  and 
Pinard.  He  accordingly  performed  it  in  two  cases  recently  in 
which  Caesarean  section  was  indicated,  and  in  which  both  mothers 
and  children  were  saved.  He  looks  upon  the  operation  as  a  rela- 
tive substitute  for  perforation  of  a  living  child  and  for  Caesarean 
section.  The  latter  he  thinks  will  be  limited  in  the  future,  to  those 
cases  in  which  the  conjugate  vera  is  six  cm.  and  under  and  the 
child  is  at  full  term. 

Dr.  Robert  Mullerheim  assistant  at  the  Strassburg  Universitats 
frauen-klinik  follows  with  what  he  designates  as  "Preliminary 
Remarks'''  on  the  same  subject.  After  sketching  the  anatomy  and 
physiology  of  the  joints  of  the  pelvis  in  reference  to  symphysiot- 
omy he  relates  in  full  the  history  of  a  case  in  which  this  operation 
had  recently  been  done  in  the  klinik  saving  both  mother  and  child. 
The  woman  had  been  in  labor  six  days,  the  bag  of  waters  had 
broken,  and  the  head  was  still  movable  above  the  brim.  The 
operation  was  selected  in  preference  to  Caesarean  section  as  being 
less  dangerous,  more  easily  performed  and  as  more  likely  to  save 
the  mother  owing  to  her  miserable  general  condition.  A  paper  is 
promised  in  the  near  future  on  the  microscopical  investigations  of 
the  healing  processes  in  animals  which  had  been  subjected  to 
symphysiotomy. 

The  Position  of  Ovarian  Dermoids  relatively  to  the  Uterus. 

Dr.  H.  \V.  Freuxd  {Centb.  fur  Gyn.  1892,  No.  31)  discusses 
this  subject  in  a  rather  polemical  spirit.  He  does  not  controvert 
the  value  of  Kiister's  observation  on  the  diagnostic  sign  of  the 
position  of  dermoid  cysts  in  front  of  the  uterus,  but  asserts  that 
when  they  occur  in  this  position  it  is  owing  to  a  congenital 
anomaly.  Kuster  lays  stress  upon  a  feature  of  these  growths 
which  he  considers  of  diagnostic  value  and  that  is  when  an  at- 
tempt is  made  to  push  them  away  they  immediately  spring  back 
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to  their  former  position  when  the  force  is  removed.  The  author 
says  this  is  a  feature  common  to  all  ovarian  tumors  and  is  not 
peculiar  to  dermoids. 

A  Case  of  Traumatic  Rupture  of  the  Vagina. 

Dr.  H.  N.  Ostermayer  (Ibid.)  relates  a  case  of  this  kind  which 
he  thinks  is  unique  in  medical  literature.  The  woman  fell  down 
half  way  a  flight  of  steps,  striking  violently  against  her  abdomen. 
And  as  a  result  of  this  traumatism  a  rupture  of  the  vagina  in  the 
neighborhood  of  the  posterior  vault  took  place.  He  explains  the 
mechanism  of  the  occurrence  as  follows  :  The  sudden  force  applied 
to  the  abdomen  drove  its  contents  into  the  pelvis  making  the 
vaginal  vault  exceedingly  tense  and  in  consequence  of  this  burst- 
ing of  the  mucous  membrane  occurred.  The  retroflexed  position 
of  the  uterus  he  thinks  favored  the  foregoing  result. 

On  Incision  of  Cervix,  Vagina  and  Perinceum  to  Effect  Rapid  Delivery. 

Dr.  G.  Kunkenberg  (Archiv  fur  Gy?i.,  Bd  42,  Heft  2)  relates 
two  cases  in  which  he  performed  that  operation.  In  the  first  case 
at  the  upper  two-thirds  of  the  vagina  there  was  a  firm  ring-like 
stenosis  which  prevented  the  head  from  descending.  The  patient 
was  the  sufferer  also  of  pyelitis.  An  incision  was  made  into  the 
constriction  and  along  the  whole  length  of  the  vagina.  The  for- 
ceps were  applied  and  in  extracting  the  child  the  tear  extended 
through  perinaeum  and  rectum.  The  patient  made  a  good  recovery 
but  was  discharged  with  a  small  recto-perineal  fistula.  In  the 
second  case  the  operation  was  resorted  to  on  account  of  the  great 
rigidity  of  the  cervix.  The  patient  being  a  primipara  thirty-five 
years  of  age.  The  child  was  easily  delivered  by  forceps  without 
being  asphyxiated,  and  the  patient  made  an  excellent  recovery. 
Although  in  neither  case  was  the  mother  or  child  in  any  danger 
the  author  considered  that  the  operation  was  indicated. 

Diihrssen  advocates  the  foregoing  operation  in  cases  of  puer- 
peral eclampsia  so  as  to  be  enabled  to  bring  the  labor  to  a  speedy 
termination.  He  regards  the  incision  into  the  cervix  quite  safe 
provided  the  upper  part  is  dilated,  and  the  incision  is  made 
through  the  lower  or  vaginal  portion  only.  When  the  upper  part 
of  the  cervix  is  not  sufficiently  dilated  he  dilates  it  by  passing  a 
thin-walled  colpeurynter  into  the  uterus,  fills  it  with  air  and  for- 
cibly draws  it  down  until  the  internal  os  is  fully  dilated,  and  then 
he  makes  the  incision  into  the  lower  part     Of  twenty-six  cases  of 
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puerperal  eclampsia  that  he  had  treated  in  this  mariner  the  mothers 
were  saved  in  all,  and  only  two  children  died.  This  is  -certainly 
an  excellent  showing,  for  the  most  recent  statistics  of  puerperal 
eclampsia  show  a  maternal  mortality  of  fifty  per  cent,  and  a  foetal 
mortality  of  twenty-five  per  cent.  But  we  think  Diihrssen  assumes 
an  extreme  position  when  he  recommends  this  procedure  in  every 
case  of  puerperal  eclampsia  for  quite  a  number  of  cases  are  met  with 
in  practice  as  every  one  knows,  which  are  readily  controlled  by 
less  radical  means. 

Stimulation  of  Labor  Pains  by  Intra-uterine  Injections  of  Glycerine. 

Dr.  C.  Pelzer  {Ibid.)  finding  himself  dissatisfied  with  the  means 
hitherto  employed  to  excite  labor,  made  the  experiment  in  July 
1890  of  injecting  glycerine  between  the  foetal  sac  and  uterine  wall. 
The  injection  is  made  with  an  ordinary  syringe  holding  150 
grammes  (3  v.)  which  is  attached  to  a  rubber  tube  and  to  a 
Mercier  catheter.  Care  is  exercised  not  to  rupture  the  membranes 
or  to  introduce  air  into  the  uterine  cavity.  A  few  cases  are  cited 
showing  the  efficiency  and  harmlessness  of  the  method.  The  pains 
usually  set  in  one  or  two  hours  after  the  injection.  The  author  thinks 
that  the  glycerine  acts  by  irritating  the  interior  of  the  uterus  and  thus 
bringing  about  uterine  contractions,  and  as  he  considers  glycerine 
an  antiseptic  he  thinks  there  need  be  no  fear  of  setting  up  of  sepsis 
by  the  injections. 

On  the  Simultaneous  Occurrence  of  Fibro-myoma  and  Carcinoma  of 
the  Uterus. 

E.  Ehrendorfer  {Ibid.)  says  that  a  review  of  the  literature  of  the 
past  few  years  shows  a  marked  increase  of  cases  in  which  myoma 
and  carcinoma  occurred  simultaneously.  He  agrees  with  P. 
Mtiller  that  the  climacteric  is  not  always  attended  with  an  arrest  of 
growth  and  subsequent  shrinking  of  fibro-myomatous  tumors.  On 
the  contrary  in  many  cases  the  tumor  continues  to  grow  and  the 
symptoms  of  haemorrhage,  etc.  increase  in  severity.  The  history 
of  four  cases  operated  by  different  methods  are  given  in  which 
fibroids  and  carcinoma  were  found  in  the  uterus.  The  author 
summarizes  as  follows  : 

1.  The  simultaneous  occurrence  of  fibro-myoma  is  more  fre- 
quent than  it  has  been  thought  hitherto.  Therefore  the  significance 
of  this  combination  must  receive  more  attention  in  the  future. 

2.  In  every  extirpation  of  fibro-myoma  (hysteromyomectomy) 
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before  the  pedicle  is  taken  care  of  an  examination  should  be  made 
to  ascertain  if  carcinoma  also  exists. 

3.  If  flbro-myoma  is  complicated  with  carcinoma,  or  if  there  is 
a  well-founded  suspicion  of  carcinoma  then  there  can  be  no  con- 
sideration of  a  pedicle  as  the  whole  uterus  must  be  removed  as  is 
done  in  the  simultaneous  occurrence  of  carcinoma  of  the  cervix. 

4.  In  the  presence  of  carcinoma  of  the  uterine  body  no  treat- 
ment of  the  pedicle  following  hysteromyomectomy,  even  thorough 
cutting  out  and  burning  the  cavity  of  the  stump,  will  afford  a 
guarantee  against  a  recurrence,  which  is  usually  hopeless  and  irre- 
mediable. 

5.  In  fibro-myoma  of  the  uterus  when  a  copious,  watery  or 
discolored  discharge  or  profuse  haemorrhages  with  labor-like  pains 
set  in,  especially  if  it  is  at  the  climacteric  period,  and  more  particu- 
larly in  the  fifties,  one  is  justified  in  entertaining  the  suspicion  of  a 
simultaneous  malignant  affection  of  the  endometrium ;  and  in 
these  cases  palliative  treatment  of  whatever  kind  is  not  to  be  en- 
tertained if  an  operation  is  feasible. 

6.  It  will  have  to  be  ascertained  in  the  future  by  extensive  ex- 
perience if  carcinomatous  degeneration  of  the  body  of  the  uterus 
occurs  more  frequently  when  fibro-myoma  is  present  than  when  it 
is  not. 

What  has  been  said  relative  to  carcinomatous  growths  is  par- 
ticularly applicable  to  sarcoma. 

A  Foreign  Body  in  the  Alimentary  Tract  for  Two-and-a-Half  Years. 

Dr.  G.  Lihotzky  (Cent,  fiir  Gyn.,  1892,  No.  26)  reports  an  in- 
teresting case  of  a  woman  in  the  eighth  month  of  pregnancy  who 
developed  peritonitis  from  a  perforation  of  the  duodenum.  The  per- 
foration was  produced  by  a  teaspoon  which  the  patient  had 
swallowed  two-and-a-half  years  previous.  It  was  supposed  that 
the  uterus  increasing  in  size  pressed  upon  the  duodenum,  causing 
the  spoon  within  the  bowels  to  change  its  position,  and  forcing  one 
of  its  ends  through  the  intestinal  wall.  The  patient  had  had  no 
symptoms  until  four  days  prior  to  her  death. 

On  the  /Etiology  of  Fibro-myoma. 

L.  Prochowxick  (Deul.  med.  Woch.,  1892,  No.  7)  relates  some 
cases  which  go  to  showT  that  constitutional  syphilis  may  be  a  factor 
in  the  causation  of  fibro-myoma  of  the  uterus.  An  antisyphilitic 
(mercury  and  iodides)  treatment  in  these  cases  leads  to  a  marked 
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though  not  great  decrease  in  the  size  of  the  growth  and  arrests 
haemorrhage  and  relieves  pain.  Against  the  supposition  that  it 
may  have  only  been  syphilitic  neoplasms  it  may  be  stated  that  : 

(i.)  The  form,  situation,  consistency  and  limitations  were 
characteristic  of  fibro-myoma. 

(2.)  In  no  instance  did  softening,  casation,  absorption  or 
cicatrization  occur. 

On  the  Relation  between  Gastric  Neurosis  and  Retroflexion  of  the 
Uterus. 

Dr.  Panecki  (Der  Frauenarzt,  May,  1892)  selected  fifteen  cases 
of  uncomplicated  retroflexion  of  the  uterus  to  determine  the  re- 
lationship between  this  condition  and  neurosis  of  the  stomach. 
Ewald's  method  of  examining  the  stomach  contents  after  a  test- 
breakfast  (probe  friihstuck)  was  followed.  The  results  of  his  in- 
vestigations were  as  follows  :  In  eight  cases  the  gastric  disturb- 
ances were  directly  due  to  the  malposition  of  the  uterus  which  on 
being  corrected  the  gastric  symptoms  disappeared.  In  three  cases 
there  was  no  connection  between  the  retroflexion  and  the  gastric 
neurosis.  In  the  remaining  four  cases  the  stomach  disturbances 
were  due  partly  to  abnormal  chemical  and  mechanical  function  and 
partly  to  morbid  anatomical  changes.  On  the  strength  of  his  re- 
sults (which  he  acknowledges  are  not  extensive)  the  author  draws 
the  following  conclusions  : 

1.  The  gastric  symptoms  accompanying  retroflexion  are  not  so 
frequently  dependent  upon  a  neurosis  as  has  been  asserted  by  so 
many. 

2.  If  the  gastric  symptoms  continue  after  reposition  of  the  re- 
flexed  uterus,  a  careful  examination  of  the  stomach  should  be  in- 
stituted. 

^Myomectomy  During  Pregnancy. 

Dr.  Max  von  Strauch  {Ibid. )  reports  the  following  case  :  F.  M., 
set.  twenty-two,  nullipara,  when  pregnant  four  months  presented  a 
tumor  to  the  left  of  the  uterus  about  the  size  of  a  goose  egg.  The 
tumor  grew  rapidly  and  in  three  weeks  reached  the  size  of  a 
man's  list.  The  diagnosis  of  an  ovarian  cyst  was  made  and  a 
laparotomy  undertaken  for  its  removal.  On  opening  the  abdomen 
the  tumor  was  found  to  be  a  subserous  fibroid  attached  by  a  short 
pedicle  of  the  thickness  of  the  thumb  to  the  left  horn  of  the  uterus. 
The  pedicle   was   doubly  ligatured    with   silk   suture   and  the 
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peritonaeum  sewn  over  the  stump.  The  patient  made  a  good  re- 
covery and  was  delivered  at  full  term  of  a  strong  healthy  child. 


Ccesarean  Section  in  Extremis  and  After  Death. 

Winckel  {SErztliche  Rundschau,  No.  5,  1892)  discusses  this 
question,  which  appears  to  have  been  taken  into  consideration 
political  and  legislative  authorities  in  Bavaria.  These  authorities 
have  endeavored  to  ascertain  if  it  be  justifiable  to  enforce  upon 
practitioners  the  performance  of  Csesarean  section  on  women  who 
die  during  labor.  After  collecting  evidence  Winckel  finds  that  the 
chances  of-saving  the  child  are  considerable,  the  gloomy  prognosis 
of  Fehling  and  others  being  set  aside  by  recent  experience.  The 
best  results  have  been  seen  when  the  child  has  been  extracted 
within  ten  minutes  after  the  death  of  a  previously  healthy  patient 
from  flooding,  or  of  a  woman  ill  but  very  shortly  before  the 
moment  of  decease  (from  convulsions  of  pulmonary  embolism,  for 
example).  In  these  cases  the  child  was  delivered  at  or  very  near 
term.  Living  children  have,  however,  often  been  delivered  by 
section  and  reared  after  the  death  of  the  mother  from  chronic 
cardiac  or  pulmonary  disease.  The  longest  period  after  death 
when  Caesarean  section  has  saved  the  child  is  from  twenty  to  thirty 
minutes  (Pingler,  Brotherston).  Even  when  the  fcetal  heart  sounds 
have  become  inaudible,  rapid  section  has  saved  the  child.  The 
best  success,  as  might  be  expected,  has  been  obtained  in  hospitals, 
where  instruments  are  always  in  readiness.  Winckel  recommends 
Rung's  instructions  to  be  followed  when  death  during  labor  occurs 
in  private  practice.  After  all,  Winckel  remarks,  these  cases 
are  still  rare,  and  therefore  laws  cannot  well  be  framed  at  present 
to  bind  practitioners.  All  cases  should  be  duly  reported,  and  regis- 
tration authorities  should  tabulate  them  especially  and  with  great 
care  as  to  notification  of  the  result.  When  the  patient  dies  sud- 
denly in  the  presence  of  the  practitioner  or  just  before  his  arrival 
Caesarean  section  ought  to  be  done  at  once  with  any  instrument 
that  is  at  hand.  When  the  patient  is  sinking  hopelessly  from  con- 
vulsions, apoplexy,  etc.,  preparations  should  be  made  as  complete 
as  possible  for  the  performance  of  Caesarean  section  as  soon  as  the 
maternal  heart  ceases  to  beat.  There  remains  a  grave  class  of 
cases  where,  after  due  consultation,  it  may  be  deemed  justifiable 
to  deliver  the  child  by  section,  the  patient  being  in  extremis. 
Winckel  refers  to  cases  of  severe  dyspnoea,  anasarca,  etc.  If  the  fcetal 
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heart  sounds  can  be  heard,  it  may  seem  right  to  deliver  the  child 
by  Caesarean  section,  as  the  very  slow  death  of  the  mother  is  more 
certainly  fatal  to  the  child  than  her  sudden  decease. — Brit.  Med. 
Journ. 

The  Bacillus  of  Eclampsia. 

The  Deutsche  medicinische  Wochenschrift  of  May  1 2th  contains 
the  announcement  that  Dr.  Gerdes,  first  assistant  in  the  Pathological 
Institute  to  the  University  of  Halle,  has  in  a  severe  case  of  eclampsia 
succeeded  in  demonstrating  by  culture  the  presence  of  a  short 
bacillus  in  the  liver,  lungs  and  kidneys,  and  also  in  the  blood.  The 
bacillus  is  extremely  virulent  when  inoculated  in  rats  and  mice, 
causing  convulsions  in  the  latter.  In  all  the  animals  experimented 
on  coma  set  in,  the  respiration  became  shallower,  the  body  tem- 
perature became  subnormal,  and  death  occurred  in  a  short  time. 
In  guinea-pigs  convulsions  only  came  on  after  intravenous  injections 
(the  jugular  vein  was  selected  for  the  purpose);  subcutaneous  and 
intra-peritoneal  injections  produced  no  such  effect.  The  bacilli  re- 
ferred to  were  found  in  great  numbers  in  the  lungs,  kidneys  and 
liver  of  patients  suffering  from  eclampsia,  especially  in  the  form  of 
bacillary  emboli,  the  starting  point  of  which  was  probably  a 
primary  focus  in  the  placenta.  Dr.  Gerdes  promises  a  preliminary 
communication  on  the  subject  without  delay. — Brit.  Med.  Journ. 
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ITEMS  OF  INTEREST. 

The  following  programme  of  the  American  Gynaecological 
Society  is  to  be  observed  at  the  Seventeenth  Annual  Meeting  to  be 
held  at  the  Polytechnic  Institute  in  Brooklyn,  on  the  21st,  2 2d  and 
23d  of  September  next. 

The  Society  will  be  entertained  by  the  President,  Dr.  Byrne, 
by  Dr.  Skene,  by  the  Brooklyn  Gynaecological  Society  and  the 
Medical  Society  of  the  County  of  Kings.  Brooklyn  will  not  be 
outdone  in  hospitality. 


AMERICAN  GYNAECOLOGICAL  SOCIETY. 

This  society  holds  its  annual  meeting  in  Brooklyn,  September 
20-2 2d,  the  President,  Dr.  John  Byrne,  of  Brooklyn,  in  the  chair. 
The  following  is  the  programme: 

First  Day. 

Tuesday,  September  20th.  Morning  session  at  ten  o'clock. 
Roll  call,  reception  of  guests,  etc. 

Address  of  Welcome,  by  Dr.  Charles  Jewett,  of  Brooklyn. 

Papers  :  "  Periodical  Intermenstrual  Pain,"  by  Dr.  Chauncey  D. 
Palmer,  of  Cincinnati;  "Oxygen  in  the  Treatment  of  Septicaemia," 
by  Dr.  Andrew  F.  Currier,  of  New  York;  "Technique  in  Plastic 
Surgery  of  the  Cervix  Uteri,  Vagina  and  Perinaeum,"  by  Dr.  Will- 
iam H.  Wathen,  of  Louisville;  "  Pyosalpinx,  with  Report  of 
Cases,"  by  Dr.  Archibald  McLaren,  of  St.  Paul. 

Afternoon  session  at  three  o'clock.  "Elective  Caesarean  Sec- 
tion— Time  of  Operation,"  by  Dr.  Henry  C.  Coe,  of  New  York; 
"The  Remarkable  Results  of  Antiseptic  Symphysiotomy,  '  by  Dr. 
Robert  P.  Harris,  of  Philadelphia;  "  Cceliotomy  after  Labor,"  by 
Dr.  William  H.  Parrish,  of  Philadelphia;  "Stomatitis  due  to  the 
Irritation  of  Epithelial  Pearls  in  the  Mouths  of  New-born  Infants," 
by  Dr.  Henry  J.  Garrigues,  of  New  York. 

Second  Day. 

Wednesday,  September  21st.    Morning  session  at  ten  o'clock. 
"Certain  Aspects  of  Gonorrhoea  in  Women,"  by  Dr.  Charles  P. 
Noble,  of  Philadelphia;  "  Retro-peritoneal  Tuberculosis  Simulating 
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Hernia,"  by  Dr.  Edward  P.  Davis,  of  Philadelphia;  "The  Treat- 
ment of  Post-partum  Haemorrhage,"  by  Dr.  Egbert  H.  Grandin,  of 
New  York. 

Afternoon  session  at  three  o'clock. 
President's  Address. 

"Supra-vaginal  Hysterectomy  for  Uterine  Fibroids — Report  of 
Fourteen  Cases,"  by  Dr.  William  M.  Polk,  of  New  York;  "Supra- 
vaginal Hysterectomy  with  Sub-peritoneal  Treatment  of  the  Stump 
without  Ligature,  in  Operations  for  Uterine  Fibro-myomata,"  by 
Dr.  B.  F.  Baer,  of  Philadelphia;  "Vaginal  Hysterectomy  for  Can- 
cer of  the  Uterus,"  by  Dr.  Hermann  J.  Boldt,  of  New  York. 

Business. meeting,  5:30  to  6:30  p.m. 

Third  Day. 

Thursday,  September  2 2d.    Morning  session  at  ten  o'clock. 

"In  Memoriam — Dr.  Gilman  Kimball,"  by  Dr.  Francis  H.  Dav- 
enport, of  Boston;  "Can  we  Prevent  Secondary  Haemorrhage 
after  Ovariotomy  ?  "  by  Dr.  Horace  T.  Hanks,  of  New  York;  "The 
Experience  of  the  Boston  Lying-in  Hospital  in  the  last  Five  Years 
in  the  Treatment  of  Eclampsia,"  by  Dr.  Charles  M.  Green,  of  Bos- 
ton; "The  Value  of  the  Forceps  in  Complicated  High  Arrest  of  the 
Breech,  with  Report  of  Two  Cases,"  by  Dr.  Edward  Reynolds,  of 
Boston;  "The  Best  Management  of  Occiput-posterior  Cases,"  by 
Dr.  Chauncey  D.  Palmer,  of  Cincinnati. 

Afternoon  session  at  three  o'clock. 

"Umbilical  Hernia  in  the  Female,  with  Report  of  Five  Cases," 
by  Dr.  A.  Palmer  Dudley,  of  New  York;  "Conservative  Lapa- 
rotomy," by  Dr.  William  M.  Polk,  of  New  York;  "The  Etiology  of 
Intra-pelvic  Effusions  of  Blood,"  by  Dr.  Florian  Krug,  of  New 
York. 


Dr.  Keen,  of  Philadelphia,  recently  did  an  amputation  at  the 
hip-joint  for  a  rapidly  growing  sarcoma,  the  patient  being  five 
months  pregnant.  Recovery  was  rapid  and  pregnancy  uninter- 
rupted.— Atlanta  Medical  Journal. 


THE  AMERICAN  ELECTRO-THERAPEUTIC  ASSOCIATION. 

Avery  full  programme  is  announced  for  the  coming  meeting  of 
the  American  Electro-Therapeutic  Association  which  is  to  be  held 
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in  New  York,  at  the  Academy  of  Medicine,  17  West  Forty-third 
Street,  October  4th,  5th  and  6th. 

There  will  be  two  interesting  discussions,  one  upon  "The  Rela- 
tive Fceticidal  Value  of  the  Different  Currents  and  their  Application 
to  Ectopic  Gestation,"  to  be  discussed  by  many  prominent  Gynae- 
cologists and  Electricians,  and  another  upon  "  Cataphoresis  and  its 
Practical  Application  as  a  Therapeutic  Measure." 

Papers  are  announced  by  Drs.  Geo.  J.  Engleman,  Wellington 
Adams,  and  Geo.  F.  Hulbert,  of  St.  Louis;  Wm.  F.  Hutchinson,  of 
Providence,  R.  I. ;  Franklin  H.  Martin,  of  Chicago,  111. ;  A.  Lap- 
thorn  Smith,  of  Montreal,  Canada;  R.  J.  Nunn,  of  Savannah,  Ga.  ; 
Thomas  W.  Poole,  of  Lindsay,  Ontario;  C.  Eugene  Riggs,  of  St. 
Paul;  W.  J.  Herdman,  of  Ann  Arbor,  Mich.;  D.  S.  Campbell,  of 
Detroit,  Mich. ;  G.  Betton  Massey,  of  Philadelphia;  Henry  D.  Fry, 
of  Washington,  D.  C. ;  H.  E.  Hayd,  of  Buffalo,  N.  Y.?  J.  H.  Kellog, 
of  Battle  Creek,  Mich.;  C.  G.  Cannaday,  of  Roanoke,  Va. ;  Ernest 
Wende,  of  Buffalo,  N.  Y. ;  and  Wm.  J.  Morton,  Augustin  H.  Goelet, 
A.  D.  Rockwell,  Landon  Carter  Gray,  Robert  Newman,  Ephraim 
Cutter,  Frederick  Peterson,  G.  M.  Hammond,  F.  Van  Raetz,  of 
New  York,  and  many  others.  Dr.  J.  Mount  Blyer,  will  give  an 
instructive  lecture  with  demonstrations  entitled,  "The  Phonograph 
and  Microphonograph;  the  Principles  underlying  them  and  their 
Uses  in  the  Sciences." 

9.  L.  S.  McMurtry,  Louisville — "The  Essential  Question  of 
Drainage  in  Pelvic  Surgery. " 

In  connection  with  the  meeting,  there  will  be  an  exhibition  of 
Modern  Medical  Electrical  Apparatus,  all  the  prominent  manufac- 
turers being  represented. 

The  social  part  of  the  programme  is  said  to  include  many  pleas- 
ant surprises,  and  with  so  genial  and  accomplished  a  presiding 
officer  we  prophesy  a  great  success  for  the  meeting. 


THE  AMERICAN  ASSOCIATION   OF   OBSTETRICIANS  AND 
GYNECOLOGISTS. 

The  American  Association  of  Obstetricians  and  Gynaecologists 
will  hold  its  fifth  annual  meeting  at  the  Lindell  Hotel,  St.  Louis, 
Tuesday,  Wednesday,  and  Thursday,  September  20th,  21st,  and 
22d,  1892. 
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The  President,  Dr.  A.  Vander  Veer,  of  Albany,  N.  Y.,  wishes  it 
understood  that  all  members  of  the  medical  profession  interested  in 
the  subjects  discussed,  or  who  are  friends  of  the  Association  even 
though  not  specially  interested  in  its  branch  of  work,  are  most 
cordially  invited  to  attend  the  several  sessions. 

The  Lindell  Hotel  will  be  the  headquarters  of  the  Association 
during  the  meeting,  and  has  a  convention  hall  which  will  provide 
ample  accommodations  for  its  sessions. 

The  following  papers  will  be  read  : 

1.  President's  address — "Some  Considerations  in  Reference  to 
Uterine  Haemorrhage,  Puerperal  and  Non-Puerperal." 

2.  Chas.  A.  L.  Reed,  Cincinnati — "The  Surgical  Treatment  of 
Cancer  of  the  Uterus." 

3.  Joseph  Price,  Philadelphia — "Abdominal  Hysterectomy." 

4.  Jas.  F.  W.  Ross,  Toronto — "Ectopic  Gestation:  Its  Varie- 
ties, Symptoms,  and  Treatment  during  its  several  Stages." 

5.  W.  W.  Seymour,  Troy — "The  Delivery  of  the  After-coming 
Head." 

6.  E.  E.  Montgomery,  Philadelphia — "Sacral  Resection:  Its 
Place  in  Pelvic  Surgery." 

7.  H.  O.  Marcy,  Boston — "Plastic  Surgery  of  the  Pelvic 
Structures." 

8.  Robert  T.  Morris,  New  York — "Is  Evolution  trying  to  do 
away  with  the  Clitoris  ?  " 

10.  W.  E.  B.  Davis,  Birmingham — "The  Repair  of  Intestinal 
Lesions  that  occur  during  the  Progress  of  Abdominal  Section." 

11.  David  Barrow,  Lexington — "The  Surgical  Treatment  of 
Intestinal  Wounds." 

12.  Thomas  McArdle,  Washington — "Plastic  Surgery  of  the 
Genital  Tract." 

13.  F.  Krug,  New  York — "  Abdominal  Fixation." 

14.  Geo.  H.  Rohe,  Baltimore — "  The  Relation  of  Pelvic  Disease 
and  Psychical  Disturbances  in  Women." 

15.  E.  P.  Bernardy,  Philadelphia — "Embryotomy." 

16.  Edward  J.  Ill,  Newark — "Tumors  of  the  Abdominal  Wall." 

17.  R.  B.  Hall,  Cincinnati — "  Four  Cases  of  Ectopic  Pregnancy, 
and  the  Lessons  they  teach." 

18.  W.  H.  Myers,  Fort  Wayne — "  Some  Unreported  Cases. " 

19.  W.  P.  Manton,  Detroit — "Experiences  in  Abdominal 
Surgery  in  the  Insane." 

20.  Augustus  P.  Clarke,  Cambridge — "Advantages  of  Version 
in  a  certain  class  of  Obstetric  Cases."  § 
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21.  William  W.  Potter,  Buffalo — "Posture  as  related  to  Ob- 
stetrics and  Gynaecology." 

22.  A.  R  Miller,  Syracuse — "Two  Unusual  Cases  of  Fibroids  ; 
Removal  by  Abdominal  Section. " 

23.  Edwin  Ricketts,  Cincinnati — "Extra-uterine  Pregnancy." 

24.  W.  G.  Macdonald,  Albany — "The  Intestinal  Canal  as  a 
Source  of  Infection  in  Abdominal  Surgery." 

25.  Geo.  S.  Peck,  Youngstown — "Nephrotomy  and  Nephrec- 
tomy successfully  performed  in  one  Patient  for  Multiple  Abscess." 

26.  Edwin  Walker,  Evansville — "Tetanus  following  Minor 
Gynaecological  Operations." 

27.  J.  Henry  Carstens,  Detroit — "The  Technique  of  Vaginal 
Hysterectomy." 

28.  R.  B.  Hall,  Cincinnati — "Clinical  Report  on  Gall-bladder 

Operations." 

29.  Joseph  Price,  Philadelphia — "  Present  Status  of  Obstetrics, 
with  a  report  of  my  own  work." 

30.  Joseph  Hoffman,  Philadelphia — "Pus  in  the  Pelvis  and 
Abdomen;  its  Dangers  and  Treatment." 

31.  George  R.  Deane,  Spartansburg — "Perineal  Operations." 

32.  William  S.  Conklin,  Dayton- — -"The  Pelvic  Symphysis  in 
Pregnancy  and  Parturition." 

William  Warren  Potter,  Secretary. 
Buffalo,  N.  Y.,  August  1 8th,  1892. 
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FOREIGN  BODIES  IN  THE  PERITONEAL  CAVITY,  INTRO- 
DUCED THROUGH  THE  GENITAL  TRACT,  WITH  CASE. 

By  Edward  J.  Ill,  M.D., 

Newark,  N.J. 

Fellow  of  the  American  Association  of  Obstetricians  and  Gynaecologists;  Surgeon  to  Woman's 
Hospital,  of  Newark,  N.  J.;  Gynaecologist  to  St.  Barnabas  Hospital;  Consult- 
ing Gynaecologist  to  the  German  Hospital,  etc. 

One  of  the  most  frequent  methods  for  the  production  of  criminal 
abortion  is  the  introduction  of  foreign  bodies  into  the  uterus.  The 
instruments  most  frequently  used  for  such  purposes  are  knitting 
needles,  hair  pins,  the  wire  of  parasol  frames,  glass  rods,  etc. 

I  have  heard  physicians  say  that  women  confessed  using  such 
articles  with  the  desired  result. 

Case  I. — During  my  student  days  I  remember  hearing  Professor 
Thomas  relate  the  following  case  at  his  clinic.  A  woman  had  for 
criminal  purposes  introduced  a  full-sized  knitting  needle  into  the 
vagina  and  forced  it  through  Douglas's  cul-de-sac  and  the  mesentery 
into  the  liver  to  the  depth  of  one  inch.  This  was  where  it  was 
found  after  her  death,  which,  if  I  remember  right,  occurred  in  a 
few  days. 

Case  II. — I  find  an  interesting  case  recorded  by  Retrequin 
(Lyon  Med.,  1869,  No.  26).1  A  woman  had  introduced,  at  the  end 
of  the  second  month  of  pregnancy,  a  uterine  sound  deep  into  the 


1  Virchow-Hirsch  Jahrbiicher,  1869. 
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vagina  and  having  lost  her  grasp  was  obliged  to  leave  it. 
Nothing  was  seen  of  the  instrument  six  days  later,  when  the 
product  of  conception  came  away,  nor  did  an  examination  reveal 
anything.  She  was  told  to  present  herself  when  any  difficulty  arose. 
Nothing  happened  until  four  months  later  when  she  presented  her- 
self with  a  tumor  at  the  navel.  During  an  examination,  the  patient 
being  in  an  upright  position,  the  end  of  the  instrument  could  be 
found  in  the  tumor  of  the  navel  whenever  the  finger  in  vagina 
pressed  the  uterus  up.  The  anterior  lip  of  the  cervix  was  much 
thickened.  Dilatation  of  the  cervical  canal  disclosed  nothing  and 
all  endeavors  to  remove  the  foreign  body  through,  the  vagina  were 
in  vain.  An  incision  at  the  navel  disclosed  the  bulbous  end  of  the 
instrument.  Attempts  at  removal  caused  severe  pain  and  would 
draw  the  bladder  and  uterus  upward.  After  rotary  movements 
were  instituted  the  instrument  was  withdrawn  at  the  navel.  She 
recovered. 

Case  III. — Another  case  was  lately  reported  by  Dr.  W.  Gill 
Wylie,  in  the  New  York  Medical  Record,  May  7,  1892.  A  girl  of 
twenty-five  years,  introduced  a  glass  rod,  six-and-a-half  inches 
long  and  one-third  of  an  inch  thick,  into  the  uterus  with  criminal 
intention  November  29,  189 1.  It  gave  her  more  or  less  trouble, 
principally  pain  in  the  right  iliac  region.  On  January  27,  1892, 
Dr.  Wylie  removed  by  abdominal  section  an  adherent  left  tube  and 
ovary,  and  with  it  the  above  glass  rod.    The  patient  recovered. 

Case  IV. — On  June  4th  of  the  present  year,  I  was  asked  by  Dr. 
John  W.  Reid,  of  Kearney,  to  see  Mrs.  D.  M.,  with  the  following 
history.  She  was  thirty-two  years  old,  mother  of  four  children  and 
menstruated  last  five  weeks  ago.  Told  by  a  kind  neighbor  that 
"  the  introduction  of  a  crochet  needle  into  the  womb  would  prevent 
her  from  getting  pregnant;  she  took  the  advice.  She  introduced 
the  thick  end  of  the  instrument  first  after  the  hook  had  been  broken 
off.  In  the  endeavor  she  lost  her  grasp  of  the  instrument,  became 
worried,  and  sent  for  the  doctor.  The  doctor  examined  her  care- 
fully as  he  did  also  the  bed  and  the  floor  without  discovering  the 
lost  object.  She  suffered  a  good  deal  of  pain  and  was  very  nervous 
from  apprehension.  All  this  took  place  on  the  evening  before  my 
visit.  My  questions  elicited  that  there  was  no  doubt  of  the  instru- 
ment being  in  the  body.  An  examination  revealed  an  enlarged 
soft  and  movable  uterus,  not  especially  sensitive.  The  right  iliac 
fossa  was  sensitive  on  pressure,  and  there  seemed  greater  resist- 
ance there  than  on  the  left  side.  The  vagina  was  full  of  blood 
which  came  from  the  uterus.    The  doctor  had  already  made  an 
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instrumental  search  of  the  uterine  cavity  on  the  evening  before.  I 
carefully  searched  the  uterus  again.  Nothing  could  be  discovered 
which  looked  like  a  foreign  body.  I  suggested  to  search  the  house 
again  and  to  place  the  woman  under  my  care  at  the  Woman's 
Hospital.    This  was  done. 

The  patient's  temperature  ran  to  1010  in  the  evening,  and  she 
complained  of  much  pain  in  the  right  iliac  fossa  and  some  tym- 
panites. 

Fearing  that  mischief  was  going  on  I  operated  on  June  5th.  The 
uterus  was  cleared  from  several  pieces  chorion  tissue,  thoroughly 
irrigated  and  the  vagina  packed  with  iodoform-gauze.  An  abdom- 
inal incision  soon  disclosed  that  a  foreign  body  had  actually  passed 
through  the  fundus.  This  was  demonstrated  by  a  wound  of  the 
peritonaeum  covering  the  fundus  of  the  uterus.  The  wound  was 
perfectly  round,  of  about  five  millimetres  in  diameter.  There  was 
much,  slightly  tinged  serum  in  the  peritoneal  cavity.  The  folds 
of  the  pelvic  peritonaeum  were  carefully  searched  but  in  vain.  The 
incision  was  enlarged  sufficiently  to  admit  the  hand.  Anyone  who 
has  searched  for  a  sponge  or  an  instrument  in  the  peritoneal  cavity 
knows  of  its  difficulties.  Thus  I  searched  the  right  lumbar  region 
and  with  much  difficulty  found  and  removed  a  crochet  needle. 
It  was  made  of  bone  and  was  minus  the  hook.  It  laid,  with  its 
blunt  end  towards  the  diaphragm,  over  the  right  kidney.  The  size 
of  the  instrument  was  fourteen  centimetres  in  length,  and  its  thick- 
est end  corresponded  to  a  number  twenty  of  the  French  scale. 

In  closing  up  the  abdominal  incision  a  stitch  was  taken  through 
the  fundus  of  the  uterus,  which  closed  the  uterine  wound  by  bring- 
ing it  against  the  abdominal  wall. 

She  left  the  hospital  in  two  weeks  a  well  woman. 

From  a  study  of  the  foregoing  cases,  it  would  appear  that  the 
course  taken  by  myself  in  my  own  case  is  the  correct  one.  To 
operate  early  is  to  prevent  the  formation  of  plastic  exudate  and 
consequent  misery  or  it  may  mean  to  save  life.  The  suggestion  of 
an  early  operation  is  what  has  induced  me  to  publish  this  peculiar 
experience. 
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TREATMENT  OF  PYOSALPINX;   WITH  REPORT  OF  CASES. 
By  Archibald  McLaren,  M.  D., 

St.  Paul,  Minn. 

In  taking  this  subject  for  my  paper,  it  was  my  hope  that  I  might 
be  able  to  more  definitely  separate  the  reported  cases  of  true  pyo- 
salpinx  from  the  heterogeneous  statistics  of  Tait's  and  Batty's  opera- 
tions, castrations  and  laparotomies  for  inflammatory  diseases  of  the 
Fallopian  tubes.  For  now  that,  through  greater  experience,  we  are 
able  to  more  accurately  diagnose  intra-pelvic  conditions,  and  dis- 
tinguish between  the  various  degrees  of  ovarian  and  tubal  inflam- 
mations, operations  for  catarrhal  salpingitis,  and  the  lesser  ovarian 
inflammations  and  congestions,  are  becoming  rare,  while  laparot- 
omies for  pyosalpinx  are  of  much  more  frequent  occurrence.  It  is 
therefore  evident  to  all  that  the  old  statistics,  embracing,  as  they 
do,  so  many  normal  ovariotomies,  are  misleading.  Consequently 
when  we  come  to  operate  upon  a  case  where  we  must  deal  with 
dense  adhesions,  and  run  a  constant  risk  of  injuring  the  intestine 
or  rupturing  a  pus  sac  into  the  abdominal  cavity  during  its  enu- 
cleation we  are  apt  to  underestimate  the  danger  and  deceive  both 
our  patient  and  ourselves. 

I  regret  to  state  that  my  investigations  have  not  been  as  suc- 
cessful as  I  had  hoped  that  they  might  be,  but  I  trust  that  my 
efforts  in  this  direction  may  be  the  cause  of  a  more  definite  division 
of  such  cases  in  the  future. 

Several  interesting  points  for  consideration  have  presented  them- 
selves during  my  study  of  this  subject,  and  I  offer  them  here, 
thinking  that  they  may  not  be  uninteresting  to  this  society. 

In  the  last  few  months,  gynaecology  has  made  great  progress  in 
the  direction  of  the  conservative  treatment  of  these  cases,  under  the 
guidance  of  Martin,  Polk  and  others  ;  and  the  teaching  of  less  than 
three  years  ago,  that  a  tube  which  contains  pus  should  be  immedi- 
ately removed,  with  its  corresponding  ovary,  is  now  open  to  very 
serious  question,  for  the  profession  is  unanimously  of  the  opinion 
that  it  is  our  duty  to  cure  our  patients  without  sacrificing  any  of 
their  members,  providing  this  can  be  safely  accomplished. 

Polk  and  W.  R.  Pryor,  of  New  York,  in  their  excellent  papers 
lately  presented  to  the  New  York  Obstetrical  Society,  advise  rapid 
antiseptic  divulsion  and  curettement  with  a  sharp  curette,  givkig  es- 
pecial care  to  the  uterine  cornuae,  followed  by  irrigation  and  gauze 
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packing.  Pryor  has  safely  performed  this  operation,  even  during  an 
attack  of  acute  peritonitis,  shortening  the  attack,  reducing  the  tem- 
perature, and  aiding  very  materially  in  the  treatment  of  his  cases, 
I  am  convinced  that  this  is  a  very  important  step  in  the  direc- 
tion of  conservatism ;  for,  whatever  influence  such  an  operation 
may  have  upon  an  already  existing  abscess  by  perhaps  aiding 
drainage,  the  further  infection  of  the  still  healthy  tube  will  usually 
be  prevented.  Curettement  accomplishes  this  either  before  or  at  the 
time  of  abdominal  section,  providing  this  becomes  necessary,  by 
curing  the  septic  endometritis  which  so  often  accompanies  a  sup- 
purating tube. 

Many  apparently  normal  tubes  have  been  removed  because  of 
the  fear  of  .the  subsequent  extension  of  the  disease.  Tait  very 
strongly  recommends  this  procedure. 

I  have  operated  upon  a  few  cases  of  late,  removing  a  diseased 
tube  from  one  side,  followed  by  immediate  curettement,  and  all  with 
the  very  best  results,  having  had  no  subsequent  salpingitis. 

Dr.  Hanks  reports  to  the  New  York  Obstetrical  Society  ten  such 
cases.  Krug,  Boldt,  and  A.  P.  Dudley,  at  this  same  meeting,  report 
similar  cases,  followed  by  recovery,  with  no  extension  of  the  dis- 
ease to  the  remaining  tube.  Polk  has  advised,  and  practices,  re- 
moval of  the  diseased  tube,  leaving  the  ovary  upon  the  same  side, 
if  it  be  healthy;  and  I  can  see  no  good  reason  why  this  should  not 
be  done,  although  I  can  find  no  other  evidence  upon  this  subject, 
and  have  never  tried  it  myself. 

Any  procedure  which  retains  for  a  woman  the  functional  activity 
of  her  sexual  organs  is  certainly  a  point  worth  accomplishing. 

Polk,  with  this  object  in  view,  has,  since  April,  1887,  opened 
longitudinally  suppurating  tubes,  washed  them  out,  attached  them 
to  the  abdominal  incision,  and  drained  them  in  every  case  where 
the  tubes  had  not  been  over-distended. 

Skutsch,  in  the  British  Medical  Journal,  reports  cases  in  which 
he  had  stitched  the  pyosalpinx  to  the  abdominal  wound.  He  then 
opens,  washes  them  out,  and  allows  them  to  drain.  When  the  dis- 
charge has  ceased  to  be  purulent  in  character,  he  separates  them 
from  the  abdominal  wall,  and  lets  them  drop  back  into  the  abdo- 
men. My  theoretical  objection  to  either  of  these  procedures  is  that 
the  tube  can  seldom  be  of  further  use  to  the  woman,  and  that 
it  would  leave  a  weakened  abdominal  wound,  predisposed  to 
ventral  hernia.  I  shall  be  very  anxious  however  to  hear  further 
testimony  from  these  gentlemen,  regarding  the  ultimate  results  of 
cases  operated  upon  in  this  manner. 
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I  have  already  spoken  of  the  possible  assistance  which  curette- 
ment  and  gauze  packing  may  exert  on  drainage  of  a  pyosalpinx 
through  the  uterus.  Dr.  Bland  Sutton  says  that,  "there  is  no 
trustworthy  evidence  that  a  cystic  tube  ever  discharges  through 
the  uterus ; "  that  observers  have  been  misled  by  the  hyper- 
secretion and  discharge  of  fluids  from  the  endometrium,  which 
occurs  in  some  of  these  cases.  Evidence,  however,  from  many 
competent  surgeons  goes  to  prove  that  this  occasionally  does  occur. 

Landau,  of  Berlin,  says,  that  in  cystic  tubes  he  has  been  able  to 
express  fluids  into  the  vagina,  but  that  this  cannot  usually  be  done 
in  pyosalpinx. 

Bequerel  reports  three  cases  of  hydrops  tubse  profluens  at  the 
Salpetriere,  which  occurred  in  old  women,  just  before  menopause. 
Hausemann  records  one  case  in  a  young  girl.  Rotier  reports  one 
case  of  pyosalpinx  which  he  was  able  to  evacuate  by  pressure.  R. 
A.  Murray  says  that  he  has  seen  six  cystic  tubes  empty  into  the 
uterus,  some  of  whom  subsequently  became  pregnant,  and  carried 
their  children  to  a  successful  delivery,  not  followed  by  puerperal 
fever,  or  other  septic  inflammation. 

Dr.  F.  B.  Robinson,  before  the  Gynaecological  Society  of  Chi- 
cago, presented  two  specimens  of  hydrops  tubae  profluens,  one 
from  a  sow  and  one  from  a  patient  of  Dr.  Martin's. 

Dr.  R.  Waldo,  in  November,  1889,  reported  a  case  of  pyosalpinx 
to  the  New  York  Obstetrical  Society  which  could  be  partially 
emptied  into  the  vagina  by  pressure.  Dr.  Waldo  treated  this  case 
for  some  six  months,  at  the  end  of  which  time  she  was  very  much 
improved. 

Dr.  A.  P.  Dudley  has  seen  several  cases  of  pyosalpinx  which 
were  situated  high  in  the  abdomen,  and  discharged  through  the 
uterus. 

Schramm  reports,  in  the  British  Medical  Journal  of  May  last, 
a  patient  who  had  a  copious  watery  discharge  from  the  uterus, 
accompanying  and  immediately  following  each  menstruation. 
When  this  flow  ceased,  she  was  much  relieved  of  her  pelvic  pains. 
Dr.  Schramm  operated  upon  this  case,  and  found  a  tubo-ovarian 
cyst  containing  fluid  which  corresponded  exactly  in  character  with 
the  watery  discharge  which  he  had  seen  coming  from  the  cervix. 

Foreip,  Kolb,  Chadwick,  George  W.  Harrison,  Grandin,  R.  B. 
Hali,  Boldt,  and  Freund  all  bear  evidence  to  the  possibility  of  a 
cystic  tube  discharging  through  the  uterus. 

On  April  23,  1892,  I  operated  upon  Mrs.  Fisher,  widow,  aged 
fifty,  who  had  borne  seven  children, — the  youngest  eighteen  years 
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of  age.  This  operation  was  performed  before  the  class  from  the 
Minnesota  State  University,  at  St.  Joseph's  Hospital,  at  the  regular 
Saturday  morning  clinic.  Bimanual  examination  of  the  woman, 
while  she  was  under  ether,  just  before  the  operation,  revealed  what 
I  supposed  to  be  a  uterine  fundus  nearly  as  large  as  the  fcetal  head 
at  full  term,  fixed  in  the  pelvis,  with  a  soft,  boggy-feeling  mass  on 
the  right  side,  which  I  supposed  to  be  a  pyosalpinx  about  as  large 
as  a  hen's  egg.  There  was  a  profuse  and  very  offensive  discharge 
exuding  from  the  deeply  lacerated  cervix,  but  no  evidence  of 
malignant  disease  of  the  portio  vaginalis.  At  the  time  of  the 
operation  I  first  performed  rapid  dilatation,  washed  out  the  uterus, 
and  packed  the  cavity  with  iodoform-gauze.  I  was  surprised  to  find 
that  the  uterine  cavity  was  small  and  lay  well  to  the  leftside,  and 
that  I  was  not  able  to  bring  away  with  the  curette  any  broken- 
down  or  cancerous  tissue.  I  therefore  opened  the  abdomen,  in- 
stead of  attempting  vaginal  hysterectomy,  as  I  had  first  intended.  I 
here  found  a  large,  thick-walled  sac,  so  closely  adherent  to  the  right 
side  of  the  uterus  that  it  appeared  to  be  a  part  of  the  uterus  itself. 

This  sac  extended  from  the  fundus  well  down  behind  the  broad 
ligament.  After  putting  the  patient  in  Trendelenburg's  position,  I 
carefully  covered  the  intestines  with  large  pads  of  borated-gauze, 
aspirated  the  sac,  and  drew  from  it  about  a  pint  of  very  offensive 
pus,  exactly  resembling  the  discharge  which  I  had  found  pouring 
from  the  cervix. 

After  the  fluid  had  been  exhausted  from  the  pelvic  tumor,  my 
aspirator  drew  air  from  the  pus  sac,  which  did  not  collapse.  I 
therefore  emptied  the  bottle  without  withdrawing  the  needle. 
When  a  connection  was  again  made,  the  air  rushed  into  the 
bottle  with  a  bubbling  sound.  I  then  enucleated  and  removed  the 
sac  carefully,  cauterized  the  stump,  and  closed  the  abdomen; 
examining  the  vagina,  found  that  it  was  filled  with  the  same 
thick,  offensive  pus  which  I  had  aspirated  from  the  pyosalpinx,  and 
had  evidently  expressed  from  it  during  my  first  manipulation  and 
examination  of  the  tumor,  before  I  had  performed  aspiration. 

Examination  of  the  specimen  showed  a  patulous  uterine  end  of 
the  tube,  so  that  I  easily  passed  a  common  lead  pencil  into  the  sac, 
although  I  had  removed  the  tube  very  close  to  the  uterine  horn. 

I  presented  this  specimen  to  the  Ramsey  County  Pathological 
Society,  at  its  June  meeting,  of  this  year. 

One  practical  lesson  which  we  may  draw  from  such  cases  is 
the  possibility  of  a  suppurating  tube  discharging  into  the  uterine 
cavity  and  so  effecting  a  cure. 
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Electricity,  in  the  form  of  vaginal  or  intra-uterine  galvanization 
or  faradization,  with  the  current  of  tension,  have  been  very  highly 
spoken  of,  and  have  had  their  enthusiastic  devotees,  even  in  cases 
of  purulent  tubes  ;  but  Goelet,  it  seems  to  me,  covers  the  ground 
when  he  says,  in  the  Annals  of  Gynecology  and  Pcedology,  for 
February,  1891  :  ''Electricity  is  futile  when  pus  is  present." 

Apostoli  advises  galvano-puncture,  but  he  certainly  does  not 
strengthen  his  case  when  he  says  in  his  latest  paper  on  the  treat- 
ment of  salpingo-ovaritis  by  electricity,  read  before  the  American 
Medical  Association,  July  '89,  in  which  he  advises  this  procedure : 
"It  is  simple  and  easy  of  application,  requiring  no  assistant,  and 
may  be  used  by  any  one,  no  matter  how  little  experience  he  has  in 
gynaecology." 

It  is  a  serious  question  with  many  surgeons  whether  it  is  best  to 
attempt  to  puncture  a  pyosalpinx  through  the  vagina  under  any 
circumstances  ;  but  that  the  novice  and  the  uneducated  should  be 
encouraged  to  attempt  such  a  procedure  is  at  least  unwise,  I  might 
say,  almost  criminal. 

Unfortunately,  I  have  seen  some  of  the  results  of  such  electrical 
surgery,  and  for  this  reason  I  speak  strongly  on  this  subject. 
Thomas  and  Munde,  in  their  new  text-book  on  gynaecology,  advise 
vaginal  section  and  drainage,  if  the  pyosalpinx  can  be  felt  to  be 
fixed  and  lying  low  in  Douglas's  cul-de-sac. 

Most  other  surgeons,  however,  advise  the  making  of  an  abdom- 
inal incision,  so  that  the  hand  in  the  abdomen  may  serve  as  a 
guide  while  opening  through  the  vagina. 

There  are  other  reasons  why  it  seems  best  to  make  an  explor- 
atory incision,  and  to  usually  remove  the  diseased  tubes.  (1) 
Because  pyosalpinx  is  so  often  double.  (2)  To  prevent  a  long- 
continued  suppuration  through  a  fistulous  tract,  which  often  follows 
the  leaving  of  an  ulcerating  stump  of  the  Fallopian  tube  in  the 
pelvic  cavity. 

Pozzi  says  that  a  chronic  fistula  in  the  groin,  following  the 
opening  of  a  pelvic  abscess,  is  diagnostic  evidence  of  a  suppurating 
tube  and  should  usually  be  treated  by  laparotomy  and  removal. 

Massage  has  been  advised  in  pyosalpinx,  but  not  wisely,  I  think, 
because,  although  it  may  occasionally  aid  in  expressing  the  pus 
through  the  uterus,  it  is  much  more  likely  to  cause  rupture  or  leak- 
ing of  the  tube  into  the  abdominal  cavity,  which  would  of  course 
be  immediately  followed  by  most  disastrous  results. 

Pean  advises  a  decidedly  original  and  ingenious  operation  for 
double  pyosalpinx,  namely,  vaginal  hysterectomy.    P.  Segond,  in 
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the  Annates  de  Gynecology,  of  March,  1891,  approves  of  Pean's  prop- 
osition, and  reports  several  cases  operated  upon  by  this  method, 
not  removing,  as  I  understand  him,  the  diseased  tubes.  His  rea- 
sons for  this  operation,  in  preference  to  laparotomy  were,  (i)that 
the  operation  is  less  grave ;  (2)  that  the  cures  were  more  durable, 
and  that  the  drainage  is  better;  (3)  that  there  is  no  suprapubic 
cicatrix;  (4)  that  no  abdominal  belt  is  afterwards  necessary,  and 
that  the  endometritis  is  cured. 

I  hardly  think  that  this  operation  will  become  popular  with 
American  surgeons,  for  I  am  sure  very  few  will  agree  with  him  in 
his  first  conclusion;  nor  will  they  also  be  satisfied  to  leave  the  pus 
sacs  still  in  the  abdomen.  I  am  sure  that  we  can  more  easily  cure 
the  endometritis,  and  with  greater  safety  to  the  patient,  than  by 
removing  the  entire  uterus. 

Subsequent  conception  is  usually  prevented  by  suppurative  in- 
flammation of  the  Fallopian  tube,  although  a  few  cases  have  been 
reported  by  Martin,  Polk,  R.  A.  Murray,  and  others.  Where  the 
patient  suffering  with  such  a  disease  does  become  pregnant,  her 
condition  is  rendered  doubly  dangerous,  and  the  advisability  ot  an 
immediate  laparotomy  is  a  question  for  each  surgeon  to  settle  upon 
the  merits  of  each  individual  case. 

There  is  always  the  danger  of  an  attack  of  peritonitis  during  the 
puerperium,  or,  if  full  term  is  reached,  there  is  the  possibility  that 
the  violent  expulsive  efforts  of  the  uterus  will  cause  rupture  of  the 
diseased  tube  during  labor. 

J.  H.  Barnham  reports  before  the  American  Medical  Association, 
a  laparotomy  performed  for  pyosalpinx  at  the  third  month  of  gesta- 
tion where  the  patient  recovered  without  any  interference  with  her 
pregnancy.  A  ventral  hernia,  however,  was  produced  by  pressure 
on  the  abdominal  wound  by  a  rapidly  enlarging  uterus. 

Many  cases  have  been  reported  where  post-mortem  examina- 
tions of  women  who  were  supposed  to  have  died  from  puerperal 
fever  have  shown  that  the  septic  peritonitis,  which  caused  death, 
was  due  to  a  diseased  condition  of  the  Fallopian  tubes. 

Dr.  Chapman  Griggs,  in  the  British  Gyn&cological  Transactio?is 
for  1887,  reports  five  hundred  and  forty-eight  deliveries  at  Queen 
Charlotte's  Lying  in  Hospital,  occuring  during  nine  consecutive 
months.  Out  of  this  number  there  were  five  deaths  from  puerperal 
tever,  four  of  these  being  primiparae;  one  from  eclampsia,  due  to 
pressure  on  the  ureter  of  an  old  pelvic  inflammation  ;  two  from 
suppurating  ovarian  cysts  ;  one  from  the  pyosalpinx,  which  had 
ruptured  at  the  time  of  labor. 
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Keeping  these  and  similar  statistics  before  our  minds  and  con- 
sidering that  the  results  of  ovariotomy  during  pregnancy  are  so 
encouraging  I  think  we  ought  to  operate  upon  such  cas'es  when- 
ever we  are  reasonably  sure  that  pus  is  present. 

I  have  been  watching  a  case  of  my  own  with  great  interest, 
now  in  the  third  month  of  utero-gestation,  where  I  have  been  un- 
certain as  to  the  exact  condition  of  the  Fallopian  tube;  but,  as  the 
tube  has  steadily  become  smaller  and  is  less  tender  on  pressure, 
and  as  the  slight  constant  rise  in  the  temperature  has  now  dis- 
appeared, I  am  inclined  to  think  that  the  tube  does  not  contain 
pus,  and  that  she  will  pass  safely  through  her  pregnancy. 

A  pyosalpinx  is  more  likely  than  any  other  pelvic  abscess,  on 
account  of  its  position  to  ulcerate  into  the  bowel  and  discharge  its 
contents  into  that  viscus.  If  the  opening  into  the  bowel  lie  at  the 
bottom  or  below  the  center  of  the  tubal  tumor,  it  will  probably 
drain  so  thoroughly  that  a  cure  will  result ;  but  if  the  tube  does 
not  drain  properly,  and  if  gas  and  faecal  matter  work  into  the 
abscess  cavity  a  chronic  faecal  abscess  will  be  caused,  which,  in 
my  experience,  is  one  of  the  most  difficult  conditions  in  all  surgery 
with  which  to  deal.  But  these  are  the  very  patients  who  need  our 
services  the  most,  and  their  wretched  septic  condition  is  well  pic- 
tured in  Ashurst's  Surgery,  Vol.  5,  p.  620,  when  in  speaking  of 
faecal  abscess  as  he  says,  "such  a  condition  is  sooner  or  later  fatal 
from  septicaemia." 

My  attention  was  first  drawn  to  this  condition  about  a  year  and 
a  half  ago,  when  I  operated  upon  two  such  cases,  which  I  reported 
in  my  inaugural  thesis  presented  to  this  society  last  September. 
Since  that  time  I  have  operated  upon  one  other  case,  which  I  report 
in  the  list  of  cases  at  the  end  of  this  paper.  I  have  under  my  ob- 
servation another  case,  which  I  regret  refuses  operation  because 
her  husband  objects.  She  is  a  confirmed  invalid,  being  confined 
to  her  bed  most  of  the  time. 

Dr.  G.  A.  Kletzsch,  of  New  York,  reports  two  of  Dr.  Cleveland's 
cases  occurring  in  their  service  at  the  Woman's  Hospital.  In  the 
first,  the  rent  in  the  bowel  left  after  separating  the  diseased  tube 
was  closed  by  a  linear  suture,  and  the  patient  died  ;  in  the  second, 
the  gut  was  resected,  and  the  patient  recovered. 

In  the  discussion  of  Dr.  Kletzsch's  paper,  Dr.  Cleveland  reports 
two  other  cases.  One  operation  was  followed  by  a  faecal  fistula 
and  death  of  the  patient ;  in  the  other,  a  faecal  fistula  also  followed, 
but  the  patient  recovered,  and  the  fistula  closed  at  the  end  of  a  few 
weeks.     Dr.  Cleveland  says  that  he  prefers  to  make  a  circular 
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enterorrhaphy  in  such  cases,  rather  than  to  simply  stitch  up  the 
rent. 

Dr.  H.  J.  Boldt,  at  this  same  meeting,  reported  one  such  case, 
where  he  had  performed  circular  enterorrhaphy,  and  the  patient 
died.    He  prefers  enterorrhaphy  by  anastomosis. 

Dr.  A.  P.  Dudley  reports  four  cases  which  he  had  cured  by 
curetting  the  edges  of  the  wound  in  the  bowel,  followed  by  linear 
suture,  without  drainage  of  the  abdominal  cavity. 

My  experience  would  lead  me  to  coincide  with  Dr.  Dudley,  that 
most  of  these  cases  can  be  cured  by  linear  suture  of  the  intestinal 
wound. 

These  operations  are  difficult,  and  usually  tedious,  and  if  a  cir- 
cular enterorrhaphy  can  be  avoided,  I  believe  that  the  patient's 
chances  of  recovery  are  much  improved.  If,  however,  as  in  one 
of  Dr.  Cleveland's  cases,  the  bowel  is  honeycombed,  and  in  such  a 
diseased  condition  that  a  clear  linear  wound  cannot  be  made,  I 
should  certainly  be  in  favor  of  either  a  circular  enterorrhaphy  or 
of  performing  anastomosis. 

In  looking  through  the  literature  of  pyosalpinx,  I  have  found  a 
few  cases  which  will  help  us  to  draw  some  conclusions  as  to  the 
mortality  following  abdominal  section  for  this  disease. 

Many  other  cases  have  been  reported,  but  I  have  not  been  able 
to  lay  my  hands  upon  them,  as  I  had  hoped  to  do.  Other  lists  are 
not  available,  because  operations  for  pyosalpinx  are  mixed  in  with 
operations  for  other  conditions. 

Tait  reports  one  hundred  and  eighty-seven  operations  for  pyo- 
salpinx, with  five  deaths;  a  much  smaller  mortality  than  any  other 
operation,  and  less  than  he  himself  has  had  with  hydrosalpinx. 

Hegar  reports  seventy-seven  operations,  forty-five  single,  with 
fourteen  deaths. 

Boully,  thirty-three  laparotomies  for  pyosalpinx,  with  four  deaths. 
Gusserow,  thirty  cases;  twenty-nine  cures.  Terrillion,  fourteen 
cases;  thirteen  cures.  Routier,  thirteen  cases;  three  deaths. 
McLaren,  sixteen  cases;  two  deaths.  Total  380  cases;  thirty-two 
deaths;  or  a  mortality  of  nine  per  cent. 

In  Pozzi's  report  of  Gusserow  and  Terrillion's  cases  he  speaks 
of  cures  and  I  have  included  their  cases  not  cured  among  the  list  of 
fatalities,  as  this  is  the  only  construction  that  I  can  put  upon  this 
report. 

These  statistics  are  very  unsatisfactory,  still  I  do  not  think  that 
the  percentage  of  mortality  is  very  far  from  correct,  for  althongh  the 
individual  death-rate  is  too  high  for  some  of  these  operators,  Tait's 
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is,  it  seems  to  me,  altogether  too  low  to  serve  as  a  guide  for  any 
other  operator. 

Before  I  close  I  wish  to  speak  of  a  very  excellent  suggestion 
which  has  come  to  me  from  Dr.  H.  Kelly;  namely  to  always  close 
over  any  undenuded  peritonaeal  surface  and  stitch  up  any  rent  in 
the  raw  surface  of  the  broad  ligament,  following  a  salpingotomy  to 
prevent  the  intestinal  and  omental  adhesions,  which  so  often 
prevents  the  symptomatical  recovery  of  our  patients.  To  accom- 
plish this  result  Dr.  Kelly  occasionally  stiches  the  uterus  in  the 
position  of  posterior  displacement,  rightly  considering  that  a  retro- 
postion  will  give  his  patient  less  trouble  than  intestinal  adhesions. 

In  conclusion  I  would  urge  the  necessity  of  Trendelenburg's 
posture  in  this  class  of  cases,  and  above  all  would  counsel  conserv- 
atism believing  that  it  is  to  the  best  interests  of  our  patients  not 
to  operate  with  undue  haste. 
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We  have  received  the  following  interesting  statement  of  this 
subject  from  Dr.  Robert  P.  Harris. 

After  a  most  patient  and  persevering  work,  under  an  unusual 
measure  of  faith  in  its  ultimate  triumph  as  an  operatien,  Prof. 
Ottavio  Morisani,  of  the  Royal  University  of  Naples,  has  at  the  end 
of  thirty  years,  lived  to  see  his  hopes  realized  ;  and  delivery  by 
symphysiotomy  advocated  and  tested,  by  prominent  obstetric 
surgeons  in  France  and  Germany.  In  no  one  year  in  its  history, 
have  there  been  so  many  symphysiotomies,  as  have  already  been 
performed  in  the  eight  months  of  1892.  The  maximum  year,  was 
1778,  in  which  there  were  eleven  cases;  but  in  the  present  year 
there  have  been  on  the  average,  two  per  month.  To  show  the 
growing  popularity  of  this  form  of  incisive  delivery,  and  at  the  same 
time  its  wonderful  results  in  saving  life,  we  present  the  following 
record: 


Operation: 


in  1886, 

"  1887, 

"  1888, 

'«  1889, 

"  1890, 

"  1891, 

«  1892. 


Operations 


Operators  2. 

4. 
4- 
5. 
9. 


in  Naples, 
11  No  vara, 
kt  Bitonto, 
u  Paris, 
"  Dresden, 
»«  Strassburg, 


Total  operations  forty-four.     Women  lost,  one.    Children  lost, 


five. 
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There  have  now  been  twenty-six  operations  under  twelve  oper- 
ators, since  the  last  woman  died,  two  years  ago. 


OPERATORS  OF    1 892. 


Prof.  Morisani,  of  Naples  - 

3  cases. 

Prof.  Novi,  of  Naples 

1  case. 

Prof.  Truzzi,  of  Novara 

1  case. 

Dr.  Caruso,  of  Naples 

1  case. 

Prof.  Pinard,  of  Paris  ... 

3  cases. 

Prof.  Tarnier,  of  Paris 

1  case. 

Dr.  Porak,  of  Paris  - 

2  cases. 

Prof.  Leopold,  of  Dresden 

2  cases. 

Prof.  W.  A.  Freund,  of  Strassburg  - 

1  case. 

15 

One  child  born  dead;  one  child  died  on  third  day  after  version, 
of  meningeal  haemorrhage.  No  women  disabled  by  the  operation. 
As  Paris  has  now  four  of  its  best-known  professors  in  accord  with 
Prof.  Morisani  in  advocating  the  operation;  and  as  Prof.  C.  G.  Leo- 
pold the  Caesareanist  of  Dresden  has  commenced  to  operate,  we  may 
expect  soon  to  hear  of  it  in  Vienna,  Milan,  and  other  cities,  and  to 
find  some  one  inaugurating  it  in  the  United  States. 

Since  the  revival  of  the  operation  in  1866,  it  has  been  performed 
115  times;  but  it  is  only  since  the  adoption  of  rigid  antisepsis  or 
asepsis,  six-and-a-half  years  ago,  that  it  has  become  almost  death- 
less. 


THE  VALUE  OF  THE  FORCEPS  IN  COMPLICATED  HIGH 
ARREST  OF  THE  BREECH,  WITH  REPORT  OF  TWO 
CASES. 

By  Edward  Reynolds,  M.  D., 

Boston,  Mass. 

The  application  of  forceps  to  the  breech  when  engaged  in  the 
pelvic  canal  has  been  warmly  recommended  by  a  number  of 
eminent  authorities;  but  in  looking  over  the  literature  of  the  sub- 
ject, I  have  been  surprised  at  my  failure  to  find  a  single  printed 
statement  which  warranted  their  use  in  arrest  of  the  breech  at  the 
superior  strait.  My  own  experience  having  taught  me  that  the  in- 
strument is  capable  of  offering  valuable  aid  in  the  management  of 
certain  very  rare  and  difficult  cases,  I  have  thought  that  their  very 
rarity  and  difficulty  might  make  the  subject  of  interest  to  this 
Society. 
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Breech  presentations  occur  in  about  two  per  cent,  of  all  cases. 
Of  this  small  number,  an  extremely  small  proportion  are  subject  to 
arrest  at  the  superior  strait;  and  again,  in  even  these  few  cases, 
there  can  be  no  doubt  that  the  majority  are  best  treated  by  the 
introduction  of  the  hand  into  the  uterus,  and  the  withdrawal  of  one 
leg.  It  is,  then,  to  the  very  few  remaining  cases  in  which  arrest 
of  the  breech  at  the  superior  strait  is  complicated  by  dangerous  re- 
traction of  the  uterus  that  I  wish  to  call  your  attention. 

Since  the  rarity  of  the  condition  is  thus  so  great  that  no  one 
man  can  expect  to  accumulate  any  large  collection  of  cases,  I  have 
felt  justified  in  presenting  to  you  views  which  are  based  upon  the 
somewhat  scanty  amount  of  material  furnished  by  two  successful 
cases. 

To  a  brief  report  of  these  cases,  I  wish  to  add  a  description  of 
the  technique  which  a  somewhat  considerable  experience  in  teach- 
ing the  use  of  forceps  to  the  breech  to  students,  upon  the  cadaver, 
has  led  me  to  believe  affords  the  key  to  success  in  this  operation. 

Case  I. — The  first  case  which  I  have  to  report,  was  an  out-pa- 
tient of  the  Boston  Lying-in  Hospital,  whom  I  was  requested  to  see 
in  consultation  with  my  colleague,  Dr.  C.  W.  Townsend.  The  pa- 
tient had  been  in  labor  for  thirty-one  hours  at  the  time  when  I  first 
saw  her.  The  os  was  then  about  two-and-a-half  inches  in  diameter, 
the  breech  presented  at  the  brim  S.  L.  A.  ;  the  buttocks  generally 
swollen.  The  pains  were  tonic  and  almost  continuous;  there  had 
been  no  progress  for,  four  hours.  The  maternal  pulse  was  128,  the 
fcetal  heart  160.  Immediate  interference  was  thought  to  be  urgently 
indicated. 

Under  ether,  the  os  was  manually  dilated  and  a  firm  constriction 
ring  was  felt  encircling  the  child  just  above  the  crest  of  the  ilium: 
the  lower  segment  of  the  uterus  being  closely  applied  to  the  child 
and  somewhat  thinned. 

In  view  of  the  condition  of  the  uterus,  both  Dr.  Townsend  and 
I  felt  that  the  passage  of  the  hand  above  the  constriction  ring  would 
be  extremely  difficult  and  dangerous.  The  application  of  forceps 
to  the  breech  was  suggested,  and  adopted.  The  Vienna  forceps 
was  selected,  and  one  blade  was  placed  over  the  sacrum,  the  other 
over  the  posterior  surface  of  the  anterior  thigh.  Axis-traction  rods 
were  added,  and  with  two  or  three  strong  tractions,  the  breech  was 
brought  into  the  pelvis.  The  forceps  were  then  removed,  but  it 
was  found  impossible  to  deliver  the  breech  by  traction  with  the 
finger,   and  they  were  reapplied  without  the  rods;  when  with 
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moderate  traction,  the  breech  was  brought  to  the  vulva  and  de- 
livered by  the  fingers. 

The  case  was  reported  in  full  by  Dr.  Townsend  soon  after  its 
occurrence,1  and  I  quote  here  the  conclusion  of  his  paper. 

' '  The  use  of  the  ordinary  Vienna  forceps  in  this  case  was  cer- 
tainly very  satisfactory.  They  were  easily  applied  and  locked,  and 
showed  no  tendency  to  slip.  The  use  of  axis-traction  rods  in  the 
case  partly  explains  its  success.  Without  forceps  the  delivery 
could  only  have  been  effected  by  the  withdrawal  of  a  leg,  a  pro- 
ceeding, which,  owing  to  the  thinning  of  the  lower  segment  of  the 
uterus,  would  have  involved  some  danger  of  rupture  of  the  uterus." 

"The  child,  a  male,  showed  not  the  slightest  mark  of  the  for- 
ceps. It  weighed  seven-and-a-half  pounds.  It  appeared  well  at 
birth,  but  died  on  the  fourth  day,  in  convulsions.  A  post-mortem 
demonstrated  the  presence  of  haemorrhage  at  the  base  of  the  brain. 
A  careful  examination  of  the  abdominal  viscera  was  made,  in  order 
to  determine  if  any  lesions  there  had  been  caused  by  the  use  of  the 
forceps:  but  everything  in  the  abdomen  was  perfectly  normal.  The 
mother  was  discharged  well  on  the  tenth  day." 

Case  II. — The  second  case  occurred  in  the  obstetric  clinic  of  the 
Boston  Dispensary,  during  my  service,  and  was  closely  similar  to 
the  first. 

I  greatly  regret  that  on  turning  to  the  records  of  the  Dispensary 
during  the  preparation  of  this  paper,  I  found  that  through  the  care- 
lessness of  some  subordinate,  the  detailed  report  of  this  case  had 
been  lost  from  among  the  records  of  the  institution,  the  mere  fact 
of  its  delivery  being  all  that  is  recorded  there.  I  am  therefore  able 
to  present  only  the  rough  outline  of  the  case  with  which  my  memory 
furnishes  me. 

The  patient  had  been  in  labor  many  hours  when  I  first  saw  her. 
The  breech  presented,  hips  transverse,  in  the  brim  of  a  slightly 
flattened  pelvis.  Immediate  delivery  was  indicated  by  the  condi- 
tion of  the  mother.  Under  ether,  the  hand,  when  passed  into  the 
uterus,  found  the  lower  portion  of  the  body  of  the  child  encircled 
by  a  firm  constriction  ring.  Encouraged  by  the  success  of  Dr. 
Townsend's  case,  I  made  no  attempt  to  pass  the  ring,  but  at  once 
applied  the  Vienna  forceps,  one  blade  over  each  trochanter.  No 
difficulty  was  found  in  either  the  application  or  extraction.  The  child 
was  unmarked;  the  mother  did  well.     The  subsequent  history  of 
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the  child  has  escaped  my  memory;  but  I  am  confident  that  it  was 
delivered  alive. 

This  case  might  have  been  delivered  by  the  unaided  hand, 
but  I  feel  sure  that  a  manual  extraction  would  have  been  far  more 
difficult  and  dangerous  than  was  the  use  of  forceps. 

The  use  of  the  forceps  in  these  two  cases,  under  circumstances 
of  so  much  difficulty,  without  the  infliction  of  the  slightest  injury 
upon  the  child,  induced  me  to  add  a  demonstration  of  the  use  of 
forceps  upon  the  breech,  when  within  the  pelvic  cavity,  to  the 
course  in  operative  obstetrics  offered  to  graduates  by  the  Harvard 
Medical  School;  though  I  have  always  given  the  caution  that  their 
use  at  the  brim,  is  an  operation  which  is  permissible  only  to  an  ex- 
pert. The  results  obtained  by  the  gentlemen  who  have  taken  this 
course  have  convinced  me  that  the  successful  application  of  forceps 
to  the  low  breech,  is  an  operation  which  should  be  easy  to  every 
well-trained  practitioner;  and  that  their  use  high,  though  not  an  op- 
eration which  should  be  advised  to  the  inexpert,  should  be  devoid 
of  any  difficulty  to  men  of  fair  experience  in  the  ordinary  use  of  the 
instrument.  I  believe  that  the  fact  that  the  forceps  operation  upon 
the  breech  is  not  to-day  in  more  general  use  is  largely  due  to  the 
failure  of  those  who  have  been  impressed  with  its  merits  to  publish 
a  sufficiently  detailed  description  of  its  technique.  I  wish  here  to 
give  a  description  of  that  which  I  consider  to  be  the  best  method  of 
grasping  the  breech,  in  the  hope  of  eliciting  criticism  or  agreement 
from  the  older  and  more  experienced  members  of  the  society. 

Both  upon  the  cadaver  and  in  clinical  practice,  I  have  found 
that  the  attainment  of  an  almost  absolute  accuracy  in  the  adjust- 
ment of  the  forceps  to  the  child  is  an  essential  prerequisite  to  obtain- 
ing a  secure  and  safe  grasp  upon  the  breech  and  that  its  importance 
increases  with  the  height  of  the  presenting  part  in  the  canal.  At 
first  sight,  it  may  seem  paradoxical  to  state  that  an  operation  is  easy, 
and  in  the  same  breath  to  assert  that  its  successful  performance  re- 
quires the  attainment  of  a  greater  degree  of  accuracy  than  is  neces- 
sary in  any  other  operation  with  the  forceps.  This  apparent  par- 
adox is,  however,  explained  by  the  fact  that,  although  greater 
accuracy  is  necessary,  the  conditions  of  the  case  render  the  attain- 
ment of  great  accuracy  easy;  this  ease  of  application  being  depend- 
ent upon  the  small  size  of  the  breech,  as  compared  with  the  head; 
and  upon  the  peculiar  relation  which  the  forceps  bear  to  it  when 
properly  applied.  When  the  head  is  seized  by  the  forceps,  almost 
the  whole  cephalic  curve  of  the  instrument  is  in  opposition  with 
the  tissues  of  the  scalp.    When  the  same  instrument  is  properly 
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applied  to  the  breech,  the  tips  and  the  tips  only,  are  in  contact  with 
the  skin;  and  this  contact  is  at  a  point  which  can  easily  be  touched  by 
the  fingers.  I  am  sure,  however,  that  it  is  better  to  apply  the  for- 
ceps to  the  breech  at  a  much  lower  point  than  this.  In  all  the  illus- 
trations which  I  have  seen  appended  to  the  printed  descriptions  of 
the  operation  the  whole  blade  of  the  forceps  is  represented  as  being 
in  contact  with  the  foetus  and  the  tips  are  at  about  the  level  of  its 
knees.  The  almost  invariable  commission  of  the  same  error  by  my 
students  in  their  first  attempt  to  perform  the  operation,  shows 
that  the  natural  tendency  of  any  one  not  specially  instructed  in 
this  operation,  is  to  pass  the  blades  into  a  position  in  which  they 
grasp  the  whole  lower  portion  of  the  child.  It  can  readily  be  seen, 
however,  in.  experiments  upon  the  cadaver,  that  the  instrument 
never  maintains  this  position  during  traction;  but  that  upon  the  con- 
trary, whenever  it  is  so  placed,  it  either  slips  away  from  the  child 
altogether,  or  so  shifts  its  hold  as  to  exert  a  dangerous  degree  of 
pressure  upon  the  abdominal  viscera  of  the  foetus. 

It  is  generally  conceded  that  with  the  ordinary  forceps2,  but  two 
grasps  are  permissible.  When  the  hips  are  oblique  or  anteropos- 
terior, one  blade  must  be  applied  over  the  sacrum,  and  the  other 
over  the  extensor  surface  of  one  thigh,  preferably  the  anterior. 
When  the  hips  are  transverse,  or  approximately  so,  the  blades  must 
be  applied  to  the  lateral  aspects  of  the  thighs. 

So  much  is  given  by  almost  every  modern  authority  who  writes 
upon  the  subject;  but  I  have  failed  to  find  any  more  detailed  state- 
ment of  the  points  upon  those  surfaces  where  the  tips  should  rest. 
It  can  however,  be  easily  demonstrated  by  experimentation  upon 
the  cadaver,  that  the  most  secure  grasps,  and  I  think  the  only 
secure  grasps,  are  to  be  found  at  two  definite  spots.  When  the  for- 
ceps are  applied  to  an  oblique  position  of  the  hips,  the  tip  of  the 
sacral  blade  should  rest  in  the  median  line,  at  about  the  junction  of 
the  sacral  and  lumbar  vertebrae ;  and  the  other  tip  exactly  upon  the 
femur,  at  a  point  directly  opposite  the  first.  In  their  application  to 
a  transverse  position,  each  tip  rests  upon  a  femur,  at  a  point  just 
beyond  its  great  trochanter. 

When  in  either  application,  the  tips  are  applied  to  points  which 
are  higher  on  the  foetal  body  than  these  two,  one  of  three  results 
will  ensue  as  soon  as  traction  is  made.  First,  the  blades  may  slip 
laterally  outwards  over  the  thigh,  thus  losing  their  grasp  upon  the 


2  I  omit  any  discussion  of  the  pelvic  grasp  which  is  permissible  to  specially- 
constructed  forceps  as  their  use  is  beyond  the  scope  of  my  paper. 
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foetus  altogether,  and  will  then  plough  deeply  into  the  maternal 
soft  parts.  Second,  they  may  slip  laterally  inward,  and  become 
opposed  to  the  child's  abdomen.  They  then  obtain  a* tolerably 
secure  grasp  of  the  child,  but  one  which  exposes  it  to  grave  danger 
of  laceration  of  the  abdominal  viscera,  or  of  fracture  of  the  iliac 
bones.  Third,  and  least  likely,  they  may  gradually  slip  downward 
to  the  points  where  they  should  have  been  placed  at  first.  During 
this  process,  they  would  in  all  probability,  during  life,  inflict  severe 
abrasions  or  contusions  upon  the  soft  parts  of  the  child. 

These  statements  of  mine  are  based,  first,  upon  the  fact  that  in 
each  of  the  many  experiments  upon  the  cadaver,  in  which  the 
blades  were  improperly  placed  and  traction  applied,  one  or  the 
other  of  these  three  effects  was  actually  seen  to  follow;  the  action 
of  the  blades  being  watched  by  the  eye  from  above;  and  secondly, 
upon  my  observation  that,  both  upon  the  cadaver  and  in  my  limited 
clinical  experience,  the  grasps  recommended  have  always  been 
found  to  be  perfectly  secure. 

It  will  be  readily  appreciated  that  in  this  position  but  a  very 
small  portion  of  the  lower  part  of  the  breech  is  between  the  blades 
of  the  forceps  and  that  this  is  untouched  except  by  their  tips. 

The  technique  of  the  application  varies  considerably  from  that 
which  is  appropriate  in  head  presentations.  One  blade  should  be 
introduced  into  an  approximately  correct  position,  and  held  by  an 
assistant,  while  the  other  is  introduced  opposite  to  it  and  locked 
with  it.  The  handles  of  the  tightly-locked  forceps  should  then  be 
held  by  one  hand  of  the  operator,  while  the  other  is  passed  into  the 
vagina  and  its  fingers  made  to  touch  successively  the  actual  points 
at  which  the  tips  should  rest,  and  to  adjust  them  thereto  by  direct 
movements  of  the  blades  with  the  internal  fingers,  the  external  hand 
having  no  office  in  their  adjustment.  The  application  should  not 
be  considered  satisfactory  until  repeated  examinations  of  the  tips 
of  the  firmly  locked  blades  demonstrate  that  both  are  in  exactly 
correct  positions.  The  presence  of  a  compression  screw  upon  the 
handles  of  the  forceps  is  of  great  value  in  this  operation,  since  if, 
at  any  time  during  the  extraction,  the  grasp  of  the  forceps  is  re- 
laxed, it  is  very  likely  to  shift  its  position.  In  the  absence  of 
the  compression  screw,  the  handles  should  be  firmly  tied  with  a 
cord  or  tape  as  soon  as  the  application  is  satisfactory. 

The  position  which  the  tips  occupy  is  so  low  upon  the  present- 
ing parts,  and  the  pelvic  space  occupied  by  the  tapering  breech  is 
so  small,  that  this  direct  adjustment  is  extremely  easy;  and  it  will 
at  once  be  seen  that  this  process  renders  it  a  simple  matter  to 
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attain  a  degree  of  accuracy  which  is  wholly  impossible  when  the 
tip  is  passed  beyond  the  reach  of  the  finger,  as  is  necessay  in  head 
presentations. 

In  forceps  operations  upon  the  high  breech,  the  axis-traction 
principle  finds  one  of  its  most  useful  applications.  The  tractions 
must  always  be  guarded  and  gentle,  and  the  saving  of  force  which 
is  effected  by  axis-traction  is  of  the  greatest  value. 

In  conclusion,  I  should  be  glad  to  reiterate  the  statement  that  I 
greatly  prefer  to  treat  ordinary  cases  of  arrest  of  the  breech  at  the 
brim  by  the  manual  withdrawal  of  one  leg:  but  that  when  such  an 
arrest  is  complicated  by  a  condition  of  the  uterine  muscle  which 
renders  the  passage  of  the  hand  within  the  uterus  in  any  sense  a 
difficult  or  hazardous  matter, — I  believe  that  the  employment  of 
the  forceps  furnishes  us  with  a  safe  and  easy  expedient,  the  value 
of  which  will  be  readily  appreciated  by  any  one  who  has  found 
himself  confronted  by  one  of  these  otherwise  extremely  difficult 
and  trying  cases. 


PRESIDENT'S  ADDRESS  TO  THE  AMERICAN  GYNECO- 
LOGICAL SOCIETY,  SEPTEMBER  2qth.  1S92. 

Fellows  of  the  American  Gynecological  Society  : 

It  is  fitting  that  I  should  embrace  this  first  opportunity  since  our 
last  meeting  to  thank  you  most  heartily  for  the  unsolicited  honor 
which  yo.u  have  conferred  upon  me  by  electing  me  to  preside  over  your 
deliberations.  Indeed,  I  feel  I  would  be  wanting  in  a  due  appreciation 
ofsohigha  mark  of  your  esteem  and  confidence,  if,  while  acknowledg- 
ing my  obligation,  I  failed  also  to  solicit  your  aid  and  forbearance 
in  the  discharge  of  my  responsible  duties. 

As  I  call  to  mind  the  first  meeting  of  this  society  sixteen  years 
ago,  at  which  the  loved  and  lamented  Barker  presided,  and  with 
that  grace  and  intellectual  elegance  so  characteristic  of  the  man,  of 
the  distinguished  and  truly  representative  character  of  those  who 
took  a  prominent  part  on  that  and  subsequent  occasions,  and  when 
I  think  of  the  chosen  ones  on  whose  shoulders  from  year  to  year 
the  untarnished  mantle  of  our  first  president  had  fallen,  it  surely 
becomes  me,  not  only  to  express  my  thanks,  but  more  particularly 
to  crave  your  fraternal  indulgence. 

The  pleasure  of  greeting  the  members  of  this  society,  need  I  say, 
is  heartfelt,  and  yet,  the  gratification  of  welcoming  to  Brooklyn,  for 
the  first  time,  an  association  so  distinguished  is  not  without  an 
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alloy  of  regret  as  memory  recalls  the  many  absent  ones  ;  some  in 
Europe  ably  representing  the  cause  of  American  gynaecology  at  the 
Congress  in  Brussels ;  others  detained  by  pressing  professional 
duties;  the  declining  health  of  one  whose  brilliant  services  in  the 
past  have  shed  lustre  on  our  organization;  and  lastly  that  sorrow 
which  the  inevitable  tribute  exacted  by  death  must  always 
engender. 

It  is  to  be  regretted  that  at  this  stage  of  our  proceedings  custom 
should  have  made  it,  in  a  measure,  obligatory  for  me  to  trespass  on 
your  valuable  time  by  any  formal  remarks,  however  brief.  Be- 
cause, when  we  consider  the  extent  of  our  programme  and  the 
number  and  great  practical  value  of  papers  to  be  read  and  dis- 
cussed, it  will  readily  be  conceded  that  we  have  no  right  to  waste 
time  in  the  consideration  of  matters  of  more  general  interest.  Be- 
sides it  is  of  the  first  importance  that  distinguished  fellows,  some 
of  whom  have  traveled  from  distant  States,  and  who  have  taken 
the  trouble  to  formulate  their  views  and  thus  further  enrich  the 
archives  of  our  society,  should  have  ample  opportunity  afforded 
them  for  profitable  discussion  and  a  free  interchange  of  opinions. 
There  is  no  way  by  which  scientific  material  can  be  utilized  to 
better  advantage  than  by  subjecting  the  product  of  individual  brain 
and  industry  to  intelligent,  honest,  and  fearless  criticism. 

That  this  feature  in  our  organization  has  been  duly  appreciated, 
and,  as  far  as  practicable,  encouraged  I  believe,  and  yet  its  vast 
importance  would  seem  to  warrant  the  inquiry  as  to  whether  or 
not,  by  some  modification  of  our  rules,  more  time  and  a  wider 
latitude  should  be  allowed  in  our  discussions,  because  the  position 
of  this  society  in  the  scientific  world  will  depend  not  only  on  the 
character  of  its  papers,  but  in  no  less  a  degree  on  the  high  tone 
and  freedom  of  its  discussions.  I  am  fully  alive  to  the  necessity 
for  fixed  rules  of  debate  in  all  well  ordered  societies,  and  in  a  scien- 
tific body  like  ours  that  their  strict  observance  is  essential  to  order 
and  the  expeditious  disposal  of  the  work  mapped  out  in  our  pro- 
gramme; nevertheless,  when  we  consider  the  peculiar  nature  of 
our  organization,  the  representative  character  of  its  members,  and 
the  long  interval  between  our  meetings,  it  seems  to  me  that  no 
more  than  one-half  of  the  time  of  each  session  should  be  devoted 
to  the  reading  of  papers  ;  that  half  an  hour  only  should  be  allowed 
to  each,  and  that  the  number  of  papers  to  be  read  at  each  session 
should  be  limited  to  three,  or  in  all  eighteen.  This  would  allow 
ample  but  certainly  not  too  much  time  for  discussion,  and  as  there 
is  in  our  association  a  conspicuous  absence  of  the  redoubtable 
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medical  society  orator,  endowed  with  the  peculiar  faculty  of  em- 
ploying words  to  supplant  ideas,  and  who  is  always  ready  to 
advance  a  theory  or  a  reason  for  everything,  except  perhaps  as  to 
how  or  why  he  himself  should  have  earned  celebrity  or  even  re- 
cognition, there  would,  I  imagine,  be  no  danger  that  a  little  more 
liberty  as  regards  time  would  be  abused. 

From  these  considerations  I  feel  it  encumbent  upon  me  to 
occupy  as  little  of  your  time  as  may  seem  to  comport  with  my 
official  duties  and  a  due  regard  for  the  best  interest  of  our  society. 
After  what  manner  I  should  proceed  to  obtain  this  most  desirable 
end  has  been,  I  assure  you,  no  easy  matter  for  me  to  decide.  To 
attempt  an  elaborate  review  of  the  rise  and  progress  of  gynaecology, 
though  not  without  precedent,  would,  in  my  opinion,  be  an  un- 
pardonable infliction,  and,  considering  the  character  of  my  audience, 
no  less  "stale,  flat  and  unprofitable"  than  thread-bare  subjects 
usually  are.  Quite  as  objectionable  also  and  of  questionable  taste 
would  it  be  to  indulge  in  laudatory  remarks  on  the  work  of  this 
society  and  its  widespread  influence  at  home  and  abroad  during 
the  sixteen  years  of  its  existence.  Its  labors  in  behalf  of  suffering 
women,  as  exemplified  in  its  published  transactions,  speak  volumes, 
aye,  sixteen  times  more  convincing  than  the  most  elaborate  eulogy. 
It  is  enough  to  say  that  from  this  source  alone  the  student  in  gynae- 
cology, (for  we  are  all  students),  may  glean  the  fruit  of  mature  and 
well-digested  experience. 

Let  this  cursory  reference  to  our  good  deeds  suffice  for  the  pres- 
ent. They  have  become  the  property  of  the  entire  professional 
world,  and  to  that  tribunal  alone  should  we  look  for  approbation. 

My  distinguished  predecessor,  Dr.  Jackson,  in  his  able  address 
at  our  last  meeting,  took  occasion  to  allude  to  certain  abuses  which 
had  crept  into  the  practice  of  gynaecology.  One  of  these  was  the 
alarming  extent  and  frequency  to  which,  through  the  beneficent 
but  seductive  agency  of  antiseptics,  surgeons  have  been  tempted  to 
resort  to  dangerous  and  mutilating  operations  on  the  sexual  organs 
of  women. 

This  blot  on  our  escutcheon  I  am  happy  to  believe  is  rapidly 
becoming  effaced,  and  I  refer  to  it  now  merely  to  emphasize  his 
forcible  and  timely  warning.  Such  abuses,  however  much  to  be 
deplored,  are  in  a  measure  inseparable  from  progress,  and  must  be 
looked  upon  as  the  tribute  of  suffering  humanity  to  science;  strictly 
speaking  they  need  but  a  passing  comment,  as  they  are  sufficient 
for  their  own  correction.  Another  equally  deplorable  cause  of 
complaint  was  the  subjecting  of  young  and  unmarried  women  to 
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speculum  examinations  without  due  cause,  and  of  which  at  least 
one  disgraceful  example  was  detailed.  This  is  an  abuse  of  so  grave 
a  nature  and  so  pernicious  in  its  tendency  as  to  need  no  apology 
for  again  invoking  your  efforts  toward  its  suppression.  It  will  not 
suffice  that  we  claim  for  ourselves  and  those  in  our  special  branch 
of  medicine  a  comparative  freedom  from  such  abuses,  and  point  to 
the  cupidity  of  the  general  practitioner  as  a  main  source  of  the 
evil.  It  is  our  imperative  duty  as  individuals,  arid  certainly  with- 
in the  scope  and  province  of  societies  like  ours,  to  take  cognizance 
of  and  to  discountenance  it.  Instances  have  but  too  often  come  to 
my  own  knowledge,  and  must  I  fear  be  only  too  familiar  to  many 
here  present,  of  moral  and  physical  wrecks  originating  largely  in  this 
abominable  practice.  It  is  not  too  much  to  assert  that  very  many 
of  these  deluded  victims  of  a  sacred  confidence  thus  shamefully 
abused  might  have  their  modesty  shielded  and  their  infirmities 
cured  by  the  aid  of  rational  and  judicious  therapeutics,  now,  alas, 
so  unpopular.  Such,  I  assume,  is  the  opinion  of  every  experienced 
gynaecologist,  and  the  remarks  of  our  revered  first  president,  in  his 
address  on  "  Medical  Gynaecology"  fifteen  years  ago,  were  doubt- 
less prompted  by  his  keen  appreciation  of  these  facts.  His  unas- 
sailable propositions  touching  meddlesome  gynaecology  were 
based  on  sound  principles  and  supported  by  his  own  large  and  ripe 
experience.  One  declares  that  " flexions  in  the  virgin  cause  no 
symptoms  except  a  slight  a]ysme?iorrhcea  unless  there  be  some  vitiation 
of  the  general  health,  defective  nutrition,  neurotic  disturbances  or 
pathological  changes  other  than  the  flexion."  And  again,  " all  treat- 
ment, whether  local,  surgical,  or  mechanical,  will  fail  in  curing  uterine 
disease  so  long  as  the  blood  is  deficient  in  its  proper  proportion  of 
nutritive  elements,  and  therefore  appropriate  constitutional  treatment 
is  essential  to  success."  The  sound  principles  thus  enunciated  are  as 
applicable  to  the  practice  of  to-day  as  they  were  to  that  of  the  past, 
and  physiological  laws,  pathological  researches,  and  moral  ethics 
unite  in  demanding  their  observance  by  the  specialist  as  well  as  by 
the  general  practitioner.  Indeed,  nothing  less  than  the  strongest 
presumption  as  to  the  existence  of  serious  pelvic  disease,  and  which 
judicious  constitutional  treatment  has  failed  to  relieve,  can  warrant 
speculum,  or  even  digital,  examinations  in  young  and  single 
women. 

I  trust  I  shall  not  appear  as  taking  advantage  of  my  position,  or 
in  any  manner  abusing  the  privileges  due  to  your  courtesy,  if  I  ask 
your  attention  to  a  matter  which,  while  it  concerns  a  most  impor- 
tant and,  alas,  too  numerous  a  class,  is  one,  also,  in  which  I  have 


American  Gynecological  Society. 


917 


a  deep  personal  interest.  It  is  a  subject,  moreover,  regarding 
which  the  entire  profession  of  medicine  from  the  earliest  period  has 
taken  a  more  than  ordinary  interest,  and  in  its  beneficent  search 
after  some  means  of  relief  for  the  afflicted  has  always,  until  of  late, 
manifested  the  most  liberal  and  humane  spirit  of  inquiry.  I  refer  to 
the  surgical  treatment  of  cancer  of  the  uterus,  and  the  prevailing 
disposition  on  the  part  of  the  more  aggressive  and  radical  members 
of  our  profession  to  disregard  all  means  of  relief  save  one,  and  that 
a  dangerous,  mutilating,  and,  as  I  hope  to  show,  comparatively 
fruitless  proceeding  at  best. 

Some  years  ago  there  appeared  in  our  midst  a  prominent  advo- 
cate of  hysterectomy  fresh  from  his  anti-uterine  campaign  of  sixty- 
six  hand-to-hand  conflicts  and  eleven  mortuary  trophies.  Thanks 
to  the  able  fearless  and  timely  protest  of  Dr.  Jackson,  who  by  his 
incontrovertible  facts  and  sledge-hammer  logic  was  the  first  to 
sound  the  alarm  and  plant  the  danger-signal,  the  great  bulk  of  our 
brethren  refused  to  be  swayed  by  plausible  arguments,  or  to  accept 
conclusions  which  seemed  to  them  wholly  unwarranted  and  to  say 
the  least  premature.  Some  there  were  who,  though  willing  to  con- 
cede to  hysterectomy  a  limited  field — one  strictly  within  pathologi- 
cal and  rational  bounds,  yet  skeptical  as  to  the  possible  realization 
of  hopes  then  indulged,  were,  nevertheless,  not  averse  to  testing, 
in  suitable  cases,  the  heroic  measures  so  forcibly  advocated.  There 
were  not  a  few,  however,  who,  probably  finding  the  supply  of  re- 
movable ovaries  and  tubes  becoming  exhausted,  and  being  unable 
to  withstand  the  robust  and  persuasive  eloquence  of  one  who  had 
just  come  from  the  seat  of  war,  determined  forthwith  to  buckle  on 
their  armor  and  sally  forth  to  do  and  to  publish  as  many  hysterec- 
tomies as  they  could  find  patients  to  submit  to  and  live,  but,  de 
mortuis  nil  By  a  few  of  the  former  class  we  have  been  favored 
with  the  net  results  of  their  careful,  skilful  and  conscientious  work, 
and  in  some  noteworthy  instances  it  cannot  be  denied  but  that  they 
fully  sustain  the  conservative  views  of  Dr.  Jackson. 

Thus,  in  the  frank  and  unqualified  statement  of  a  leading  mem- 
ber of  this  society  regarding  his  experience  in  twelve  cases,  we  have 
an  example — but  alas  too  rare — of  that  scrupulous  regard  for  the 
truth  and  the  whole  truth,  which  neither  courts  applause  nor 
shrinks  from  criticism.  Here  we  are  told  not  only  of  the  number 
who  have  escaped  the  more  immediate  dangers  of  the  operation, 
but,  what  is  of  equal  significance,  the  degree  to  which  their  periods 
of  life  expectancy  have  been  curtailed  through  reckless  surgery. 
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Another  equally  conscientious  and  able  Fellow  1  has  not  hesitated 
to  proclaim,  in  the  face  of  his  well-known  skill  as  an  operator,  four 
deaths  out  of  sixteen  cases. 

In  this  connection,  still  another  noteworthy  example  of  the  dis- 
position on  the  part  of  some  of  our  ablest  Fellows  to  "render  unto 
Caesar  the  things  that  are  Caesar's,"  merits  special  mention  and 
earnest  commendation.  I  refer  to  a  paper  entitled  "The  Limits  of 
Vaginal  Hysterectomy  for  Cancer  of  the  Uterus,"  being  a  clinical 
resume  of  the  work  of  two  accomplished,  expert  and  painstaking 
operators,  and  every  sentence  of  which  bristles  with  startling  facts 
and  keen  and  unassailable  logic.  The  author  of  this  paper  tells  us 
that  "the  writer's  purpose  in  presenting  a  paper  which  partakes  of 
the  character  of  a  personal  confession  is  simply  to  abjure  an  error 
into  which  he  believes  he  has  fallen,  fortunately  at  the  outset  rather 
than  at  the  end  of  his  professional  career."  Who  of  us  could  have 
listened  to  or  read  this  masterly  and  timely  presentation  of  the  sub- 
ject, without  a  feeling  of  pride  in  the  reflection  that  sentiments  so 
free  from  the  taint  of  personal  gratification  and  so  fearlessly  uttered, 
should  have  emanated  from  and  actuated  one  of  our  own  Fellows. 
The  result  in  nineteen  cases  may  be  summarized  as  follows: — Five 
(5)  died  from  operation,  and  a  sixth  died  on  the  fourth  day  from 
disease  of  the  kidneys.  Of  the  thirteen  who  escaped  death,  one 
had  a  recurrence  within  eighteen  months,  one  in  one  year,  two  in 
seven  months,  one  in  six  months,  three  in  two  months,  one  was 
well  at  the  end  of  the  eleventh  month,  one  no  report,  and  the  re- 
maining three  (two  of  four  months  and  one  of  three  weeks)  were 
too  recent  to  report  as  to  relapse. 

I  allude  to  the  work  of  these  operators  as  I  might  to  that  of 
many  others  both  here  and  abroad,  first,  to  emphasize  the  fact  that 
though  experience  and  skill  are  essential  in  hysterectomy,  as  in  all 
grave  surgical  operations,  they  are  not  the  only  factors  to  be  con- 
sidered in  determining  or  accounting  for  results,  and,  secondly,  as 
a  corollary,  comparatively  indifferent  operators  may  have  and  as  a 
matter  of  fact  are  constantly  having  "runs  of  luck"  which,  so  far  as 
regards  cause  and  effect,  may  bear  no  logical  relation  whatever, 
either  to  the  merits  of  the  surgeon,  the  work  performed,  or  even  its 
advisability.  As  to  why  such  experienced  operators  as  Olshausen, 
Fritsch,  Martin,  Hoffmeir,  Schroeder  and  Gusserow  should  have  a 
primary  mortality  of  from  ten  to  twenty  per  cent.,  or  an  average 
for  each  of  over  fifteen,  while  Kaltenbach  claims  but  two-and-a-half 
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per  cent.,  and  Leopold  only  five,  is  a  problem  which  I  leave  to 
others  to  solve  or  explain,  for  1  cannot  on  any  rational  grounds, 
and  I  doubt  very  much  if  any  of  the  gentlemen  named  put  much 
faith  in  the  operation  of  a  special  Providence. 

The  advocates  of  vaginal  hysterectomy  for  cancer  would,  I  pre- 
sume, indignantly  resent  a  charge  so  grave  as  that  of  misstating  or 
misrepresenting  facts,  suppressing  evidence  which  might  conflict 
with  preconceived  notions,  or  attempting  to  belittle  or  ignore  any 
rational  measure  for  the  alleviation  of  human  suffering  or  the  pro- 
longation of  life.  Nevertheless,  while  advocating  and  practicing 
extreme  surgical  measures,  to  the  defects  of  which  they  would  seem 
to  be  invincibly  blind,  they  persist  in  displaying  an  unworthy  and 
unbecoming  spirit  of  intolerance  and  a  lofty  contempt  for  their  more 
conservative  brethren,  of  whom  it  is  not  unusual  for  them  to  speak 
as  being  "behind  the  age."  In  no  one  direction  has  this  unfair  and 
illiberal  spirit  being  so  strikingly  manifested  as  in  the  manner  in 
which  this  radical  element,  both  here  and  abroad,  has  disregarded 
a  means  of  treating  uterine  cancer  which,  while  it  may  be  con- 
sidered absolutely  free  from  danger,  has  secured  for  the  sufferer  a 
period  of  exemption  from  relapse  far  beyond  and  in  startling  con- 
trast to  that  of  hysterectomy.  In  their  struggle  for  pleas  to  justify 
hysterectomy  they  set  up  the  operation  of  high  amputation,  as 
practiced  by  Schroeder  and  others,  as  the  main  target  for  their  criti- 
cism. In  this  one  particular  at  least,  I  have  no  disposition  to  take 
issue  with  them,  because  as  between  these  two  operations,  whether 
as  regards.. safety  or  utility,  there  is  but  little  choice.  Therefore, 
when  an  enthusiastic  advocate  of  hysterectomy 2  declares  that  "to 
his  mind  there  is  absolutely  no  place  for  high  amputation  of  the 
cervix  in  cancer  of  the  womb;"  and,  moreover.  '  as  compared  with 
vaginal  hysterectomy,  it  is  more  difficult,  more  dangerous  and  more 
unreliable,"  I  am  almost  inclined  to  agree  with  him,  so  far  at  least 
as  regards  its  comparative  worthlessness  as  a  curative  measure  for 
uterine  cancer.  And  yet,  if  Landers'  statistics  of  high  amputation 
of  the  cervix  performed  in  the  ordinary  way  are  to  be  relied  upon, 
and  that  twenty-seven  out  of  a  hundred-and-five  patients  so  treated 
were  living  at  the  expiration  of  four  years,  criticism  as  to  its  utility 
comes  with  a  very  bad  grace  from  the  advocates  of  total  ablation, 
as  it  much  exceeds  the  best  of  their  own  records,  as  far  as  I  have 
been  able  to  discover.  More  than  this,  Winter  says,  that  according 
to  his  observations  after  high  amputation  thirty-eight  per  cent,  were 
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well  after  two  years,  and  twenty-six-and-a-half  per  cent,  had  no  re- 
currence five  years  after  operation.  He  also  states  that  the  mortality 
after  high  amputation  at  the  Berlin  Klinik  (in  155  cases)  previous  to 
1884  was  but  six-and-a-half  per  cent.,  against  eight  and  nine  per 
cent,  obtained  by  combining  the  operations  of  Olshausen,  Schauta, 
Fritsch,  Kaltenbach,  Leopold  and  Gusserow.3 

He,  Winter,  also  gives  publicity  to  a  most  extraordinary  state- 
ment attributed  to  Fritsch,  to  the  effect  that  he  (Fritsch)  has  noted 
thirty-six  per  cent,  cures  at  the  end  of  five  years  after  hysterectomy, 
and  Hoffmeir,  thirty-three  per  cent,  at  the  end  of  four  years. 

When  we  come  to  examine  the  statistics  in  detail  it  will  be 
found,  I  think,  impossible  to  reconcile  this  statement  with  any  data 
thus  far  obtainable. 

Again,  Dr.  Coe  quotes  Hoffmeir  as  stating  that  he  has  performed 
fifty  vaginal  hysterectomies  with  six  deaths,  against  thirty-three 
amputations  with  one  death,  and  he  affirms  that  the  radical  opera- 
tion gives  no  better  ultimate  results.4  It  is  well  to  remark  in  this 
connection  that  there  is  good  reason  to  surmise  that  Hoffmeir's 
amputations  were  by  the  galvano-cautery  loop,  which  was  his 
method  of  operating  previous  to  embarking  in  hysterectomy. 

As  to  the  published  transactions  of  some  of  our  societies,  so  pro- 
lific of  daring  exploits  in  pelvic  surgery;  the  graphic  descriptions  of 
blood-curdling  operations ;  the  number  of  women,  who,  through 
the  interposition  of  Divine  Providence,  are  reported  to  have  escaped 
death  after  hysterectomy  and  therefore  cured ;  and  the  elaborate 
papers,  loaded  with  bibliographical  excerpts,  usually  exotic  and  sup- 
posed to  signify  deep  research  on  the  part  of  their  authors,  to  see  all 
this,  I  say,  one  would  imagine  that  any  proceeding  short  of  com- 
plete pelvic  evisceration  had  long  since  ceased  to  be  worthy  of  the 
slightest  consideration.  In  the  most  protracted  discussions  there  is 
found  to  be  a  remarkable  silence  regarding  any  and  every  other 
means  than  one  of  combating  uterine  cancer,  unless  it  be  to  con- 
demn or  ridicule,  as  stale  and  unfit  pabulum  for  our  modern  gynae- 
cological knights-errant.  If,  perchance,  owing  to  exhausted 
material,  or  a  desire  on  the  part  of  some  more  conservative  mem- 
ber to  vary  the  sanguinary  monotony  of  the  proceedings,  he  should 
have  the  temerity  to  suggest  partial  ablation  for  uterine  cancer,  in- 
credulity or  cold  indifference  at  once  takes  the  place  of  enthusiasm 


3  Berlin,  klin.  Woch.,  1891,  No.  22. 

■•The  limits  of  Vaginal  Hysterectomy  for  Cancer  of  the  Uterus,  by  H.  C. 
Coe,  M.D.,  N.  Y.  Journ.  of  Obstet.  1890,  p.  597. 
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and  mutual  admiration.  He  may  be  confronted  with  the  gratuitous 
assertion  that  in  their  later  campaigns,  in  figuring  up  the  killed  and 
maimed,  the  number  of  the  former  has  been  reduced  to  five  per 
cent.,  with  the  hopeful  prediction  that  it  may  become  less  in  the 
future.  Or,  again,  he  may  be  met  with  some  such  extraordinary 
statement  as  that  attributed  to  one  of  our  own  Fellows  in  discus- 
sing Dr.  Janvrin's  paper  on  hysterectomy,  and  which  I  hope  is  a 
misprint,  namely,  that  "according  to  recent  statistics,  ten  to  fifteen 
per  cent,  remained  free  from  a  return  of  the  disease  eight  or  nine 
years  after  the  operation."5  Now,  admitting  that  the  usually  am- 
biguous statistics  of  hysterectomy  may  be  made  wonderfully  ac- 
commodating by  a  little  effort,  let  me  remark  just  here,  and  I  speak 
whereof  I  know,  that  unless  in  a  very  few  and  exceptionally  rare 
instances,  and  which  being  subject  to  the  law  of  all  rules,  can  have 
no  logical  application  to  the  question  involved,  there  is  not  to  be 
found  in  the  statistics  of  hysterectomy  of  any  country  or  language, 
the  slightest  warrant  for  either  statement.  It  is  customary  for 
gentlemen  to  supplement  assertions  like  these  by  confronting  us 
with  the  tables  of  Leopold  or  Kaltenbach,  one  with  primary 
mortality  of  three-and-a-half,  and  the  other  of  five  per  cent.  Such 
phenomenal  results  can  have  but  little  weight  when  contrasted  with 
the  experience  of  the  host  of  equally  able  and  expert  operators,  as 
Fritsch,  Olshausen,  Martin,  Schroeder,  Hoffmeir,  Gusserow,  and 
others.  In  fact  they  are  but  examples  of  happy  coincidences  and 
hair-breadth  escapes,  with  which  the  history  of  medicine  and  sur- 
gery is  so  replete,  and  the  same  remark  applies  with  still  greater  force 
to  "runs  of  success"  in  the  work  of  less  pretentious  exploiters,  as 
when  five,  ten,  or  even  twenty  consecutive  recoveries  are  reported 
and  duly  chronicled  as  cures. 

Another  advanced  gynaecologist,  and  one  withal  for  whom 
personally  I  entertain  a  high  regard,  in  exhibiting  one  of  the  trophies 
of  his  skill  a  few  months  ago,  says:  "The  patient  had  begun  to 
bleed,  ;>nd  I  found  a  little  growth  as  large  as  a  filbert,  which  I 
snipped  off  and  examined.  It  proved  to  be  malignant,  and  I  re- 
moved the  whole  uterus.  I  have  put  myself  on  record  in  favor  of  the 
total  removal  of  the  uterus  whenever  cancer  is  discovered  and 
proved  to  exist.  When  in  1885  this  idea  was  expressed  to  me  by 
Martin  it  seemed  like  a  shocking  doctrine,  but  when  I  saw  these 
cases  relapse  after  removal  of  the  cervix  alone,  I  decided  always  to 
cut  as  far  from  a  cancer  as  possible." 


5  Dr.  Geo.  T.  Harrison. 
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In  the  light  of  my  own  experience  and  with  some  knowledge  of 
gynaecological  history,  unwritten  as  well  as  recorded,  I  must  say  it 
is  hard  to  find  words  sufficiently  expressive  of  my  horror  at  the  ad- 
vocacy of  this  truly  "shocking  doctrine,"  and  my  unqualified  dis- 
approval of  the  fruits  of  its  pernicious  teaching.  As  to  the  cases 
known  to  " relapse  after  removal  of  the  cervix  alone,"  I  have  only 
to  remark  that  such  experience  though  sad,  was  no  worse  and  no 
better  than  that  of  Schroeder  and  others,  who  still  adhere  to  his 
methods  though  as  already  remarked,  an  operation  which,  accord- 
ing to  the  statement  of  a  pronounced  advocate  of  hysterectomy, 
has  afforded  over  two  years  to  thirty-eight  per  cent,  of  cases 
operated  upon,  and  five  years  to  twenty-six-and-a-half  per  cent.? 
should  not  be  so  summarily  denounced.  Moreover,  gentlemen  they 
cannot  possibly  be  ignorant  as  to  the  splendid  results  obtained  by 
Dr.  Baker  through  high  amputation  and  subsequent  cauterization. 
The  truth  is,  the  luckless  subjects  of  amputation  referred  to,  were, 
in  all  probability,  denied  the  benefit  of  better  treatment  in  obedience 
to  the  dictum  of  foreign  authorities  and  obsolete  methods.  Indeed, 
I  cannot  but  feel  that  if,  in  the  last,  decade  particularly,  these  and 
all  similarly  afflicted  women  had  been  subjected  to  an  operation 
whose  greatest  drawback  would  seem  to  be  that  it  had  been  per- 
fected, practiced  and  described  nearer  home,  and  for  over  twenty 
years,  the  results  might  have  been  different,  and  there  would  have 
been  fewer  pretexts  for  putting  into  practice  any  "shocking 
doctrine." 

In  this  connection  may  be  noticed  another  specimen  of  "  shock- 
ing doctrine,"  though  really  unworthy  of  serious  comment.  Some 
of  our  transatlantic  masters  not  to  be  outdone  in  the  advocacy  of 
"shocking  doctrines "  have  recommended,  and,  indeed,  in  quite  a 
number  of  cases,  resorted  to  the  removal  of  a  large  portion  of  the 
pelvic  basin,  so  as  to  attack  the  doomed  uterus  a  posteriori  Who 
knows  what  the  brilliant  surgical  engineer  who  originated  this  for- 
midable method  of  attacking  nature's  heretofore  impregnable  de- 
fence, if  still  in  the  flesh,  may  next  suggest — probably  the  removal 
of  the  pubic  arch,  preparatory  to  excision  of  the  bladder  for  cancer 
of  that  viscus.  He  might  attempt  to  justify  such  a  proceeding  on 
the  theory  of  the  conservation,  or  rather  transformation,  of  natural 
and  providential  resources.  The  ureters  might  be  inserted  into  the 
rectum,  and  thus  compensate  for  the  loss  of  a  disabled  bladder  by 
furnishing  a  perpetual  enema.  This  would  thoroughly  annihilate 
constipation,  so  often  a  sore  trial  to  defecating  humanity. 
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But  let  us  now  see  what  are  the  facts  regarding  the  work  at  the 
Dresden  Klinik,  and  of  which  we  hear  so  much  now-a-days. 

Edward  Leisse,  {Archio.f.  Gyncek.  Berlin,  1891.  xL,  p.  261-65. 
Vaginal  hysterectomy  for  cancer  at  Women's  Klinik.  Dresden. 

From  October  11,  1SS3  to  May  9,  1SS9,  there  were  eighty 
cases,  of  which  forty-five  were  living  and  thirty-five  dead,  or  43-75 
per  cent.  Of  the  deaths  directly  due  to  the  operation  one  was  from 
sepsis ;  one  was  from  peritonitis ;  one  was  from  heart  failure  ;  one 
was  from  intestinal  obstruction:  one-fifth  was  from  exhaustion;  one 
died  from  phthisis  ;  two  died  from  insanity.  Noted  as  died,  but 
neither  date  nor  cause  of  death  stated,  twenty-seven.  Total, 
35- 

Of  the  condition  of  the  forty-five  patients  who  were  living  at 
the  date  of  report: 


2  were  free  from  recurrence  after  7  vears. 


3 

12 

7 
9 
9 
9 


45 


In  this  table  I  notice  that  the  word  '*  died "  appears  twenty- 
eight  times  without  any  further  explanation,  and  "  no  recurrence," 
or  "well"  forty-six  times,  which  with  the  eight  deaths  above  noted, 
brings  the  number  up  to  eighty-two.  However,  as  in  the  less  com- 
plicated statistics  of  my  own  operations,  I  have  discovered  in 
simple  addition  an  error  of  three,  "but  against  me,"  I  need  say 
nothing. 

It  will  be  observed  by  this  report  that  while  death  has  been 
caused  or  hastened  in  a  large  number,  43-75  per  cent.  ,  forty-five 
patients  only  out  of  eighty  being  alive  at  the  expiration  of  two 
years,  we  have  an  aggregate  exemption  from  recurrence  of  168 
years,  or  precisely  three  years,  eight  months  and  twenty-four 
days  for  each.  I  doubt  very  much  if  this  brief  period  of  exemption 
would  greatly,  if  at  all,  exceed  the  duration  of  life  in  most  cases  of 
cancer  of  the  uterus,  if  allowed  to  go  untreated. 
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But,  mark  the  manner  in  which  the  compiler  of  these  statistics 
sums  up  his  tables: 

He  says  of  80  cases  operated  upon 


45  lived 

2  years. 

34  " 

3  " 

25  » 

4  " 

18  " 

5  " 

6  " 

6  " 

2  " 

7  " 

130 

Thus  presenting  an  array  of  figures  so  attractively  linked 
together  as  to  convey  the  idea  that  some  large  but  indefinite  num- 
ber were  made  whole  through  the  beneficent  agency  of  hysterec- 
tomy. 

Let  us  now  see  what  Munchmeyer  has  to  say  regarding  these 
same  eighty  cases,  in  his  report  of  1890.  He  had  already  reported 
forty- eight  of  the  eighty  cases,  in  the  Leipzig  Journal,  vol.  xxx, 
and  states  that  six  were  "cured."  6  He  now  (1890)  reports  sixty- 
two  more,  making  in  all  no  cases  of  hysterectomy  from  October 
11,  1883  to  May  9,  1889.  Eighty  of  these  were  for  cancer,  includ- 
ing two  for  sarcoma.  Of  the  eighty,  four  died  from  the  operation 
and  seventy-six  survived.  Of  the  seventy-six,  fourteen  died  later, 
leaving  sixty-two.  Of  the  fourteen  deaths,  ten  were  recurrences, 
one  from  consumption,  two  insanity,  and  one  from  heart  failure. 
Of  the  sixty-two,  three  showed  recurrence — probably  rapid;  of  the 
forty-two  (of  his  first  series  of  forty-eight,  i.e.,  from  October,  1883 
to  May,  1887,  which  he  had  previously  reported  as  "cured,")  the 
following  summary  is  given: 

1  was  well  after  5J  years. 
2 
2 

3 
1 

6 
2 


4j 

3* 
Si 
3i 


c  Archiv  f.  Gyncek.,  Berlin,  1889,  xxxvi.,  pp.  424-459.  Also,  Verhaud 
Deutsche  Gesel.f.  Gyncek.,  1890,  pp.  298-310. 
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3  were  well  after  2  J  years. 

2  "  "     2j  « 

2  "  "     2^  " 

3  '•  •    -  ' 

3       "        "    ii  " 

3  "    ;^  ii  M 

4  "  M    i£  " 

''Therefore/'  he  says,  "  forty-two  lived  longer  than  two  years, 
and  of  these,  twenty-seven  were  free  from  recurrence.  " 

Now.  inasmuch  as  the  list  falls  short  by  five  cases,  and  ten  have 
had  an  exemption  of  but  little  over  one  year,  it  is  past  my  com- 
prehension, to  understand  how  forty-two  could  have  been  cured 
more  than  two  years. 

This,  however,  is  but  one  of  the  many  mysterious  features  of 
statistical  construction.    To  sum  up: 

Munchmeyer  says  there  were  twelve  patients  who  were  free 
from  recurrence  after  three  years. 

Deisse  says  there  were  only  nine. 

Munchmeyer  says  there  were  but  four  from  four-and-a-quarter 
to  four-and-a-half  years. 

Leisse  says  there  were  seven  over  four  years. 
Munchmeyer  says  there  were  no  less  than  twelve. 
Munchmeyer  records  none  after  five-and-a-half  years. 
Leisse  says  there  were  three. 

Of  the  second  series  of  thirty-eight  cases  operated  upon  from 
May  24,  1887  to  May  9,  1SS9,  all  comparatively  recent,  he  reports 
two  primary  deaths  and  one  recurrence  at  one  month;  one  at  three 
months:  one  at  eight  months;  one  at  nine  months;  two  at  twenty- 
one  months;  one  ik  tolerably  well.  *'  In  all  nine;  twenty-seven  being 
noted  as  recovered  from  the  operation. 

Some  of  the  "  cured  "  cases  may  possibly  be  included  in  Leisse's 
lis:  between  October  11,  1883  and  May  10,  1885,  as  six  of  the  ten 
ca^es  operated  upon  during  that  period  are  noted  by  Leisse  to  have 
had  no  relapse  for  five  years,  eleven  months  and  fifteen  days,  to 
seven  years,  three  months  and  sixteen  days.  Thus  thirty-seven 
patients  had  an  aggregate  period  of  exemption  from  recurrence  of 
one  hundred  years  and  three  months,  which  gives  to  each  an 
average  of  two  years,  eight  months  and  fifteen  days. 

It  cannot  be  denied  but  by  reason  of  more  mature  experience 
and  improved  methods  regarding  the  technique  of  hysterectomy, 
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the  primary  mortality  has  been  much  reduced  within  the  past  four 
or  five  years,  and  that  the  statistics  of  Dr.  Sarah  Post,  showing  a 
mortality  of  twenty-four  per  cent,  apply  more  particularly  to  a 
period  anterior  to  1888.  Let  us  then  see  how  the  case  stands  at 
the  latest  date.  But  before  proceeding  further,  I  beg  to  call  your 
attention  to  some  of  the  many  examples  to  be  found  of  the  manner 
in  which  the  statistics  of  hysterectomy  are  being  constantly  dis- 
torted and  misrepresented  to  suit  the  whims  and  prejudices  of 
writers.  Thus,  a  gentleman  we  all  know  and  respect  says:7  "I 
am  thoroughly  convinced  that  the  removal  of  the  uterus  per  vagi- 
nam  for  cancer  far  surpasses  in  its  remote  ox  permanent  success  not 
only  all  other  operations  for  cancer  of  the  womb,  but  also  all 
operations  for  cancer  in  other  parts  of  the  body."  This  opinion  is 
substantiated  by  the  remarkable  statistics  of  the  Dresden  Klinik. 
And  how  think  you  that  he  summarizes  these  said  statistics  ?  He 
says:  "The  following  are  the  facts;  of  eighty  patients  examined 
over  two  years  after  the  operation,  forty-five  were  free  from  re- 
currence; 58.6  per  cent,  (of  fifty-eight  patients  examined)  were  well 
after  three  years;  59.  5  per  cent,  (of  forty-two)  after  four  years; 
60  per  cent,  (of  thirty)  after  five  years;  66.6  per  cent,  (of  nine) 
after  six  years;  and  the  two  patients  that  had  survived  the  operation 
for  seven  years  were  perfectly  well." 

In  this  connection  also,  it  is  impossible  to  overlook  the  remark- 
able statement  of  authors  who  in  one  page  11  favor  the  removal  0/ 
the  entire  organ  by  the  vagina,  even  in  cases  of  cancerous  disease  of 
the  cervix  alone,  rather  than  take  the  chances  of  a  high  amputation 
of  the  cervix,  when  possibly  the  disease  has  already  extended  beyond 
the  internal  os,"  and  in  the  very  next  approve  of  amputation,  pro- 
vided the  operator's  line  of  incision  has  gone  through  entirely 
healthy  tissues,  when  he  should  reasonably  expect  to  have  effected 
a  permanent  cure."8 

In  this  one  of  the  very  latest  and  not  least  pretentious  works  on 
the  diseases  of  women,  we  find  Leopold's  table  of  eighty  hyster- 
ectomies, of  which  four  died  from  the  operation,  ten  from  quick 
relapse,  and  four  from  other  causes,  leaving  sixty-two  to  be  ac- 
counted for,  thus  analyzed  and  authoritatively  disposed  of,  for  the 
edification  and  guidance  of  its  readers:  "Of  the  sixty-two  still 
surviving  three  only  have  been  attacked  by  a  recurrence;  the 
others  are  '  cured;'  the  time  since  the  operation  varying  from  five- 

7  Dr.  Goodell  in  Med.  News,  Dec.  5,  1S91,  p.  641. 

8  Thomas  and  Munde,  "Diseases  of  Women."  p.  588-89. 
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and-a-half  years  to  one  year  and  three  months."  Thus  fifty-nine 
are  supposed  to  be  accounted  for.  and  yet  he  says: 

11  Of  sercenty-six  patients  remaining  under  observation  after  re- 
covery, there  were  free  from  recurrence: 


At  years  3 

4i  "  2 

3f  "  3 

3i  "  1 

3*  "  6 

3  "  2 

2f  "  3 


At  2^-  vears  2 
2I  '  "  2 
2  "  3 
3 


Below  1 J    "  4 


In  all  thirty-seven  cases,  the  trifling  number  of  twenty-two  not 
being-  worthy  of  consideration  !  !  Finally,  and  as  if  to  emphasize 
his  admiration  for  results  so  phenomenal,  that  " one  cannot  ask  for 
much  better,"  he  winds  up  this  extraordinary  feat  in  arithmetic  by 
informing  his  readers  that  "  it  will  thus  be  seen  that  seventy-two  of 
these  seventy-six  cases  were  still  well  without  recurrence  of  the  disease 
from  one  to  five -and-a-half years  after  the  operation! '/" 

Elsewhere,  in  quoting  Ott  approvingly,  with  thirty  operations 
and  no  deaths.  Pean  is  also  credited  with  twenty-five  operations 
and  no  deaths;  whereas,  though  I  am  not  prepared  to  question  the 
accuracy  of  Ott's  tables,  the  truth  is.  Pearl 9  has  been  charged  with 
seven  deaths  in  thirty-eight  operations.  So  if  the  above  statement 
be  true,  he  must  have  had  seven  deaths  in  his  later  thirteen  oper- 
ations, of  which,  however,  I  have  not  been  able  to  find  any  record. 

Now  what  does  the  report  of  Ott  show  ?  Of  the  thirty  cases 
tabulated,  thirteen  are  recorded  "uncertain.'' 

Of  non-recurrences  one  has  had  no  recurrence  for  two  years  and 
two  months;  one  for  two  years  and  one  month;  two  for  one  year 
and  one  month;  four  for  one  year. 

Of  recurrences,  one  relapsed  at  thirteen  months:  one  at  eleven 
months;  one  at  ten  months;  one  at  nine  months;  one  at  five 
months;  two  at  three  months;  two  at  one  month.    Total  nine. 

So  out  of  the  entire  thirty  successful  (?)  operations  two  only  are 
reported  to  have  escaped  death  or  recurrence  for  over  two  years, 
while  each  of  the  seventeen  cases  accounted  for  has  been  blest 
with  an  average  period  of  exemption  from  recurrence  of  eight 
months,  fourteen  days.  Would  it  not  occur  to  any  one  of  ordinary 
observation  or  experience  that  these  patients  might  and  doubtless 
would  have  lived  much  longer  and  suffered  much  less  if  their 

9Binne,  Weekly  Med.  A'ez-ie^v.  St.  Louis,  xxiv,  1891,  p.  201-4. 
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earthly  career  had  ended  before  the  advent  of  advanced  gynaecology. 
Is  it  not  an  insult  to  the  intelligence  of  the  profession  to  be  told  by 
anyone  aspiring  to  authorship  that  reckless  clinical  work  like  this 
should  be  accepted  as  proof  of  the  blessings  in  store  for  suffering 
women  through  the  beneficent  agency  of  hysterectomy  ? 

Before  proceeding  further,  let  me  call  your  attention  to  that  other 
and  safer  method  of  treating  uterine  cancer,  to  which  I  have 
alluded — 

/ 

GALVANO-CAUTERY. 

During  a  quarter  of  a  century  or  more  following  the  introduc- 
tion of  electro-cauterization  by  Middledorph,  of  Breslau,  though  the 
practice  was  then  attended  with  much  difficulty,  owing  to  imper- 
fect apparatus,  yet  its  peculiar  advantages  over  destructive  chemi- 
cal agents  in  the  treatment  of  uterine  cancer  had  been  repeatedly 
demonstrated.  Indeed,  it  may  be  said  that  up  to  1880,  or  there- 
abouts, the  choice  of  proceeding  lay  between  this  and  high  ampu- 
tation of  the  cervix  by  scalpel  or  scissors,  as  practiced  by  Schroeder, 
and  adopted  by  others  even  to  the  present  day.  This  latter  surgi- 
cal measure  having  soon  fallen  into  merited  disrepute,  and  the  diffi- 
culties at  first  found  to  attend  the  practice  of  electro-cautery  not  yet 
having  been  overcome,  the  time  seemed  ripe  for  the  introduction 
and  advocacy  of  the  more  unsparing  and  admittedly  more  danger- 
ous operation  of  total  extirpation  of  the  uterus.  It  may  be  well 
here  to  note  that  during  all  this  time,  i.e.,  since  the  introduction  of 
galvano-cautery,  and  even  up  to  the  present  day,  while  the  num- 
ber of  those  who  have  given  this  last-named  method  a  fair  and 
practical  trial  may  be  enumerated  on  one's  fingers  the  more  agres- 
sively  radical  and  too  often  inexperienced  candidates  for  surgical 
notoriety,  who  during  the  last  decade  seem  to  have  laid  siege  not 
only  to  the  uterus  but  to  the  whole  sexual  apparatus,  may  be 
counted  by  the  hundred. 

Some  years  ago  gynaecologists  in  New  York  and  elsewhere  at- 
tempted this  method  of  operating  in  a  limited  number  of  cases,  but 
they,  like  some  modern  authors  who  ought  to  know  better,  labored 
under  the  delusion  that  the  entire  practice  of  galvano-cautery  con- 
sisted in  looping  a  cervix,  recently  styled  "linear  amputation,"  or 
removing  pedunculated  tumors.  In  their  clumsy  and  often  abortive 
attempts  to  operate,  they  soon  discovered  that  a  galvanic  battery 
did  not  possess  the  automatic  qualities  of  a  Swiss  music-box ;  that 
the  adaptation  of  this  agent  to  the  requirements  of  pelvic  surgery  de- 
manded, in  addition  to  operative  dexterity,  some  patience  and  a 
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very  moderate  but  easily  acquired  knowledge  of  a  subject  not  to  be 
found  in  medical  text-books.  As  this  naturally  involved  some  ex- 
penditure of  time,  money  and  grey  matter,  another  discovery  was 
not  slow  to  be  reached,  though  it  has  been  kept  a  profound  secret 
until  lately.  In  fact  it  is  nothing  more  nor  less  than  that  the  gal- 
vanic cautery  is  only  applicable  "where  the  disease  is  of  the  cauli- 
flower variety  and  entirely  limited  to  the  intra-vaginal  portion  of 
the  cervix."  10  As  has  been  so  often  remarked  regarding  other  great 
discoveries  and  inventions  of  subtle  minds,  one  cannot  help  won- 
dering how,  and  for  so  many  years  too,  this  valuable  piece  of  infor- 
mation could  have  escaped  the  notice  of  such  able  workers  in  this 
field,  as  Hoffmeir,  Powlack,  Noeggerath,  and  others.  But  this  is  not 
all,  for  the  writer  referred  to,  probably  fearing  that  he  may  have 
conceded  too  much,  gravely  informs  us  that  "it  has  seemed  to  us 
that  the  stimulant  action  of  heat  tended  at  times  to  increase  the  ra- 
pidity of  growths  of  the  malignant  disease."11 

"  Now  in  the  names  of  all  the  gods  at  once, 
Upon  what  meat  doth  this  our  Caesar  feed 
That  he  hath  grown  so  great  ?  " 

It  is  safe  to  say,  therefore,  as  I  have  stated  repeatedly  during  the 
past  twenty  years,  that  as  amputation  of  the  cervix,  high  or  low,  is 
worse  than  useless  without  cauterization,  and  further,  that  it  is  an 
operation  by  no  means  free  from  danger,  there  are  but  two  surgical 
measures  worthy  of  mention  to  choose  between  at  the  present  day. 
These  are  (1)  high  amputation,  or  excision,  as  the  case  may  be,  by 
galvano-cautery,  not  only  of  all  diseased  parts,  but  as  much  more 
and  beyond  the  supposed  danger-line  as  can  be  safely  taken  away, 
the  same  to  be  followed  by  a  thorough  dry-roasting  of  all  exposed 
surfaces;  or  (2)  vaginal  hysterectomy,  with  its  more  attractive  sur- 
gical glamour  and  ghastly  record  of  lives  shortened  and  often  sacri- 
ficed on  the  altar  of  what  is  now-a-days  mis-called  "progressive 
gynaecology." 

As  to  the  electric  cautery,  though  its  claims  to  recognition  are 
based  on  no  inconsiderable  number  of  carefully  observed  and  duly 
recorded  facts,  covering  a  period  of  a  quarter  of  a  century,  and  to 
be  found  in  the  periodical  literature  of  every  civilized  country,  yet, 
strange  as  it  may  appear,  comparatively  few  gynaecologists  in  this 
country  especially  have  taken  the  trouble  to  know  anything  what- 
ever about  it  practically,  and  fewer  still  have  conducted  such  op- 


10  Thomas  and  Mund<§,  p.  581. 
"Ibid.  p.  594. 
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erations  in  a  proper  manner,  or  to  an  extent  sufficient  to  warrant 
any  opinion  as  to  its  real  merits.  Thus,  I  have  known  an  instance 
of  a  patient  having  been  operated  upon  before  a  class  of  students, 
in  the  following  manner  (not  in  Brooklyn,  however):  the  vaginal 
portion  of  the  cervix  having  been  removed  by  the  cautery  loop,  the 
uterine  cavity  was  then  curetted,  but  in  so  rough  a  manner  as  to 
induce  copious  haemorrhage;  the  bleeding  parts  were  then  subjected 
to  a  stewing  process  by  a  thermo-cautery,  a  tampon  applied,  and 
the  patient  soon  after  transferred  in  a  carriage  a  considerable  dis- 
tance to  a  hotel.  Needed  it  be  wondered  at  that  she  died  from 
haemorrhage  within  twenty-four  hours.  This  is  but  one  of  many 
equally  inexcusable  and  criminal  blunders  which  have  come  to  my 
knowledge  from  time  to  time,  and  thus  between  the  arrogance  and 
skepticism  of  those  who  are  ever  ready  to  condemn  what  they  have 
never  even  tried  to  understand,  and  the  opposition  of  others  who 
have  demonstrated  their  own  incapacity,  galvano-cautery  may  be 
said  to  have  had  a  hard  fight  for  recognition. 

Those  who  have  earned  the  right  to  speak  claim  for  this  method 
of  treating  uterine  cancer  two  most  important  advantages  :  (i)  ab- 
solute freedom  from  danger,  immediate  or  remote,  and  (2)  a  longer 
respite  from  recurrence  of  the  disease  than  has  yet  been  shown  by 
the  most  favorable  and  ingeniously  constructed  statistics  of  hyster- 
ectomy. For  example,  in  nearly  four  hundred  cases  not  a  single  death 
due  to  the  operation;  in  forty  out  of  sixty-three  cases  of  cancer  of 
the  portio  vaginalis,  twenty-three  having  stayed  away,  periods  of 
exemption  ranging  from  two  to  twenty-two  years,  being  an  average 
for  each  one  of  over  nine  years.  Two  in  eighty-one  cases  involv- 
ing the  entire  cervix;  thirty-one  were  lost  sight  of,  ten  relapsed 
within  two  years,  five  had  no  recurrence  for  two  years,  eleven  for 
three  years,  six  for  four  years,  eight  for  five  years,  six  for  seven 
years,  two  for  eleven  years,  one  for  thirteen  years,  and  one  for 
seventeen  years.  So  of  forty  of  this  class  whose  histories  could  be 
followed  up,  there  was  an  average  period  of  exemption  for  each  of 
nearly  six  years.  And  yet,  these  figures  are  not  up  to  date  by  any 
means,  because,  many  of  the  patients,  five  at  least  to  my  personal 
knowledge,  and  now  residing  in  this  city,  are  entitled  to  an  ad- 
ditional credit  of  three  to  four  years. 

Let  us  disregard  for  the  present  the  benefits  proved  to  have  been 
derived  from  galvano-cautery  in  those  desperate  and  utterly  hope- 
less cases  of  extensive  cancerous  destruction  of  the  uterus,  which 
even  a  hysterectomist  would  abandon,  and  which  constitute  the 
vast  majority  of  all  cases  brought  to  our  notice.  With  regard  to  the 
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question  of  primary  danger  attending  hysterectomy  it  would  be 
irrelevant  folly  to  quote  either  the  history  or  the  statistics  of  ovariot- 
omy in  support  of  the  former.  There  is  no  comparison  between 
the  two  operations,  especially  as  regards  that  which  should  be  the 
main  object  of  all  surgical  procedures,  namely,  a  more  or  less  com- 
plete restoration  to  health,  or,  at  the  very  least,  a  prolongation  of 
life  commensurate  with  the  risk  involved. 

The  only  question  then  worthy  of  serious  consideration  in  this 
very  serious  business,  so  far  at  least  as  the  ill-fated  victims  of 
cancer  are  concerned,  is  as  to  which  of  the  two  operations,  hyster- 
ectomy, or  that  of  which  the  above  epitomized  record  speaks,  can 
be  said  to  hold  out  to  the  afflicted  the  greater  benefits,  immediate 
and  prospective. 

So  far  as  the  question  of  primary  mortality  is  concerned,  we 
will  find  on  further  statistical  research,  that  the  tables  of  the  Dresden 
Klinik,  the  glory  and  boast  of  our  radical  brethren,  present  in  this 
one  respect  a  phenomenal  experience  merely,  and,  consequently, 
to  accept  such  results  as  a  basis  for  generalization  would  be  "a 
mockery,  a  delusion,  and  a  snare.''  But  were  it  otherwise,  and  if 
the  success  of  every  hysterectomist,  past,  present  and  to  come, 
equalled  that  of  Kaltenbach  or  Leopold,  there  would  still  remain  to 
be  seriously  considered,  and  if  possible  settled,  other  questions  of 
far-reaching  import,  namely  :  (1)  Has  vaginal  hysterectomy  for 
uterine  cancer  conferred  upon  the  unhappy  victims  of  this  disease 
a  sufficiently  long  respite  from  relapse  to  entitle  it  to  a  place  in  the 
list  of  justifiable  operations?  (2)  In  a  large  proportion  of  all  cases 
thus  far-exposed  to  vaginal  hysterectomy,  has  not  suffering  been 
increased  and  life  greatly  shortened  through  its  agency  ?  and  (3) 
may  not  the  relatively  small  proportion  of  prolonged  non-recurrences 
be  reasonably  accounted  for  by  possible  errors  in  diagnosis,  or 
what  might  be  termed  a  cacoethes  operandi,  which  could  not  resist 
the  extirpation  of  an  entire  uterus  though  it  should  have  but  "a 
little  growth  on  the  cervix  the  size  of  a  filbert. 

I  repeat,  my  friends,  these  are  questions  which  we  are  morally, 
and  in  the  interest  of  humanity  as  well  as  true  progress,  bound  to 
consider  seriously  and  carefully,  and  with  that  view  I  would  ask 
your  attention  to  some  further  statistics. 

Prof.  Pozzi 12,  an  able,  consistent,  and  yet  impartial  advocate  of 
this  and  other  radical  measures,  gives  the  following  table  touching 
mortality  from  hysterectomy  previous  to  1880: 


12  Pozzi,  Paris  Edition,  1890,  p.  405. 
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Fritsch,                          60  operations 

7 

Leopold,  42 

4 

Olshausen,  47 

i  < 

T  O 

Schroeder  and  Hoffmeir,  74 

12 

Staude,  22 

a 

I 

A.  Martin,  66 

I  I 

3ii 

47 

or  about  1 5  per  cent. 


E.  Boerner  (Graz)  Wein.  klin.  Woch.  1889,  ii.  page  272-4, 
quotes  : — 

Martin,  66  operations,  1 1  deaths. 

Fritsch,  63 

Schroeder,  60 

Leopold,  44 

Hoffmeir,  42 

275 

Martin  in  combining  operations  of  Fritsch,  Leopold,  Olshausen, 
Schroeder,  Hoffmeir,  Staude  and  his  own,  gives  a  mortality  of 
fifteen  per  cent.  And  with  regard  to  recurrences  Martin  has  stated 
that  out  of  214  women  operated  upon  successfully  by  Leopold, 
Schroeder,  Fritsch  and  himself,  only  five  were  living  at  the  end  of 
four  years. 13 

Gusserow14  reports  sixty-seven  operations  from  1883  to  1891, 
sixty-four  by  himself  and  three  in  his  absence — seven  deaths  from 
operation;  ten  of  the  operations  having  been  done  within  six  months 
he  considered  too  recent  for  argument,  but  well  at  time  of  report. 
Of  the  remaining  fifty,  sixteen  are  living,  twelve  are  dead  of  recur- 
rence— one  at  three  years,  four  from  one  year  to  eighteen  months, 
and  seven  from  four  to  seven  months.    Of  the  sixteen  living  : — 

1  well,  8   years  after  operation. 

1      "    4i     "  "  " 

1     "3       "2  mos.  "  " 

n  Dr  Coe. 

M  Berlin  klin.  Woch.,  1891,  xxvii.  also  in  Centralb.  f.  Aertz.  (Est.  Ungarn., 
1891,  Vol.  i.,  p.  207. 


37  or  about  13^ — percent. 
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i  well,  3    years  after  operation.  Deaths,  n  per  cent. 

5     "    2      "    to  27  mos.     "  " 

^  ((  j  it  ((  ((  ft  (( 

1     "    8  mos. 

Average  respite  to  each  of  the  sixteen,  less  than  two  years;  and 
three  only  have  reached  a  period  of  three  years  without  recurrence. 

S.  S.  Zayaitzki,  Med.  Oboz.,  Moscow,  1890,  xxxiv.,  p.  381  to 
427,  reports  sixty-five  hysterectomies  from  June  22,  1883  to  Feb- 
ruary 15,  1890,  with  nineteen  deaths  from  the  operation  or  nearly 
thirty  per  cent. ,  but  gives  no  particulars  except  in  the  first  seventeen 
cases,  i.e.,  June  22,  1883  to  Dec.  1,  1885.  Of  these  seventeen 
operations  there  were  seven  deaths  from  operation,  five  were  lost 
sight  of,  and  as  to  the  other  five: — 

1  had  no  relapse  for  7  years. 

1    "    "       "       "  5     "     and  7  months. 

1    "    "       "       "  1  year. 

1    "    "       "       "  4  months. 

1    11    "       "       "  a  few  months. 

As  to  the  forty-eight  operations  between  February  7,  1886, 
and  February  15,  1890,  nothing  is  stated  regarding  recurrence, 
except  that  it  was  " rapid"  in  four  cases,  and  but  two  primary 
deaths  are  admitted,  one  from  peritonitis,  and  one  from  heart- 
failure15,  though  elsewhere  he  acknowledges,  as  above  stated,  no 
less  than  nineteen  deaths  from  the  operation  or  a  primary  mortality 
of  thirty  per  cent.  In  forty-two  noted  as  "recovered,"  we  are  left 
to  conclude  that  these  patients  survived  the  operation  and  its  im- 
mediate consequences.  However  this  may  be,  if  the  history  of 
these  forty-two  cases  should  have  turned  out  to  be  anything  like 
that  of  the  first  seventeen,  such  experience  could  hardly  be  advanced 
as  an  argument  in  favor  of  hysterectomy  for  uterine  cancer. 

rossier's  report.16 
Of  twenty-five  cases  from  June  30,  1887,  to  December  29,  1891. 

15 Zayaitzki,  Med.  Oboz.,  Moscow  1890,  xxxiv.,  p.  381-427.  Note  the  incon. 
sistency,  thus:  If  seven  died  in  the  first  seventeen  operations  and  there  were 
nineteen  deaths  in  all  there  must  have  been  twelve  prim,  deaths  in  these  forty- 
eight  cases. 

16  G.  Rossier  Correspbl.  Schweiz  Aers.,  1892,  xxii.,  p.  202-212.  Woman's 
Klinik,  Basel. 
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2  relapsed  within  15  months. 

6       "  11 

1       "  "       6  " 

1  "  "       5  " 

2  "4 

12 

Hoche's  17  table  of  150  hysterectomies,  as  follows: — 
At  the  end  of  three  months  five  were  lost  to  sight,  twenty-three 
had  relapsed,  and  122  had  shown  no  symptoms  of  relapse. 

At  the  end  of  3  m©s.    5  lost  sight  of,  23  relapsed  or  dead  122  no  relapse 

»     96  «  « 
«     81  - 
"     7o  " 

.<       52  i< 
«       38    1.  « 

6  " 

Thus  at  the  end  of  eighteen  months,  seventy  or  about  forty-seven 
per  cent,  of  the  whole  were  known  to  have  relapsed,  and  at  the  ex- 
piration of  four  years  there  remained,  so  far  as  is  known,  but  six 
without  relapse  or  four  per  cent,  of  the  whole. 

N.  Flaischlen 18,  twenty  hysterectomies  ;  thirteen  of  which  by 
Paul  Ruge,  between  December  6,  1884  and  March  6,  1890,  with 
three  deaths,  or  fifteen  per  cent. 

Phenomenof  Vrach,  St.  Petersburg,  1890,  xi.,  p.  1015,  1049  and 
1072,  records  twenty-three  operations  from  January  1886  to  May 
1890  with  three  deaths,  or  thirteen  per  cent. 

L.  C.  Richelot,  Bull.  Med.  Chir.  Soc.  Paris  1891,  xvii,  p.  617, 
in  a  discussion  on  vaginal  hysterectomy,  eighty-six  operations  by 
eight  operators,  with  twenty-nine  deaths,  quotes: 

Kirmasson    3  operations,  2  deaths. 
Polaillon       6         "  2 


»  6  "  6  « 

"  9  "  5  l' 

u  I2  u  2  u 

"  l8  "  IO  " 

"  2  yrs.  14  " 

M  3  f,  2I  « 

it  4  L(  IO  (« 


20 
IO 

9 
8 
o 
o 
1 


17  Pozzi,  p.  408. 

18  Dents ch  med.  Woch.  1890,  xvi.  p.  632  July  1890. 
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Marchand 

Monod 

Berger 

Bouilly 

Richelot 

Terrier 


7  operations,  4  deaths. 


2 
2 
21 
24 
21 


86 


29 


or  23. 7  percent. 


Paul  Segond,  page  688  as  above,  reported  thirty-three  hysterec- 
tomies and  seven  deaths,  or  over  twenty-one  per  cent.  Terrier 
thirty  four  hysterectomies  and  eight  deaths,  or  over  twenty-three 
per  cent. 

Krukenberg19  reports  235  vaginal  hysterectomies  by  various  op- 
erators from  May  1,  1880  to  April,  1891,  of  which  he  tabulates  130 
as  follows,  viz. :  in  102  the  operation  was  for  cancer  of  the  cervix, 
and  in  twenty-eight  the  fundus  was  the  seat  of  the  disease.  Of  the 
first,  sixty-three  had  no  recurrence  for  periods  ranging  from  two  to 
eight  years,  and  in  thirty-nine  recurrence  took  place  in  from  one  to 
two  years;  one  died  from  pneumonia,  and  two  operated  upon  in 
April  1 89 1  are  noted  as  recovered.  In  this  report  105  cases  are  not 
accounted  for,  and  it  is  to  be  presumed  that  these  represent  deaths 
from  the  operation  and  quick  relapses. 

Moreover,  this  table  being  made  up  of  a  few  selected  cases  from 
the  record  of  each  of  a  number  of  leading  operators  can  hardly  be 
accepted  as  a  safe  basis  for  generalizing  as  to  the  period  of  exemp- 
tion obtainable  by  hysterectomy.  For  instance,  the  sfxty-three 
operations  selected  by  Krukenberg  out  of  130  were  made  up  of 
twenty-three  by  Olshausen,  eleven  by  Hoffmeir,  ten  by  Thorn,  six 
by  Schroeder,  six  by  Winter,  four  by  Kramer,  one  by  Cohn,  one  by 
Benheiser,  and  one  by  Reichel;  in  all  sixty-three. 

Of  the  twenty-eight  cases  operated  upon  for  cancer  of  the 
fundus,  no  less  than  seven  died  the  first  year  from  recurrence,  but 
strange  to  say,  not  a  single  primary  death  is  recorded,  the  table 
being  constructed  apparently  to  show  periods  of  exemption  only. 
The  period  covered  for  these  twenty-eight  cases  was  from  Decem- 
ber 1885  to  April,  1 89 1 . 

]9 Zeitsch.  f.  Geburts.  unci  Gyncek,,  1892,  xxiii.,  p.  94-158.  University  Wo- 
man's Klin.,  Berlin. 


93^ 


President *s  Address. 


olshausen's  non-recurrences. 


Date  Operation. 


May  ii.  I 

June  8, 

"  22, 

"  13, 
July  25, 
Aug.  6, 
Sept.  15, 
Nov.  23, 
Dec.  2, 
Jan.  12,  1 
Feb.  14, 
May  7, 

"  30, 

"  3°> 
Nov.  5, 
Dec.  20, 
Jan.  10,  1 
Feb.  4, 

"  5, 
March  12, 

July  :9. 


Date  of  Report. 


Aug.   1,  1891. 
Oct.   21,  " 
June  " 
May    6.  1890. 
July  29,  1891. 
"    20,  " 
«      9,  « 
"    28,  " 
«       7>  u 

"     9,  « 

"  27,  " 

June  29,  " 
July  28,  " 
Aug.  25,  " 
July  11, 
June  5, 
July  21, 

"     7.  " 
May  22,  1890. 
June  22,  1891. 
July  25,  " 


1890. 
1891. 


Respite. 


Remarks. 


yrs. 


3  mos. 

5  " 

11  mos. 
1  " 


Cancer  of  vertebra* 
Recurrence  in  scar. 


Seven  over  four  years;  eight  over  three  years ;  six  over  2  years  ; 
two  over  one  year.    Total  twenty-three. 


hoffmeir's  cases. 


Date  Operation. 


1.  Apl.     8,  1883. 

2.  June  24,  " 

3.  Sept.  19,  1885. 

4.  Apl.    10,  1886. 

5.  Aug.    9,  " 

6.  »  16, 

7.  Feby.  3, 

8.  "  13, 
Apl.  6, 

"  16, 
"  20, 


[887. 


9- 
10. 
1 1 . 


Date  of  Report. 


Oct.  1! 
June  l! 

July  20, 
"  20, 
Aug.  15, 
June 

March  4, 
June 


Exemption. 


4  yrs 
8 
6 
5 
5 
5 

4 
4 

3 
4 
4 


Died  5th  year- 
Recurrence. 


Died  of  recurrence. 


One  over  eight  years;  one  over  six  years;  three  over  five  years; 
five  over  four  years;  one  over  three  years.    Total,  eleven. 
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thorn's  cases. 


Date  Operation. 

Date  of  Report. 

Exemption. 

i.  June  24,  1887. 

July     5,  1S89. 

8 

years 

2.     "    11,  " 

"       2,  1891. 

4 

3-     "    21,  " 

Apl.  25,  " 

4 

4.  Aug.  24,  " 

Aug.    7,  " 

4 

5.  Oct.  20,  " 

"     14,  " 

3 

~    9  mos. 

6.     "      3,  " 

July     9,  " 

3 

"    9  « 

7.  Nov.  17,  " 

"     30,  " 

\ 

«    8  « 

8.  Dec.  29,  " 

"     II,  " 

U      g  U 

9.  Jany.  20,  " 

Aug.  10,  '* 
July    8.  » 

\ 

"6  "20 

10.      «    23,  " 

3 

"6  " 

Three  over  4  years;  5  over  3  years;  two  over  two  years.  Total, 
ten. 

schroeder's  cases. 


Date  Operation. 

Date  of  Report. 

Exemption. 

1.  May  1880. 

2.  Janv.  1881. 

3.  Dec.  1883. 

4.  May  27,  1884. 

5.  Oct.  17,  1885. 

6.  May   6,  1886. 

Mav  1884. 
Feby.  5,  1884. 
Dec.  1885. 
June  1891. 

July 

4  years.    Died  of  Apoplexy. 

3  " 

7  " 

5  ki    8  mos. 
5     "   2  H 

One  over  seven  years;  two  over  five  years;  one  over  four  years; 
one  over  three  years;  one  over  two  years.    Total,  six. 

winter's  cases. 

Date  Operation. 

Date  of  Report. 

Exemption. 

1.  March  26.  1886. 

2.  May     24,  1889. 

3.  June    14,  " 

4.  July      6,  '»« 

5-    M       17,  " 
6.    "      24,  tk 

Tune  1891. 
May 

June  22,  " 
July    4,  » 
"    30,  " 
"       7,  u 

5  yrs.  3  mos. 
2  " 
2  " 
2  " 
2  " 

One  over  five  years;  five  over  two  years.    Total,  six. 

kramer's  cases. 

Date  Operation. 

Date  of  Report. 

Exemption. 

Dec.      6,  1888. 
Jany.     18,  1889. 
March  23,  ** 
Apl.        4.  " 

Aug.   4,  1891. 
July    4,  " 

June  28. 

2  yrs.  8  mos. 
2    "6  " 

2        ^     u  4  over  2  years. 
2    "  2  '* 

Cohn,  one  case  1887;  recurred  1890;  two  years  exempt. 


Benchiser,  one  case;  four  years;  no  recurrence. 


20  Recurrence  observed  in  August. 


938 


President's  Address. 


Reichel,  one  case;  five  years,  no  recurrence.  In  all  sixty-three 
cases 

Over  eight  years,  Hoffmeir,  one  ;  over  seven  years,  Schroeder, 
one;  over  six  years,  Hoffmeir,  one.    Total,  three. 

Over  five  years,  Hoffmeir,  three  ;  Winter,  one;  Schroeder,  two; 
Reichel,  one.    Total,  seven. 

Over  four  years,  Olshausen,  six;  Hoffmeir,  five;  Thorn,  three; 
Schroeder,  two;  Benchiser,  one.    Total,  seventeen. 

Over  three  years,  Olshausen,  eight;  Thorn,  five;  Hoffmeir, 
one;  Schroeder,  one.    Total,  fifteen. 

Over  two  years,  Winter,  five  ;  Kramer,  four ;  Olshausen,  six  ; 
Cohn,  one;  Schroeder,  one;  Thorn,  two.    Total,  nineteen. 

Over  one  year,  Olshausen,  two.   Total,  two.   Total,  sixty-three. 

Olshausen  reported  at  the  International  Congress  in  Berlin,  in 
1890,  163  cases  of  hysterectomy  for  cancer  at  the  University  Wo- 
man's Klinic  from  May  1,  1887  to  May  1,  1890 — twenty-two  or 
13.5  per  cent.  died.  After  two  years  forty  were  living,  but  of  the 
entire  number  who  escaped  death  in  the  operation  (151)  only 
nineteen  of  them  were  free  from  recurrence. 

Of  his  earlier  operations,  thirty-nine  in  number,  from  April, 
1 88 1  to  April  1887,  six  were  then  living  and  free  from  relapse.  One 
after  three-and-a-half  years;  one  after  four  years;  one  after  seven 
years;  two  after  eight  years,  and  one  after  nine  years.  In  exhibit- 
ing the  uterus  taken  from  the  last  named  patient  he  said,  this  is  the 
longest  time  that  has  elapsed  after  operation,  without  recurrence. 

Thus  in  the  space  of  three  years  no  less  than  one  hundred  and 
sixty-three  hysterectomies  were  performed  in  one  institution,  and 
at  the  expiration  of  two  years  there  were  but  forty  living,  nineteen 
without  recurrence  and  twenty-one  doubtless  much  worse  than  if 
they  had  never  ran  the  gauntlet  of  hysterectomy. 

Exhibits  like  these,  and  statistics  are  full  of  them,  cannot  be 
but  discouraging  to  our  advanced  and  exclusively  modern  gynae- 
cologists. If  like  results  were  generally  known  to  attend  the  treat- 
ment, medical  or  surgical,  of  any  other  malady,  it  were  better  that 
its  victims  should  bear  the  ills  they  have,  or  trust  to  "the  faith 
cure."  In  a  business  point  of  view  it  is  certainly  disheartening 
to  the  advocates  of  home  industry  in  this  particular  line,  and  it 
behoves  our  radical  advance-guards  to  look  to  their  coveted  laurels. 
Up  to  now,  their  best  efforts  have  been  put  forward  in  scouring  the 
country  for  material  wherewith  to  break  the  record,  and  in  some 
individual  instances  with  considerable  promise  of  success.  Fail- 
ure, however,  if  it  should  come,  would  be  most  disastrous;  during 
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their  eager  pursuit  for  notoriety,  the  whole  business  might  become 
to  say  the  least  unpopular,  each  hysterectomist  might  find  him- 
self in  the  position  of  Shakspeare's  swarthy  Venetian:  his  first, 
second  or  third  series  of  ten,  fifty  or  one  hundred  operations,  on 
paper,  might  spoil  on  his  hands;  or,  like  an  off-style  article  of 
ladies'  head-wear,  become  such  a  drug  in  the  market  that  no 
amount  of  professional  advertising  would  enable  him  to  turn  such 
wares  to  profitable  account. 

Per  contra  Kaltenbach  (Halle)  tested  the  credulity  of  his  audi- 
ence at  the  same  time  by  stating  that  he  had  but  two  deaths  in 
eighty  operations.  A  phenomenal  experience  truly,  but  an  equally 
delusive  and  dangerous  precedent,  as  the  following  tables  will 
show. 


Name. 


1.  Olshausen 

2.  Kaltenbach 

3.  Leopold  .  .  . 

4.  Martin  «... 

5.  Hoffmeir. .  . 

6.  Fritsch 

7.  Schroeder. 

8.  Gusserow.  . 

9.  Schauta. .  .  . 

10.  Zayaitzki  . 

11.  Bouilly 

12.  Terrier 

13.  P.  Second. . 

14.  Sanger  


Which  gives  an  average  of  over  14.5  per  cent. 


BRITISH  OPERATIONS. 


Name 

Operations. 

Primary  Deaths. 

1. 

42 

5 

2. 

Purcell    

11 

4 

3- 

11 

4- 

5- 

2 

6. 

Cullingworth  

4 

7- 

Lawrabon  

2 

8. 

Nesbitt  

1 

74 

15,  over  20  per  cent. 

21  Quoted  by  Ott,  Annals  de  Tocologie,  Paris,  1889,  xxxii,  pp.  241-271,  and 
327-334- 
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AMERICAN  OPERATIONS. 


Name. 


Price  

Boldt  

Cushing  

Coe  and  Hunter  

Byford,  Martin  and  Nelson 

Krug    

Reamy   

Wylie  

Eastman  

Reed  

Polk  

Montgomery  

Winning  

1 6  operators. 


Deaths. 


34,  over  13  percent. 


Operators. 

Operations. 

Deaths  . 

Per  Cent. 

European  (continental).. 

944 

137 

14.5 

British  

1 

74 

15 

20. 

16 

255 

34 

13- 

Total 

38 

1273 

186 

14.6 

Further  comment  on  these  statistics,  even  did  time  permit, 
would  seem  to  be  uncalled  for.  They  speak  for  themselves,  and, 
in  my  opinion,  so  emphatically,  that  "  they  who  run  may  read." 

The  lessons  which  they  teach  are  plain  and  of  vital  importance, 
and  the  following  concisions,  essentially  those  arrived  at  by  Dr. 
Jackson  five  years  ago,  would  seem  to  me  to  be  fully  substan- 
tiated by  the  array  of  glaring  though  distorted  clinical  facts  here 
presented. 

1.  The  ambiguous  manner  in  which  the  statistical  tables  of 
vaginal  hysterectomy  have  been  constructed  is  so  misleading  and 
in  some  instances  so  suggestive  of  erroneous  inferences,  as  to  ren- 
der their  compilers  open  to  a  charge  of  suppressio  veri  or  saggestio 
falsi. 

2.  Any  operation  known  to  be  attended  or  followed  by  an 
average  primary  mortality  of  over  fourteen  per  cent,  in  the  hands  of 
the  most  experienced  surgeons,  is  a  grave  and  a  dangerous  one, 
and  demands  for  its  justification  a  large  percentage  of  permanent 
cures. 
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3.  The  frequency  and  rapidity  with  which  recurrence  takes  place 
after  vaginal  hysterectomy  for  cancer,  even  when  the  disease  has 
appeared  to  be  limited  and  circumscribed,  prove  conclusively  that 
it  can  lay  no  just  claim  to  this  essential  feature. 

4.  As  the  average  period  of  life  in  cancer  of  the  uterus,  when 
not  operated  upon,  is  not  less  than  two  years,  but  often  more, 
suffering  has  not  been  lessened  but  aggravated,  and  life  has  not 
been  prolonged,  but  shortened,  in  the  vast  majority  of  all  cases 
thus  far  subjected  to  vaginal  hysterectomy. 

5.  As  in  twenty-eight  cases  of  vaginal  hysterectomy  for  cancer 
of  the  fundus  at  the  Berlin  Klinik,  no  less  than  seven  died  from 
recurrence  within  twelve  months,  the  grounds  on  which  some 
have  conceded  to  this  operation  even  a  limited  field  are  incon- 
sistent with -facts,  and  therefore  not  tenable. 

6.  As  the  operation  is,  in  many  respects,  more  dangerous  than 
the  disease  for  which  it  is  undertaken,  and,  as  the  majority  of  all 
patients  afflicted  with  uterine  cancer  would  live  longer  without 
than  with  it,  it  is  not  safe  nor  a  useful  operation  and  as  such  is  un- 
justifiable. 

7.  On  several  occasions  during  the  past  twenty  years,  and  more 
particularly  in  a  paper  read  before  this  society  three  years  ago, 
ample  and  convincing  proof,  clinical  and  statistical,  was  presented, 
as  to  the  claims  and  unique  characteristics  of  the  electric  cautery 
in  the  treatment  of  uterine  cancer,  and  further  observation  has 
been  more  than  confirmatory  of  opinions  then  advanced. 

8.  Amputation  of  a  cancerous  cervix  by  the  cautery  knife  is 
free  from"'  danger,  a  safeguard  against  all  infection,  traumatic  or 
septic,  and,  what  is  of  still  greater  importance,  it  is  destructive  to 
latent  cancer-cell  proliferation  in  tissues  far  beyond  the  line  of 
incision;  hence,  much  more  is  comprised  in  the  operation  than  the 
mere  removal  of  a  part  or  parts  more  actively  involved  in  the  work 
of  destruction. 

9.  Any  method  of  operating  for  which  advantages  so  vital  and 
so  far-reaching  can  be  claimed  and  established,  and  which  thus 
distinguish  it  from  all  others,  renders  its  adoption  on  the  part  of 
those  who  undertake  to  operate  for  cancer  of  the  uterus  no  less 
than  a  moral  obligation. 

I  have  often  been  asked  to  explain  what  at  first  thought  ap- 
peared to  be  a  transparent  incongruity,  namely,  why  better  results 
should  follow  or  be  claimed  for  amputation  of  a  cancerous  cervix 
by  galvano- cautery,  than  for  the  same  operation  by  other  means, 
or,  above  all,  the  entire  extirpation  of  the  entire  uterus  by  any  of 
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the  methods  ordinarily  resorted  to.  At  first  I  could  do  little  more 
than  to  point  to  clinical  facts  and  venture  to  surmise  that  coinci- 
dent with  either  of  the  latter  surgical  procedures,  there,  might  take 
place  a  traumatic  infection  in  parametric  tissues,  which,  though 
apparently  healthy,  were,  in  all  probability,  already  predisposed 
in  some  especial  manner  to  pathological  changes.  Increased 
experience  in  the  treatment  of  uterine  cancer  by  galvano-cautery 
renders  it  more  than  probable  that  this  will  be  found  to  be  the  only 
rational  hypothesis,  and  one  which  is  strongly  fortified  by  clinical 
observation. 

Moreover,  I  am  of  the  opinion  that  in  the  parametric  tissue  of 
many  cancerous  uteri,  and  much  beyond  what  might  seem  to  be 
the  limit  of  disease,  there  exists  some  morbid  cell  changes  due  to 
faulty  nutrition,  or  cancer  germs,  in  so  undeveloped  a  state  as  to 
be  inappreciable  even  by  the  aid  of  the  most  powerful  microscope. 
Under  such  circumstances  there  is  surely  nothing  unreasonable  in 
surmising  that  cell  proliferation,  hitherto  slow,  or  almost  dormant, 
would  be  hastened,  and  that  formative  processes,  so  responsive  to 
any  kind  of  irritation,  would  be  roused  into  active  life  through  the 
traumatic  stimulus  of  an  operation,  and  the  exposure  of  more  or 
less  extensive  raw  surfaces.  On  the  other  hand,  in  the  progress  of 
an  amputation  by  cautery,  and  where  the  heated  knife  is  so  long 
and  repeatedly  applied,  (for  such  operations  must  be  slow)  the 
effects  of  the  heat  on  outlying  structures  may  be  imagined  by  the 
shriveled  and  comparatively  small  size  of  what  had  been,  before 
operation,  a  voluminous  cervix.  In  no  other  manner  do  I  think  it 
possible  to  explain  certain  phenomena  following  these  operations 
by  galvano-cautery,  e.  g.,  (i)  absence  of  fever  and  almost  all  pain, 
pelvic  or  peritoneal;  (2)  the  almost  universal  immunity  of  the  scar 
tissue  after  cauterization,  from  secondary  attack  in  the  event  of 
recurrence  of  the  disease,  and  (3)  in  the  case  of  relapse,  the  long 
respite  obtained  from  reappearance  of  the  disease  in  remote  parts, 
even  in  the  more  unpromising  cases  of  undoubted  circum-uterine 
infiltration. 

In  conclusion,  I  feel  that  I  owe  you  an  apology  for  trespassing 
to  so  unusual  a  degree  on  your  kindness  and  patience.  My  aim 
has  been  to  arrive  at  some  reasonable  and  truthful  interpretation  of 
the  statistics  of  hysterectomy,  and  at  the  same  time  to  urge  the 
claims  of  a  method  of  treating  uterine  cancer,  which,  I  believe, 
has  not  received  that  consideration  to  which  it  has  for  many  years 
been  proved  to  be  entitled. 
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It  is  a  matter  for  regret,  and  a  source  of  surprise  to  many,  that 
while  European  authorities  have  not  failed  to  chronicle  from  time 
to  time  certain  facts  connected  with  the  treatment  of  uterine  cancer 
by  galvano-cautery,  as  observed  and  duly  recorded  in  this  country, 
some  of  our  American  authors,  unmindful  of  their  obligations,  have 
assumed  the  responsibility  of  withholding  from  their  readers  almost 
everything  of  consequence  connected  with  the  subject.  The  caus- 
tic remarks  of  a  medical  friend  in  noticing  this  unaccountable 
omission,  though  severe,  can  hardly  be  said  to  be  much  out  of 
place.  He  writes  me  as  follows:  "  Any  author  who  wilfully  sup- 
presses some  of  the  most  important  facts  in  current  literature,  and 
bearing  on  a  subject  which  he  presumes  to  discuss,  displays  a  reckless 
disregard  for  his  own  reputation,  as  well  as  for  the  opinions  and  rights 
of  others."  .. 

ilThe  musty  records  of  Braun  and  Schroeder  may  savor  of  ancient 
history,  but  leavened  with  a  passing  reference  to  the  more  modern  views 
of  Kearny  and  Baker,  just  for  appearance  sake,  the  subject  will  have  been 
dealt  with  in  a  sufficiently  exhaustive  manner  to  meet  all  reasonable  demands 
of  the  American  reader  and  the  American  market.  1 0  Tempora  I  0 
Mores  /"' 

But,  my  friends,  it  is,  I  regret  to  say,  the  besetting  passion  of 
the  time  in  society  discussions,  scientific  papers,  and  even  in  more 
or  less  but  usually  more  pretentious  works,  to  so  trade  on  the 
opinions  of  foreign  writers,  that  it  would  seem  as  if  gynaecology 
had  forfeited  its  right  to  "  a  local  habitation  and  a  name,"  in  this 
great  republic  of  the  west.  Indeed,  at  the  present  day,  it  would 
seem  as  if  nothing  in  the  way  of  reckless  surgery  could  be  too 
impracticable  or  too  absurd  for  commendation  and  imitation  when 
permissible,  provided  it  emanate  from  some  "  professor"  however 
obscure  if  only  hailing  from  some  university  town  in  Europe. 

Is  it  not,  I  submit,  quite  time  that  this  unpardonable  syco- 
phancy, this  pitiable  servility,  should  cease  to  offend  the  intelli- 
gence, common  sense,  and  patience  of  the  bulk  of  our  profession  ? 
Aping  erudition  is  surely  no  proof  of  merit.  There  was  a  time, 
and  it  is  not  so  very  long  ago,  when  it  was  not  uncommon  to  hear 
America  referred  to  as  the  birthplace  of  advanced  and  progressive 
gynaecology,  and  when  the  gifted  and  lamented  Sims  and  our 
distinguished  Fellow,  Emmet,  were  demonstrating  to  the  world  the 
curability  of  ailments,  which,  untiFtheir  time,  were  deemed  beyond 
the  resources  of  art.  Nevertheless,  at  that  very  epoch,  and  as  if 
oblivious  to  ail  this,  articles  on  the  accidents  of  parturition  con- 
tinued to  be  written,  and  text-books  published  for  a  considerable 
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time,  without  note  or  comment  on  matters  with  which  all  here  hao" 
been  long  familiar.  As  a  noteworthy  example,  about  twenty  years 
ago  the  late  Professor  Charles  Budd  amused  some  members  of  the 
Obstetrical  Society  of  New  York,  by  stating-  as  part  of  his  expe- 
rience on  visiting  a  large  metropolitan  hospital  in  Europe  the  pre- 
vious season,  that  he  saw  the  surgeon  on  duty  displaying  his  skill 
before  a  class  by  rubbing  the  edges  of  a  vesico-vaginal  fistula  with 
a  stick  of  nitrate  of  silver.  At  the  same  time  we  were  probably 
extolling  and  practicing  Freund's  operation,  or  Nussbaum's  method 
of  exploring  the  abdominal  viscera  by  a  hand  and  arm  forced 
through  the  rectum.  Indeed,  nearly  ten  years  elapsed  before  the 
most  important  of  the  beneficent  fruits  of  Sims'  genius  could  be 
said  to  be  appreciated,  and  even  now  some  of  our  European  idols, 
in  return  for  our  worship,  would  fain  belittle,  and  through  misrep- 
resentation of  its  author's  explicit  views  and  directions,  condemn 
one  of  the  most  valuable  operations  in  the  whole  field  of  minor 
gynaecology.  I  refer  to  Emmet's  operation  for  laceration  of  the 
cervix. 

Let  it  not  be  imagined  that  this  outspoken  reference  to  a  deli- 
cate subject  springs  from  any  illiberal  spirit.  Far  be  it  from  me  to 
detract  from  the  well-deserved  fame  of  illustrious  European  gynae- 
cologists, to  whose  labors  and  original  investigations  we  owe 
much;  but  while  admiring  the  verdure  of  far-off  fields  let  us  cease 
to  act  as  if  our  own  were  a  barren  waste.  Medical  science  in  all 
its  departments  must  necessarily  be  cosmopolitan  in  the  widest 
sense.  Hence,  on  matters  professional,  we  should  be  actuated  by 
no  selfish  consideration,  wedded  to  no  hobby,  faction,  clique  or 
country,  swayed  by  no  predilection,  and  influenced  by  no  preju- 
dice, but  sink  every  inferior  motive  before  the  main  object,  Prin- 
ciple. Let  truth,  honor,  candor  and  liberality  be  the  only  stepping 
stones  to  the  genuine  dignity  and  nobility  of  our  calling.  Pros 
Pyriosve  mihi  nullo  discrimine  agetw. 
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EDITORIAL. 

THE  AMERICAN  GYNECOLOGICAL  SOCIETY. 

The  recent  annual  proceedings  of  this  society  were  held  for  the 
first  time  in  Brooklyn,  on  the  20th,  21st  and  22d  of  September. 
That  part  which  holds  our  kindliest  memories  was  the  unvarying 
and  universal  hospitality  of  the  resident  members  and  of  the 
several  medical  societies  of  Brooklyn.  Not  only  were  the  numer- 
ous luncheons,  dinners  and  receptions  very  elaborate,  but  they 
were  marked  by  a  spontaneous  cordiality  and  good  fellowship 
which  added  tenfold  to  the  material  enjoyment  of  their  guests. 
Not  a  little  praise  is  due  to  the  executive  ability  shown  by  the 
various  committees,  composed  for  the  most  part  of  the  younger 
physicians,  in  handling  so  large  a  body  of  men.  They  were  un- 
tiring and  tactful  in  the  discharge  of  their  duties,  and  consequently 
cheerfulness  and  good  humor — those  generally  necessary  qualities 
of  the  guest  at  such  large  affairs,  were  here  merely  ornamental 
appenages  of  good  digestion.  Dr.  Skene  and  Dr.  Byrne  undoubt- 
edly added  hosts  of  friends  to  their  already  burdened  lists  by  the 
delightful  manner  in  which  they  won  their  right  to  be  long  remem- 
bered as  the  representatives  of  a  most  enjoyable  social  reunion. 

The  meeting  was  especially  memorable  also  for  the  variety  and 
excellence  of  the  papers  presented  and  for  the  directness  and 
incisiveness  of  the  discussion  provoked.  In  another  place  we 
print  an  abstract  of  the  entire  proceedings  and  we  regret  our 
inability  here  to  refer  to  the  many  excellent  papers  among  which 
one  by  Dr.  Polk  and  another  by  Dr.  Baer  held  conspicuous  places. 
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We  have  but  space  to  call  our  readers'  attention  to  one  by  Dr. 
Robert  P.  Harris,  of  Philadelphia,  on  "  Symphysiotomy  "  and  that 
by  Dr.  Boldt,  of  New  York,  on  total  extirpation  of  the,  cancerous 
uterus.  So  opportune  was  their  discussion  that  we  cannot  forbear 
some  special  reference. 

The  former  on  "Symphysiotomy"  for  contracted  pelvis  presented 
a  strong  case.  It  was  undoubtedly  a  surprise  to  many  to  hear  so 
forcible  a  plea  made  for  this  procedure  by  an  American.  While 
the  Italians  have  claimed  remarkable  results  for  several  years,  its 
rejection  in  this  country,  long-  before  its  revival  in  Europe,  was  so 
decided  that  it  has  until  very  recently  excited  little  interest  among 
American  obstetricians. 

Less  than  half  a  decade  ago  there  was  not  a  college  in  the 
land  which  did  not  teach  its  students  to  reject  this  operation  as 
fatuous  and  cruel.  Yet  now  the  testimony  has  been  great  and 
wide-spread  and  steadily  augmenting  for  nearly  ten  years  as  to  its 
usefulness,  the  ease  of  its  performance  and  of  the  humanity  of  its 
results.  It  would  be  odd,  indeed,  if  the  fate  of  this  operation  proved 
to  be  that  of  the  "stone  rejected  by  the  builder."  As  an  escape 
from  foeticide  by  craniotomy  on  the  one  hand  and  from  Csesarean 
section  with  its  difficulty  and  mortality  on  the  other,  it  must  offer 
a  tempting  relief  to  ail  obstetricians.  While  the  matter  is  still  sub 
judice  at  least  in  this  country,  the  discussion  of  Dr.  Harris'  paper 
was  animated  and  generally  favorable.  Especially  important  were 
the  remarks  of  Dr.  Lusk  whose  prominence  in  his  specialty  of 
obstetrics  lent  great  weight  to  the  presumptive  value  of  this  oper- 
ation. 

The  other  paper  referred  to  which  provoked  very  free  and 
decided  discussion  was  a  very  able  and  scientific  plea  for  uterine 
extirpation  for  cancer  of  any  part  of  that  organ.  Dr.  Boldt's  argu- 
ments were  answered  by  the  exponents  of  "  high  amputation  "  and 
of  the  electro-cautery.  Of  the  many  able  and  prominent  combat- 
ants in  this  three-cornered  duel,  the  three  whose  names  are  more 
especially  associated  with  the  several  procedures  were  Dr.  Polk, 
of  New  York,  Dr.  Baker,  of  Boston,  and  Dr.  John  Byrne  the  presi- 
dent of  the  society. 

Dr.  Polk  who  gladly  endorsed  complete  uterine  extirpation  in 
all  cases  of  cancer  dwelt  upon  the  strongest  point  in  Dr.  Boldt's 
argument,  viz. :  the  microscopic  evidence  in  a  number  of  Dr. 
Boldt's  own  cases  and  in  the  cases  of  others  quoted  of  several  dis- 
tinct and  independent  nidi  of  cancer  in  widely-separated  parts  of 
the  same  organ.    If  this  were  always  the  case  or  even  commonly 
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so,  there  could  be  no  further  discussion  of  the  subject,  but  this  Dr. 
Boldt  did  not  attempt  to  prove  nor  could  he  better  the  mortality 
record  in  this  operation  which  under  the  best  of  circumstances  is 
great. 

The  field  was  then  taken  by  Dr.  Baker  who,  while  granting  the 
great  usefulness  of  extirpation  of  the  uterus  in  many  cases  whose 
indications  he"  presented,  proved  that  the  high  amputation  method 
in  other  cases  offered  advantages  both  in  regard  to  mortality  and 
in  suiting  the  means  to  the  end  which  were  denied  to  the  former 
operation. 

Finally,  it  was  offered  on  the  part  of  the  electro-cautery  that  it 
removed  the  diseased  parts  more  efficaciously  and  that  neither  of 
the  other  operations  could  compare  with  it  in  the  matter  of  favor- 
able statistics  both  in  its  immediate  results  and  in  its  after-effects. 
The  debate  was  spirited  but  unconvincing.  There  are  many 
elements  which  enter  into  this  question  and  which  we  fear  will 
long  keep  it  an  open  one. 

A  very  good  plastic  surgeon  is  rarely  an  equally  good  laparoto- 
mist,  while  the  man  who  carves  his  way  to  fame  through  the  belly 
is  apt  to  be  a  bungler  in  plastic  work.  Both  these  are  apt  to  be 
tyros  in  the  knowledge  and  use  of  the  electro-cautery,  in  whose 
constant  employment  only  seems  to  lie  any  feeling  of  certainty  on 
the  part  of  the  operator  as  to  the  depth  of  a  contemplated  eschar 
and  the  ability  to  distinguish  doubtful  tissue  from  that  which  is 
unaffected,  after  the  operation  has  progressed.  Certain  thoughts 
come  out  of  the  above  facts  such  as  the  vast  importance  attached 
by  the  plastic  surgeon  to  "  union  by  first  intention  "  after  all  opera- 
tions upon  erectile  tissue,  the  difficulty  of  the  especial  laparotomist 
and  advocate  of  the  electro-cautery  in  obtaining  this  result  and 
their  consequent  indifference  to  its  importance.  It  is  likewise 
ineradicable  in  the  mind  of  the  plastic  surgeon  that  scar-tissue — 
the  result  of  healing  by  granulation — forms  the  very  best  incentive 
to  the  local  development  of  cancer.  Another  cause  of  mental 
divergence  and  uncertainty  is  the  painful  fact  that  no  two — let  us 
say  three — microscopists  seem  able  to  agree  upon  a  verdict  when 
we  submit  suspected  tissue  to  their  judgment.  In  view  of  this  fact 
only  can  we  understand  the  remarkable  statistics  contradictory  of 
each  other  offered  by  all  three  classes  of  operators.  Indeed  cancer- 
ous statistics  to-day,  especially  when  favorable,  are  more  inducive 
of  uncertainty  in  uprejudiced  minds  than  the  want  of  them.  Let  us 
repeat  that  when  the  advocates  of  uterine  extirpation  have  clearly 
proved  that  cancer  generally  or  even  often  sprouts  from  several 
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independent  and  coincident  points  of  origin,  they  will  have  imme- 
diately won  the  field. 

All  three  methods  are  useful  and  interchangeable  under  given 
circumstances.  It  is  the  wise  surgeon  who  recognizes  the  indica- 
tions in  a  particular  case  which  call  for  the  use  of  one  of  these 
methods,  nor  will  he  grant  the'  possible  exclusion  of  any  of  them 
— at  least  with  our  present  knowledge. 


REVIEWS. 

The  Science  and  Art  of  Midwifery.    By  William  Thompson  Lusk, 
A.M.,  M.D.,  New  York,  D.  Appleton  &  Co. 

It  is  gratifying  evidence  of  progress  in  this  department  of  medi- 
cine that  a  treatise  which  in  1885  represented  the  most  advanced 
obstetrical  teachings  of  that  date  has  to  be  almost  entirely  rewritten 
in  1892.  Such  as  we  learn  from  the  preface  has  been  the  experi- 
ence of  Dr.  Lusk's  midwifery.  From  the  time  of  its  first  pub- 
lication Dr.  Lusk's  work  has  been  accepted  as  the  leading 
American  text-book  in  obstetrics,  and  this  position  has  been 
strengthened  with  each  succeeding  edition.  The  present  edition, 
which  is  the  fourth,  bears  evidence  of  painstaking  revision  in 
every  chapter,  and  the  book  comes  to  us  as  a  new  work.  The 
revision  reaches  to  the  manner  as  well  as  the  matter,  and  the 
subject  is  better  taught  than  in  preceding  editions;  the  teaching 
qualities  of  the  book  have  been  improved.  Even  the  anatomy  and 
physiology  have  been  rewritten.  Marked  alterations  are  noted  in 
the  chapters  on  the  physiology,  mechanism  and  management  of 
normal  labor. 

No  subject  has  undergone  a  greater  revolution  in  recent  years 
than  the  anatomy  and  treatment  of  extra-uterine  gestation.  With 
most  authorities  Dr.  Lusk  believes  that  ectopic  pregnancy  is  almost 
uniformly  of  tubal  origin.  The  occurrence  of  primary  abdominal 
pregnancy  he  regards  as  possible  but  doubtful.  Ovarian  pregnancy 
on  the  other  hand,  he  accepts  as  apparently  proven.  Electricity  is 
endorsed  for  the  treatment  of  ectopic  gestation  in  the  first  three 
months. 
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Just  tribute  is  paid  to  Sanger  as  the  founder  of  the  modern 
Cesarean  section,  and  to  our  own  countryman,  Harris,  for  the 
recently  improved  results  of  the  obstetric  surgery  of  the  abdomen. 
With  a  skilled  operator  and  all  conditions  favorable  the  prognosis 
of  the  improved  Caesarean  operation  the  author  thinks  is  hardly 
doubtful.  He  believes  the  time  is  not  far  distant  when  it  will  be 
possible  to  substitute  Caesarean  section  for  craniotomy  in  all  cases 
"  in  which  the  pelvic  contraction  is  sufficient  to  prevent  the  birth 
of  a  full  term  living  child  by  the  natural  passages." 

Of  laparotomy  in  puerperal  peritonitis  the  author  says  favorable 
results  are  to  be  expected  when  the  peritonitis  depends  on  localized 
disease,  such  as  pus  collections  or  gangrenous  conditions  of  the 
tubes  and  ovaries.  "  The  idea  of  accomplishing  good  by  washing 
out  the  peritonaeum  in  lymphatic  peritonitis  is  chimerical." 

A  remark  in  the  preface  to  the  effect  that  the  writer  has  en- 
deavored ' '  to  interweave  aseptic  precautions  with  all  branches  of  the 
obstetric  art  without,  however,  insisting  upon  pedantic  measures 
which  experience  has  shown  to  be  needless,"  must  not  be  taken  as 
evidence  of  a  lukewarm  belief  in  antisepsis.  One  has  but  to  read 
any  practical  portion  of  the  work,  especially  the  masterly  treatment 
of  the  aetiology  and  prophylaxis  of  puerperal  fever,  to  be  convinced 
that  Dr.  Lusk  takes  no  doubtful  stand  on  this  question. 

Very  few  typhographical  errors  are  noted,  one  of  which  is  per- 
haps worth  mention.  The  strength  of  the  normal  salt  solution  for 
intravenous  infusion, is  limited  to  five  or  six  grains  to  the  pint  in- 
stead of  ounce  as  was  doubtless  intended. 

The  mechanical  execution  of  the  book  including  the  illustra- 
tions several  of  which  are  from  Farabeuf  and  Varnier  is  of  the 
highest  order  and  altogether  the  work  is  one  in  which  the  Ameri- 
can profession  may  justly  feel  renewed  pride.  C.  J. 


AMERICAN  GYNAECOLOGICAL  SOCIETY. 
Sixteenth  Annual   Meeting  held  in  Brooklyn. 
September  20,  21,  and  22,  iSp2. 

FIRST  DAY  SEPTEMBER  20TH. 

The  President,  Dr.  John  Byrne,  of  Brooklyn,  called  the  meet- 
ing to  order,  at  10  a.m. 

The  Secretary,  Dr.  Henry  C.  Coe,  of  New  York,  called  the  roll. 
The  following  were  among  the  invited  guests  of  the  society: — 
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Drs.  Z.  T.  Emery,  L.  Grant  Baldwin,  F.  A.  Jewett,  Walter  B. 
Chase,  J.  Riddle  Goffe,  William  R.  Pryor,  F.  H.  Stewart,  J.  E.  Lang- 
staff,  A.  Ross  Matheson,  Ernest  W.  Cushing,  of  Boston;  W.  J.  Cor- 
coran, J.  H.  Raymond,  F.  D.  Bailey,  Andrew  Otterson,  Ernest 
Palmer,  Harry  Byrne,  T.  A.  York,  A.  Lapthom  Smith,  of  Montreal; 
L.  A.  Pierson,  D.  W.  Waugh,  Isaac  H.  Barber,  R.  H.  Pomeroy,  T. 
M.  Lloyd,  J.  McMannus,  W.  E.  Sullivan,  H.  B.  Delatour,  E.  A. 
Day,  A.  Sparks,  G.  D.  Barney,  E.  H.  Bartley,  Eugene  Beach. 

Dr.  Charles  Jewett,  of  Brooklyn,  delivered  the  address  of  wel- 
come.   He  said  : 

Fellow  members  of  the  American  Gvncecological  Society  ; 

Brooklyn  gives  you  a  cordial  greeting,  the  resident  Fellows  of  the 
Brooklyn  Gynaecological  Society,  the  Medical  Society  of  the  County 
of  Kings,  and  the  general  profession  of  the  city  all  bid  you  welcome. 
Their  welcome  is  all  the  warmer  since  this  is  the  first  time  that  our 
city  of  nearly  a  million  people  has  had  the  honor  of  your  presence 
as  a  Society  within  our  borders.  The  resident  Fellows  gladly  em- 
brace the  opportunity  to  reciprocate  the  hospitalities  that  they  have 
many  times  received  at  your  hands  in  other  cities.  The  profession 
of  Brooklyn  hail  the  privilege  of  meeting  in  person  men  so  long 
known  to  them  by  their  works.  Every  one  I  am  sure  will  strive  to 
make  your  stay  amongst  us  as  agreeable  to  you  as  it  will  be  profit- 
able to  us.  I  again  bid  you  welcome  to  the  hospitalities  of 
Brooklyn. 

The  first  paper  on  the  programme  was  entitled, 

PERIODICAL  INTERMENSTRUAL  PAIN. 
By  Chauncey  D.  Palmer, 

Cincinnati,  Ohio. 

This  paper,  which  was  on  a  subject  treated  of  by  him  in 
an  article  published  last  March.  He  had  seen  and  had  under  his 
care  for  months  at  a  time  within  the  last  twelve  years  five  to  six 
cases  distinctly  pronounced,  of  what  he  would  call  periodical  inter- 
menstrual pain.  The  symptomatology  was:  At  a  certain  time 
following  menstruation,  generally  about  the  middle  of  the  inter- 
menstrual period,  there  had  been  attacks  ,of  pelvic  pain,  located 
in  either  ovarian  region,  sometimes  on  one,  and  again  on  the  op- 
posite side.  These  pains  varied  in  severity  and  duration,  were 
usually  short,  usually  intermittent,  came  on  at  night  as  well  as 
during  the  day,  continued  from  two  to  nine  days,  were  uninfluenced 
by  bodily  movement,  were  unattended  by  febrile  phenomena. 
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The  literature  of  the  subject  was  limited  but  it  had  been  written 
upon  briefly  by  Oldham,  Olshausen,  Tait,  Thomas  and  Munde, 
Pozzi,  H.  C.  Coe,  etc.  The  conclusions  arrived  at  by  the  author 
were:  (1)  Periodical  intermenstrual  pain  is  a  comparatively  rare 
disease.  (2)  The  disease  is  ovarian,  not  uterine.  (3)  It  is  an  oophori- 
tis or  peri-oophoritis,  or  both.  (4)  The  chief  underlying  exciting 
cause  of  these  attacks  of  pain  is  the  morbid  obstruction  to  the  ex- 
trusion of  the  contents  of  the  Graafian  follicles.  (5)  Many  other 
morbid  conditions  (uterine,  peri-uterine,  or  ovarian)  may  be  asso- 
ciated with  the  oophoritis,  but  their  presence  is  not  the  cause  of  the 
essential  symptoms.  (6)  Cure  is  effected  only  by  overcoming  the 
disease  of  the  ovary,  or  by  its  extirpation 

Dr.  William  H.  Baker,  of  Boston,  said  he  could  recall  a  certain 
number  of  cases  where  inter-menstrual  pain  had  been  an  exceedingly 
aggravating  difficulty  to  overcome.  He  agreed  with  Dr.  Palmer 
that  the  cause  of  these  pains  was  generally  of  ovarian  origin.  He 
thought  Dr.  Palmer  had  given  an  exceedingly  good  explanation  of 
the  disease  but  still  he  thought  he  would  go  a  step  further,  judging 
from  his  own  experience.  He  found  upon  the  removal  of  the 
uterine  appendages,  in  a  few  of  these  cases,  that  the  condition  of 
thickening  and  cord-like  condition  of  the  tube,  which  could  be  de- 
tected before  the  operation,  was  verified  on  their  removal.  He  had 
found  in  some  of  the  cases  benefit  from  local  extraction  of  blood 
from  the  uterus  by  means  of  leeches.  From  the  careful  description 
which  Dr.  Palmer  had  given,  the  speaker  thought  it  was  evident 
that  in  a  number  of  cases  it  would  be  necessary  to  remove  the 
ovaries. While  no  doubt  this  operation  has  been  much  overdone 
in  the  past,  yet,  he  believed,  that  we  were  in  danger  now  of  some- 
times withholding  it  where  it  should  be  resorted  to. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  said  there  had  been 
such  an  outcry  against  the  removal  of  the  appendages  for  conditions 
which  could  not  be  very  thoroughly  felt  or  determined  through  the 
vagina  by  manual  palpation,  that  he  thought  very  likely  the  pendu- 
lum had  swung  too  far  in  the  other  direction,  and  while  he  shared 
with  every  one  the  condemnation  of  unnecessary  removal  of  these 
organs,  he  was  quite  certain  that  in  some  cases  of  disease,  as  shown 
by  Dr.  Palmer,  that  the  ovaries  should  be  removed.  However, 
like  every  other  conservative  man,  he  believed  that  all  other  means 
should  first  be  tried  and  have  failed  before  the  removal  of  the  ap- 
pendages. Among  the  agents  which  should  first  be  tried  he  would 
recommend  electricity.  His  experience,  like  that  of  the  author, 
was  that  these  cases  were  not  very  common,  but  when  they  did 
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occur  they  gave  the  physician  a  great  deal  of  trouble  to  relieve. 
He  had  resorted  to  total  extirpation  in  only  one  instance  for  this 
condition,  and  there  the  relief  was  instantaneous. 

Dr.  Henry  C.  Coe,  of  New  York,  considered  the  subject  of  pelvic 
pain  an  intensely  interesting  one  because  of  its  practical  nature, 
and  because  it  is  the  only  thing  that  brings  the  patient  to  the  physi- 
cian. It  is  the  one  thing  which  the  physician  wishes  to  eliminate 
if  possible.  The  physician  should,  if  possible,  localize  the  pain  and 
determine  whether  it  is  ovarian,  tubal,  uterine,  or  simply  due  to 
general  depression  of  the  nervous  system.  He  believed  that  the 
pain,  in  the  class  of  cases  referred  to  in  the  paper,  was  a  complex 
one,  that  it  was  not  due  purely  to  intra-ovarian  trouble,  because  in 
many  of  these  cases  the  tubes  were  to  be  found  enlarged,  thickened, 
and  possibly  adherent,  accompanied  by  evidences  of  peri-oophori- 
tis,  and  the  pain  due  to  peri-oophoritis  or  localized  peritonitis,  is  of 
a  different  character.  This  pain  which  occurs  at  the  inter-menstrual 
period  has  not  the  same  neuralgic  element,  which  we  find  in  the 
pain  which  is  most  apt  to  be  called  forth  by  the  menstrual  con- 
gestion. 

The  speaker  referred  to  one  instance  in  which  the  patient  suf- 
fered a  great  deal  of  pain  and  upon  removal  of  the  ovary  it  was 
found  to  contain  a  nodule,  which  at  first  he  thought  was  bone,  but 
which  on  examination  under  the  microscope  proved  to  be  a  calcified 
Graafian  vesicle.  (See  New  York  Journal  of  Gynecology  and 
Obstetrics,  Feb.  1892.)  Evidently  in  this  case,  and  in  some  of  the 
cases  under  discussion,  the  pain  was  due  to  pressure.  Dr.  Coe  also 
remarked  upon  the  fact  that  some  operators,  who,  at  one  time, 
removed  a  great  many  ovaries,  now  seemed  to  show  themselves  a 
little  too  conservative,  and  perhaps  neglected  to  operate  where  the 
indications  pointed  to  that  method  of  treatment. 

Dr.  S.  C.  Gordon,  of  Portland,  Maine,  related  a  case  of  inter- 
menstrual pain,  in  which  other  means,  tried  during  a  course  of  three 
years  by  various  physicians,  had  failed.  He  removed  the  ovary 
and  found  it  hard  and  cord-like,  and  the  patient  was  relieved  of 
her  symptoms.  He  also  thought  in  regard  to  total  extirpation  of 
the  appendages,  that  the  pendulum  was  swinging  too  far  in  the 
direction  of  conservatism. 

Dr.  William  T.  Howard,  of  Baltimore,  did  not  think  that  the 
pendulum  was  swinging  too  far  in  the  direction  of  conservatism 
down  in  Baltimore.  He  cited  some  cases  in  which  the  operation 
of  total  extirpation  of  the  appendages  had  failed,  like  other  means 
previously  resorted  to,  to  give  relief  from  this  intermenstrual  pain. 
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He  doubted  the  possibility  of  diagnosticating  the  pathological  state 
in  the  ovary  by  palpation  in  many  instances,  because  the  organ 
might  not  beat  all  enlarged  or  to  the  touch  seem  different  from  the 
normal  ovary.  If  the  patient  were  under  an  anaesthetic,  which 
would  be  necessary  in  order  to  palpate  it,  of  course  the  element 
of  pain  could  not  be  determined. 

Dr.  Mathew  D.  Manx,  of  Buffalo,  had  recently  had  two  such 
cases  under  his  care  which  were  greatly  relieved  by  galvanism.  He 
could  find  absolutely  nothing  in  the  way  of  a  pathological  state  by 
examination.    The  uterus  was  also  normal. 

Dr.  H.  P.  C.  Wilson,  of  Baltimore,  said  that  in  his  experience 
inter-menstrual  pain  could  almost  always  be  located  in  the  ovaries 
or  thereabouts.  He  found  many  such  cases  where  the  uterus,  as 
far  as  could  be  determined,  was  perfectly  healthy.  He  had  thought 
in  some  instances  that  the  pain  was  due  to  the  remaining  conges- 
tion in  these  organs  after  the  uterus  had  ceased  to  pour  out  the 
menstrual  blood,  and  he  suggested  that  relief  could  perhaps  be  ob- 
tained by  depleting  the  uterus.  He  also  thought  that  other  methods 
should  first  be  tried  and  that  if  they  were  not  successful,  total  extir- 
pation was  justifiable.  He  thought  the  greatest  temporary  relief  was 
likely  to  be  obtained  from  galvanism.  He  had  had  a  few  cases  in 
which  laparotomy  had  not  been  successful  in  relieving  these  patients. 

Dr.  A.  Palmer  Dudley,  of  New  York,  believed  that  the  cause  of 
intermenstral  pain  was  due  to  changes  in  the  ovary,  but  he  did  not 
believe  in  taking  the  ovaries  out  on  that  account.  He  had  had  a 
certain  amount  of  clinical  experience  and  had  studied  the  subject 
for  a  number  of  years,  and  agreed  with  Dr.  Howard  that  it  was 
hard  work  to  make  a  diagnosis  in  such  cases,  especially  where  the 
ovary  is  not  enlarged.  He  had  tried  every  means  of  doing  this 
and  the  best  method  he  had  found  was  by  rectal  touch.  The  bowels 
should  be  thoroughly  cleansed  before  making  the  examination,  and 
any  one  making  the  examination  in  that  way  who  is  careful  to  pass 
the  finger  high  enough  into  the  rectum  to  touch  the  ovary  will  be 
able  to  feel  that  organ  and  determine  whether  it  is  tender  to  the 
touch,  without  the  necessity  of  an  anaesthetic.  When  Dr.  Dudley 
began  to  do  laparotomy  he  used  to  take  out  such  ovaries,  but  after 
he  had  had  a  considerable  experience  he  ceased  to  do  so.  He  had 
often  found  the  ovary  to  contain  cysts,  causing  pain  by  intra-ovarian 
pressure.  A  tube  might  be  displaced  in  some  cases.  Where  he 
formerly  removed  these  ovaries  he  now  excised  the  cyst  and  sewed 
the  cut  parts  together.  He  had  operated  in  nine  cases  in  this  manner 
for  the  relief  of  inter-menstrual  pain.    In  every  case  he  had  broken 
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up  all  the  adhesions  about  the  organ,  replaced  the  uterus,  if  dis- 
placed, punctured  the  cyst  and  ovary,  if  necessary  cut  a  portion  of 
the  cyst  away  and  sewed  the  two  remaining  portions  of  the  ovary 
together.  He  had  never  regretted  having  done  this  and  in  every 
instance  he  had  relieved  the  pain.  Of  the  nine  cases  some  had 
afterwards  become  pregnant. 

Dr.  H.  Marion  Sims,  of  New  York,  had  in  two  cases  operated  by 
total  extirpation  of  the  appendages,  and  the  patients  continued  to 
suffer  as  before,  and  by  urgent  request  of  the  patients  after  some 
time  he  re-opened  the  abdomen  to  discover  the  possible  cause,  and 
had  broken  up  some  adhesions,  and  in  one  instance  a  small  cyst 
enclosed  in  the  adhesions,  and  the  breaking  up  of  the  adhesions  re- 
lieved the  patient.  In  the  case  of  the  cyst,  it  was  of  course  evac- 
uated. 

Dr.  A.  Reeves  Jackson,  of  Chicago,  related  the  case  of  a  girl 
twenty-two  years  of  age  who  suffered  severely  for  years  during  the 
inter-menstrual  period.  She  was  treated  by  her  family  physician 
who  was  married,  while  the  girl  was  unmarried,  and  the  physician 
was  compelled  to  sit  up  with  her  at  night  and  administer  morphine 
at  certain  times.  His  wife  was  an  ignorant  woman  and  did  not 
understand  the  matter  and  made  trouble  for  him  and  finally  he  had 
to  consider  the  question  of  extirpation.  He  invited  Dr.  Jackson  to 
see  the  patient  with  him  and  finally  extirpation  was  performed,  but 
without  relief  to  the  patient.  The  attending  physician  was  com- 
pelled at  last  for  his  own  domestic  peace  to  cease  his  attendance 
on  the  patient  and  she  had  to  get  other  advice.  He  related  the  case 
to  show  that  even  after  all  other  means  have  failed  total  extirpation 
will  not  necessarily  save  a  case.  He  had  something  of  a  name 
himself  for  conservatism,  but  he  fully  agreed  that  in  many  instances 
of  this  kind  other  means  proving  entirely  unsuccessful,  one  was 
justified  in  removing  the  appendages. 

Dr.  A.  J.  C.  Skene,  of  Brooklyn,  believed  that  in  some  instances, 
although  a  permanent  cure  could  not  be  effected  by  treating  the 
uterus,  yet  treatment  directed  to  this  organ  would  give  temporary 
relief. 

Dr.  Palmer  closed  the  discussion. 
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Abstract  of  a  paper  entitled 
COMPLICATIONS  DURING  AND  AFTER  THE  OPERATION 
IN  A  FEW  RECENT  CASES  OF  ABDOMINAL  AND  PELVIC 
SURGERY. 

By  W.  H.  Wathen,  M.D., 

Louisville,  Ky. 

He  opened  this  paper  by  cautioning  the  young  men  in  the  pro- 
fession against  allowing  their  enthusiasm  to  lead  them  into  doing 
operations  which  might  or  might  not  redound  to  their  glory,  while 
proving  of  no  benefit  or  disastrously  to  the  patients  and  bringing 
discredit  upon  scientific  surgery.  The  cases  reported  from  his 
practice  of  the  past  year,  it  was  hoped,  might  teach  us  to  do 
better  work  by  learning  how  to  treat  complications  and  prevent 
accidents. 

The  first  case  was  that  of  a  woman  referred  to  him  by  a  surgeon 
in  Missouri,  with  a  diagnosis  of  pelvic  abscess  on  the  left  side.  In 
July,  1 89 1,  the  patient  had  begun  to  suffer  severely  in  the  left 
inguinal  region,  and  a  tumor  was  felt  in  the  left  side  of  the  pelvis 
extending  into  the  addomen.  After  several  weeks  the  pain  and 
fever  subsided  and  the  patient  thought  she  was  well,  until  in 
July,  1892,  she  had  a  recurrence  of  pain  and  fever  and  again 
noticed  the  tumor.  It  was  impossible  to  make  a  correct  diag- 
nosis, but  there  being  a  positive  necessity  for  laparotomy,  Dr. 
Wathen  opened  the  abdomen  August  20th,  found  the  omentum 
thick,  signs  of  extensive  chronic  peritonitis,  firm  adhesions;  tumor 
found  to  be  an  embedded  broad  ligament  cyst,  which  had  not  only 
unfolded  the  layers  of  the  broad  ligament  but  had  stripped  the 
peritonaeum  from  the  posterior  pelvic  wall  to  a  point  above  the 
sigmoid  flexure  of  the  colon,  separating  the  layers  of  the  meso- 
colon so  that  the  mesenteric  surface  of  the  bowel  was  attached  to 
the  thin  cyst  wall.  The  bowel  could  be  traced  on  the  anterior 
surface  of  the  tumor  over  the  right  side.  Uterus  enlarged  to  three 
times  its  normal  size,  peritoneal  covering  partly  separated,  ex- 
posing muscular  coat.  The  patient  made  an  uninterrupted  recovery. 

The  second  case  was  that  of  a  woman  who  had  had  pain  and 
pressure  in  the  region  of  the  uterus  for  six  months.  Dr.  Wathen 
felt  exudates  on  both  sides  of  the  organ  larger  than  an  orange.  He 
performed  exploratory  laparotomy,  and  a  band  of  omentum  nearly 
as  wide  and  thick  as  the  hand  was  found  attached  to  the  right 
broad  ligament  in  the  region  of  the  severe  pain.    It  was  ligated  in 
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two  places  and  divided.  The  enlarged  uterus  and  the  exudates 
in  the  broad  ligament  were  united  in  one  solid  malignant  mass. 
The  uterine  mass  had  insinuated  itself  under  the  sigmoid,  flexure. 
The  patient  has  since  had  no  pain  nor  fever,  but  the  ultimate  result 
naturally  would  be  fatal. 

The  third  case  proved  to  be  one  of  extensive  adhesions  from 
peritonitis,  which  had  probably  been  caused  some  time  before  by 
a  fall. 

The  fourth  case  proved  to  be  one  of  extra-peritoneal  abscess  of 
appendiceal  origin  in  the  right  inguinal  region,  although  the  appen- 
dix could  not  be  found.    The  patient  recovered. 

In  the  fifth  case,  in  which  he  extirpated  the  uterus  for  malignant 
disease,  the  nurse,  for  some  unknown  reason,  during  convales- 
ence  gave  a  vaginal  injection  of  bichloride,  1-2000,  which  pene- 
trated into  the  peritoneal  cavity,  notwithstanding  which,  however, 
the  patient  recovered. 

Abstract  of  a  paper  entitled 

A  SPECIMEN  OF  LITHOP^DION,  AND  ALSO  ONE  OF 
FIBROID  TUMOR  WHICH  VERY  MUCH  RESEMBLED 
THE  LITHOP^EDION. 

By  Wm.  T.  Lusk,  M.  D. , 

New  York. 

The  patient  from  whom  this  fibroid  was  taken  was  sent  to  him 
as  an  example  of  extra-uterine  pregnancy,  for  operation.  On 
examination  he  found  intra-uterine  pregnancy,  and  a  movable 
body  in  the  abdomen  which  felt  like  a  foetus.  There  was  no  history 
of  extra-uterine  pregnancy  and  under  these  circumstances  he  asked 
Dr.  Thomas  to  see  the  patient  with  him.  He  was  somewhat  non- 
committal and  advised  Dr.  Lusk  not  to  be  too  certain  of  his 
diagnosis.  An  exploratory  incision  revealed  intra-uterine  preg- 
nancy and  discovered  this  body  attached  by  a  long  pedicle  to  the 
pregnant  uterus.  It  proved  to  be  a  fibroma.  The  pedicle  was 
excised  from  the  uterine  walls  and  the  surfaces  stitched  together 
and  the  peritonaeum  drawn  over.  The  patient  made  an  uninter- 
rupted rapid  recovery  and  gave  birth  to  a  child  on  the  13th  of  Sep- 
tember. 

Two  days  later  Dr.  Lusk  was  called  to  examine  a  patient  on 
account  of  a  cyst  on  the  right  side.  Three  years  previously,  her 
physician  said,  she  had  had  an  attack  of  peritonitis,  and  since  that 
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time  she  had  had  more  or  less  trouble  from  tympanitic  distention 
of  the  abdomen,  colicky  pains  and  pain  on  the  right  side.  A  cyst 
was  found  adherent  to  the  right  side  extending  behind  the  uterus 
and  evidently  embracing  the  intestine.  He  supposed  the  tympa- 
nitic distention  was  largely  due  to  the  tumor,  and  proposed  opera- 
tion for  that  reason.  Having  the  patient  on  the  table  under  ether, 
placing  the  hand  over  the  abdomen  he  felt  the  body,  which  was 
strikingly  like  the  fibroma  in  the  case  just  described,  the  tumor  in 
both  cases  being  in  the  same  locality.  He  did  not  venture  to 
say  that  it  was  a  case  of  extra-uterine  pregnancy,  because  the 
patient  was  a  widow  of  immaculate  character  and  had  been  a 
widow  many  years.  On  making  the  incision  he  found  this  litho- 
pedion,  perfectly  free,  but  attached  to  the  peritonaeum.  He  re- 
marked on  the  very  similiar  appearance  of  these  two  specimens. 
In  the  latter  the  sac  was  calcareous.  Whether  it  was  tubal  or  not  he 
could  not  state,  owing  to  the  number  of  years  which  had  elapsed  The 
sac  was  friable,  contained  a  considerable  amount  of  fluid  and  a  good 
deal  of  the  membranes  were  in  a  calcareous  condition.  Consider- 
able time  was  required  to  remove  it  because  of  its  friability,  but  it 
was  finally  removed  and  the  patient  made  an  excellent  recovery.  A 
few  hours  after  the  operation  he  learned  that  twelve  years  previous 
this  patient  had  had  all  the  signs  of  pregnancy  and  had  gone  on 
two  months  and  then  had  a  flow,  and  from  that  time  suffered  from 
sick  stomach  and  violent  pains,  sometimes  with  an  intermission  of 
two  or  three  days  and  then  a  recurrence.  At  the  seventh  month 
she  had  violent  haemorrhage  and  then  labor  pains,  and  believing 
herself  in  labor  sent  for  a  physician  who  examined  her,  said  she 
was  in  labor,  watched  her  twenty-four  hours  but  the  baby  did  not 
arrive.  Then  the  pain  subsided  and  the  physician  thought  she 
would  go  on  until  the  next  month,  and  then  have  her  baby,  but  the 
child  never  came.  This  accounts  for  the  specimen  which  is  ex- 
hibited. 

Dr.  Matthew  D.  Mann,  of  Buffalo,  related  two  cases  of  lithopaed- 
ion.  One  case,  eight  years  previous  to  the  time  which  he  saw  it 
had  all  the  symptoms  of  extra-uterine  pregnancy  and  he  wanted  to 
operate.  The  patient  refused,  went  on  to  full  term,  had  all  the 
evidences  of  labor  and  then  the  thing  quieted  down  and  she  made 
a  good  recovery.  She  lost  her  husband,  but  a  year  afterward  married 
again  and  had  three  children,  and  all  the  time  she  was  carrying  this 
large  mass  in  her  abdomen.  Dr.  Mann  saw  her  five  years  before  this 
last  occasion  and  felt  the  mass  very  distinctly.  He  told  her  that 
she  would  probably  require  an  operation  some  time,  but  she  thought 
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she  had  gone  along  so  well  for  such  a  length  of  time  that  it  would 
probably  not  be  necessary.  Not  long  since  however  she  presented 
herself  for  operation,  saying  she  was  passing  pus  from  the  bladder. 
Dr.  Mann  found  it  was  faeces  which  came  through  the  bladder.  He 
operated  and  found  a  large  sac  to  which  the  intestines  were  firmly 
adherent,  pulled  them  off  with  difficulty,  leaving  several  bare  spots, 
cut  the  sac  open  and  found  the  foetus,  the  bones  of  the  skull,  upper 
and  lower  extremities,  etc.  After  cleaning  out  the  sac  the  odor 
was  the  worst  he  had  ever  encountered.  He  prevented  the  con- 
tents from  entering  the  abdominal  cavity  by  a  free  use  of  absorbent 
cotton  around  the  sac.  He  found  two  openings  in  the  intestines, 
one  in  the  large  and  one  in  the  small  intestine,  which  he  closed; 
also  one  in  the  bladder.  The  patient  recovered  without  a  bad 
symptom,  although  there  was  a  stone  in  the  bladder— probably 
from  some  remains  in  that  organ.  This  foetus  had  been  in  the  sac 
for  thirteen  years.  The  peculiar  and  interesting  feature  in  this  case 
was  that  the  uterus  was  a  uterus  bicornis,  or  double  uterus,  and 
that  it  was  not  extra-uterine  pregnancy  but  that  the  child  was  in 
one  horn  of  the  uterus,  a  part  of  the  uterus  which  had  no  means  of 
getting  rid  of  its  contents. 

The  second  case  occurred  about  a  year  ago.  It  was  diagnosed 
as  extra-uterine  pregnancy  and  a  second  doctor  was  called  in,  who 
suggested  putting  on  the  forceps,  but  he  was  restrained  fortunately, 
and  the  labor  pains  subsided  and  the  woman  recovered.  Dr.  Mann 
operated,  opened  the  sac,  removed  a  perfectly  formed  foetus,  as 
fresh  as  if  it  had  not  been  dead  over  twenty-four  hours,  although 
she  had  been  carrying  it  a  number  of  years.  The  case  illustrated 
also  the  fact  that  extra-uterine  pregnancy  was  not  necessarily  fatal 
at  the  time. 

Dr.  S.  C.  Gordon,  of  Portland,  related  a  case  illustrating  the  fact 
that  these  cases  almost  always  resulted  in  harm,  if  let  alone  and 
that  treatment  by  electricity  was  not  always  safe.  He  operated 
eight  months  after  an  apparent  labor  had  taken  place,  and  the 
patient's  life  had  been  exposed  to  great  danger,  but  she  recovered 
after  the  operation.  This  was  the  third  case  of  the  sort  which  he 
had  seen  within  a  year  and  a  half,  while  in  all  of  his  practice  before 
he  had  not  seen  one. 
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Abstract  of  a  paper  entitled 
THE  ELECTIVE  CESAREAN  SECTION— THE  MOST  FAVOR- 
ABLE TIME  FOR  OPERATION. 

By  Henry  C.  Coe,  M.D., 

New  York. 

In  presenting  a  paper  on  this  subject,  the  author  said  that  it 
almost  seemed  presumptous  in  view  of  the  many  recent  valuable 
additions  from  German  surgeons  of  broader  experience. 

The  Saenger  operation  should  possess  especial  interest  for  the 
fellows  of  this  Society, .  since  of  the  sixty-seven  operations  per- 
formed during  the  last  decade,  with  a  maternal  mortality  of  forty 
per  cent.,  eighteen  have  been  contributed  by  them,  performed  by 
nine  different  surgeons,  with  a  mortality  of  33V3  per  cent.,  four  of 
the  six  fatal  cases  being  particularly  unfavorable,  while  one  death 
(Dr.  Grandin's  case)  was  due  to  puerperal  mania  and  could  not 
be  referred  to  the  operation. 

Ten  operations  have  been  reported  since  1889  and  all  have  been 
practically  elective,  i.e.,  performed  as  a  substitute  for  embryotomy, 
and  all  were  successful.  The  author  used  the  term  "elective"  in 
a  narrower  sense,  restricting  it  to  those  few  cases  in  which,  having 
examined  the  patient  during  the  latter  months  of  pregnancy,  the 
Csesarean  section  was  resorted  to  as  the  first  and  only  procedure 
to  be  adopted.  Under  these  circumstances,  when  the  patient  is 
under  observation  in  a  hospital,  the  important  question  arises: 
When  is  the  most  favorable  time  to  operate  ?  Shall  we  choose  our 
own  time,  or  allow  this  to  be  determined  for  us  by  the  onset  of 
labor  ?  Dr.  Harris  has  clearly  shown  that  the  two  elements  of  suc- 
cess are  early  operation  and  perfect  technique. 

The  majority  of  obstetric  writers  repeat  the  injunction:  Do  not 
operate  until  labor  has  begun;  that  before  the  full  establishment  of 
labor,  and  after  the  escape  of  the  liquor  amnii,  the  chances  of  suc- 
cess are  greatly  diminished.  The  author  thought  that  the  dangers 
which  it  had  been  urged  would  be  incurred  by  disregard  of  this 
rule,  namely,  serious  haemorrhage,  due  to  imperfect  contraction  of 
the  uterus,  and  the  retention  of  the  lochial  discharge  by  reason  of 
non-dilatation  of  the  cervix,  were  purely  imaginary  and  theoreti- 
cal and  must  yield  to  the  evidence  of  clinical  experience,  which 
shows  that  the  cervical  canal  is  not  so  contracted  as  to  prevent  the 
escape  of  the  lochia. 
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Dr.  Coe's  experience,  limited  to  the  two  following  cases,  en- 
tirely agreed  with  the  position  taken  by  Harris,  that,  other  things 
being  equal,  the  chances  of  success  were  increased  rather  than 
diminished  by  operating  before  the  commencement  of  labor. 

Case  I. — Primipara,  aet.  twenty-two,  four  feet,  six  inches,  rach- 
itic with  marked  kypho-scoliosis.  Conjugata  vera  estimated  at  less 
than  three  and  a  half  inches,  with  lateral  obliquity  of  the  pelvis. 
It  being  estimated  that  the  patient  was  within  a  few  days  of  full 
term,  Dr.  Coe  operated  without  waiting  for  the  beginning  of  labor, 
though  an  unsuccessful  attempt  had  been  made  to  produce  it.  The 
placenta  was  directly  in  the  line  of  the  uterine  incision,  which  was 
made  after  the  uterus  had  been  lifted  out  of  the  body,  and  a  rubber 
cord  applied.  Little  blood  was  lost,  the  uterus  contracting  firmly 
as  soon  as  it  was  emptied;  the  cervix  was  sufficiently  dilated  to 
insure  drainage.  No  fluid  entered  the  peritonaeal  cavity.  The 
child  was  vigorous;  the  mother  made  a  good  recovery  and  is  well 
to-day;  the  infant  lived  a  year,  and  died  of  some  acute  trouble. 

Case  II. — Multipara,  aet.  thirty-seven.  Has  one  child  twelve 
years  of  age.  and  miscarried  at  seven  months,  six  years  ago.  A 
small  fibroma,  growing  from  the  lower  uterine  segment,  increased 
in  size  until  it  encroached  upon  the  space  between  the  uterus  and 
bladder,  compressing  the  right  ureter  and  causing  hydronephrosis. 
Cceliotomy  was  performed  in  the  winter  of  1890-91  and  an  unsuc- 
cessful attempt  was  made  to  remove  the  tumor,  which  was  extra- 
peritonaeal  and  inaccessible  from  above.  Patient  recovered,  was 
quite  well,  and  menstruated  for  the  last  time  October  27,  1 891.  At 
the  sixth  month  the  induction  of  premature  labor  was  advised 
against  by  Drs.  Lusk,  Polk  and  Tuttle,  who  believed  it  better  to 
allow  her  to  go  to  full  term  and  then  perform  cceliotomy,  remove 
the  tumor  and  deliver  per  vias  naturales,  or  do  Caesarean  section. 
Dr.  Coe  saw  the  patient  at  the  end  of  the  eighth  month,  when  the 
tumor  had  increased  so  in  size  that  there  was  a  space  of  only  two 
inches  left  for  the  passage  of  the  foetus.  The  cervix  was  high  up 
on  a  level  with  the  upper  border  of  the  symphysis  and  could  barely 
be  reached  with  the  finger-tip;  general  condition  good;  child  well 
developed.  The  estimated  date  of  confinement  being  August  10th, 
Dr.  Coe  operated  on  July  26th  and  found  marked  hydramnios  and 
the  placenta  situated  anteriorly,  as  in  the  former  case.  The  uterus 
contracted  well  and  no  more  blood  was  lost  than  usual.  As  it  was 
possible  to  pass  two  fingers  through  the  cervix  it  was  unnecessary 
to  dilate  it.    The  child  was  vigorous;  no  fluid  entered  the  peri 


American  Gynaecological  Society. 


tonaeal  cavity;  the  patient  made  a  good  recovery.  At  this  time 
(two  months  after  operation)  both  mother  and  child  are  perfectly 
well. 

The  author  laid  stress  on  the  fact  that  in  both  of  these  cases 
the  patients  entered  the  hospital  before  the  termination  of  preg- 
nancy, were  carefully  examined,  operation  performed  under  most 
favorable  surroundings  and  skilled  assistants;  uterine  contraction 
was  perfect;  the  cervix  was  sufficiently  dilated  to  allow  of  proper 
drainage;  no  blood  or  amniotic  fluid  entered  the  peritoneal  cavity, 
rendering  irrigation  and  sponging  unnecessary;  patients  were  in 
such  good  condition  that  time  was  had  to  give  due  attention  to 
minute  details;  the  uneventful  convalescence  and  rapid  involution  of 
the  uterus  were  like  that  of  the  normal  puerperium;  the  children 
were  more  vigorous  than  ordinary. 

Six  other  cases  have  been  reported  by  American  surgeons  in 
which  the  operation  was  performed  before  labor,  with  five  recov- 
eries, the  fatal  case  being  a  most  unfavorable  one  of  cancer  of  the 
cervix. 

In  regard  to  uterine  contractions,  the  author  remarked  that 
neither  in  the  fatal  case  above  alluded  to,  nor  in  another  (unre- 
ported) case  at  the  Cancer  Hospital,  nor  in  two  cases  operated  on 
hurriedly  by  Dr.  M.  A.  Thomas  in  the  latter  half  of  pregnancy,  on 
moribund  women  in  order  to  save  the  children,  was  the  absence  of 
uterine  contractions  noted.  Harris'  report  of  fourteen  cases  of  in- 
cision of  the  pregnant  uterus,  with  four  recoveries,  furnished 
additional  evidence  of  the  contractile  power  of  the  gravid  uterus 
when  its  wall  is  incised.  This  function  was  an  important  factor 
in  cases  of  accouchement  force  and  it  required  no  long  argument 
to  demonstrate  that  it  was  an  equally  reliable  safe-guard  against 
haemorrhage  in  Caesarean  section.  The  second  objection  urged 
against  the  operation  before  labor  could  be  dismissed  for  the  same 
practical  reason  for  as  a  matter  of  fact  it  has  not  been  found  that 
the  cervical  canal  was  so  contracted  as  to  prevent  the  escape  of 
the  lochia.  Even  if  it  were  it  could  be  remedied  by  passing  a  strip 
of  iodoform-gauze  through  into  the  vagina.  If  the  uterus  was 
atonic  it  could  be  packed  with  gauze,  which  would  serve  as  a 
haemostatic  and  a  drain,  to  be  removed  subsequently  per  vaginam. 

The  advantages  secured  by  operating  before  labor  were  sum- 
marized as  follows: 

I.  To  the  surgeon. 

i.  After  obtaining  all  the  needful  counsel,  he  sets  his  own  time 
for  the  operation  during  the  day  and  is  not  summoned  hurriedly  at 
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night  to  operate  by  imperfect  light  and  without  his  regular  corps 

of  assistants. 

2.  He  secures  the  same  conditions  as  in  an  ordinary  eceliotomy 
— thorough  preparation  of  the  patient,  rooms,  instruments,  etc. 

3.  Since  the  patient  is  in  the  best  possible  condition,  he  is  not 
hurried,  is  not  obliged  to  "work  against  time,"  slurring  those 
numerous  minor  details,  which  are  so  essential  to  success. 

II.  To  the  patient. 

1.  She  is  spared  the  suspense  incident  upon  long  waiting. 
(This  important  consideration  strongly  influenced  the  author  in  his 
second  case,  where  the  patient  was  in  such  a  nervous  state  that 
had  he  delayed  the  operation  two  weeks  after  she  entered  the  hos- 
pital, he  doubted  if  she  would  have  survived  it.)  It  was  important 
to  recognize  the  importance  of  the  moraie  in  ordinary  cases  of  ab- 
dominal section,  but  much  more  important  here,  where  two  lives 
were  at  stake. 

2.  Having  been  thoroughly  prepared  for  the  operation,  she 
goes  to  the  table  in  such  a  condition  that  the  element  of  shock  is 
reduced  to  a  minimum  and  the  subsequent  convalescence  is  more 
rapid  and  uncomplicated. 

3.  Asepsis  is  perfect.  As  no  examination  of  the  genital  tract 
has  been  made  on  the  day  of  the  operation,  there  is  no  chance  for 
infection  in  this  way.  Sepsis  can  never  be  positively  excluded 
under  contrary  conditions,  especially  where  labor  is  induced  in  the 
usual  manner. 

Dr.  Coe  sought  to  show  that  the  two  essentials  to  success — early 
operation  and  perfect  technique — were  intimately  related  to  each 
other,  so  that  in  securing  the  one  the  other  was  secured  also.  He 
believed  that  future  statistics  would  support  the  stand  he  had 
taken,  and  was  gratified  to  note  that  it  was  already  held  by  Drs. 
Goodell,  Kelly,  Parish  and  Noble. 

Referring  to  cne  justitiability  oi  the  operation  per  se,  he  re- 
marked that  (Jaesarean  section  was  as  yet  a  purely  "  hospital  oper- 
ation," and  that  whether  it  would  continue  to  be  so  or  not  would 
depend  on  the  attitude  of  the  general  profession,  even  if  it  were 
not  replaced  by  symphysiotomy,  at  least  in  cases  of  moderate 
pelvic  contraction.  The  claims  of  Caesarean  section  could  never 
be  established,  except  in  hospitals,  so  long  as  it  is  considered  a 
dernier  resort,  to  be  adopted  only  after  all  other  means  of  delivery 
have  failed.  Not  until  it  was  possible  to  place  it  in  the  same  cate- 
gory with  other  abdominal  operations  and  demonstrate  that  under 
the  same  conditions  it  is  no  more  serious  than  an  ordinary  coeli- 
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otomy,  could  it  be  regarded  as  a  primary  obstetrical  procedure. 
He  hoped  the  coming  practitioner  would  be  so  well  instructed  in 
pelvimetry  that  he  would  recognize  a  contracted  pelvis  before  the 
onset  of  labor  and  have  time  to  elect  the  operation  of  Caesarean 
section,  which  could  then  be  performed  under  the  conditions  named 
with  confident  expectation  of  success. 

He  recognized  that  there  was  still  considerable  opposition  to 
the  operation  from  the  standpoint  of  relative  indications,  but  he  be- 
lieved that  every  Csesarean  section  which  had  been  performed  by 
members  of  this  Society  was  done  in  the  best  interests  of  the 
mother  and  child,  and  he  protested  against  the  insinuations  that 
the  operations  had  been  performed  hurriedly  and  inconsiderately. 
He  called  attention  to  the  comparatively  small  number  of  opera- 
tions performed  in  the  United  States,  and  thought  their  publicity 
was  an  evidence  that  the  operators  who  performed  them  had  noth- 
ing to  be  ashamed  of. 

He  thought  there  was  but  one  way  of  disarming  criticism,  and 
that  it  was  preeminently  true  of  surgery  that  "  nothing  succeeds 
like  success." 

Abstract  of  a  paper  entitled 

THE  REMARKABLE  RESULTS  OF  ANTISEPTIC 
SYMPHYSIOTOMY. 

By  Robert  P.  Harris,  M.D., 

Philadelphia,  Pa. 

He  carefully  traced  the  history  of  this  operation.  The  year 
1778  was  the  period  of  the  greatest  activity  in  this  operation  as 
performed  by  Sigault,  there  having  been  eleven  cases  reported  in 
Europe,  confined  to  France,  Belgium  and  Germany.  A  year  after 
this  it  began  slowly  to  decline  until  it  required  nineteen  years. 
1 841-1858  inclusive,  to  furnish  eleven  operations.  From  July, 
1858,  to  February,  1865,  it  is  impossible  to  find  the  record  of  any 
case  of  symphysiotomy  in  the  world. 

To  Professor  Morisani  must  be  given  the  credit  of  having 
revived  this  operation,  and  of  having  continued  to  persevere  with 
it  until  its  technique  has  been  perfected,  and  its  rate  of  mortality 
reduced  to  the  lowest  possible  figure.  He  first  operated  upon  a 
living  woman  in  January,  1866,  saving  both  the  mother  and  child. 

The  introduction  of  the  Saenger  Csesarean  operation  in  1882, 
with  its  wonderful  success  in  Germany,  began  to  overshadow  the 
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operation  of  symphysiotomy,  and  a  report  made  by  Prof.  Morisani 
in  1886  showed  that  in  less  experienced  hands  the  operation  had 
not  been  so  successful,  eight  women  and  five  children  haying  been 
lost  in  eighteen  operations.  Since  that  report  was  issued,  forty 
women  have  been  delivered  by  thirteen  operators,  with  only  the 
death  of  one  woman.  Six  of  these  women  endured  two  opera- 
tions each  with  entire  success,  and  thirty- five  of  the  forty  children 
were  saved.  Of  the  other  five,  one  was  still-born ;  two  were 
fatally  asphyxiated  (one  a  forceps  delivery);  a  fourth  lived  twelve 
hours  after  delivery  by  version,  and  a  fifth  died  on  the  third  day  of 
meningeal  haemorrhage,  having  also  been  delivered  by  version. 
These  figures  plainly  show  that  the  operation  has  been  converted 
by  subcutaneous  section  and  a  rigid  antisepsis,  into  a  safe  surgical 
measure,  the  symphyses  being  reunited  firmly  under  proper  fixa- 
tion of  the  pelvis,  the  author  not  being  able  to  find  the  record  of 
any  case  resulting  in  failure  of  union  of  the  pubes,  or  producing 
permanent  lameness. 

The  only  fatal  case  of  the  forty  died  of  metro-peritonitis,  prob- 
ably puerperal  and  not  traumatic.  The  forceps  was  used  to  deliver 
in  twenty-seven  cases,  and  version  was  performed  in  five. 

In  striking  contrast  to  the  results  in  these  forty  cases,  and  as  an 
evidence  of  the  great  progress  made  since  the  early  days  of  sym- 
physiotomy, is  the  record  of  the  first  forty  cases,  performed  from 
1777  to  1804:  women  recovered,  twenty-five,  died  15;  children 
saved  12,  lost  28;  and  the  results  of  the  second  forty  were  about 
the  same  In  the  first  era  of  symphysiotomy  (from  1777  to  1858) 
there  were  fully  one  hundred  operations.  Ninety  are  recorded 
from  that  date  to  the  present  time,  and  quite  a  number  of  other 
men  are  known  to  have  operated  but  failed  to  report  their  cases. 

If  any  one  in  our  country  wishes  to  make  an  honest  test  of  sym- 
physiotomy upon  a  dead  woman,  let  him  procure  one  that  has  died 
just  before  labor,  in  labor,  or  soon  after  it,  and  perform  his  opera- 
tion in  a  few  hours  after  death;  if  the  body  is  still  pliant  the  test 
will  be  all  the  more  reliable.  Experiments  on  the  cadaver,  how- 
ever, are  unnecessary,  except  to  acquire  manual  dexterity,  since  so 
many  satisfactory  trials  have  been  made  upon  women  in  labor. 

As  the  foetus  is  to  be  delivered  pervias  ?ia/ura/es,  great  care  must 
be  taken  to  get  a  proper  measure  of  the  sacro-pubic  diameter  of  the 
pelvis  and  to  determine  if  a  normal  condition  of  the  sacro-iiiac 
symphyses  exists.  The  operation  is  not  practicable  in  a  Robert  or 
Naegle  pelvis,  or  in  one  where  there  is  coxalgic  anchylosis  or 
where  there  is  cancer  of  the  cervix  uteri,  or  in  cases  where  the 
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cervix  will  not  dilate ;  in  obstructions  of  the  pelvis  by  exostoses, 
cervical  and  sacral  tumors,  and  other  forms  of  abnormal  growths. 

As  an  opponent  to  craniotomy,  in  cases  where  the  size  of  the 
pelvis  is  such  as  to  admit  of  a  safe  delivery  to  the  mother,  after  the 
foetal  head  is  perforated,  and  which  is  done  repeatedly  in  the  large 
cities  of  Europe  and  America,  symphysiotomy  offers  a  good  alter- 
native, as  is  well  shown  by  the  case  of  Prof.  Freund,  of  Strass- 
burg,  who  performed  the  operation  and  delivered  a  woman  who 
had  a  flat  rachitic  pelvis  with  a  conjugate  diameter  of  one  hundred 
mm.  (4  inches)  and  a  true  conjugate  of  about  three  and  one-quarter 
inches.  The  foetus,  arrested  at  the  superior  strait,  was  delivered 
in  fifteen  minutes  by  the  vertex  under  manual  assistance,  after  her 
pubes  had  been  opened  by  the  knife.  The  child  was  a  male,  hav- 
ing a  bi-parietal  diameter  of  four  and  five-sixteenths  inches.  It 
lived,  and  the  mother  made  a  good  recovery  in  thirty  days.  Many 
cases  of  craniotomy  have  no  doubt  been  performed  in  the  past 
under  such  circumstances  as  these  in  order  to  save  the  mother,  in 
which  both  the  child  and  the  mother  could  have  been  saved  if 
symphysiotomy  had  been  performed. 

Dr.  Harris  contrasted  the  three  incisive  methods  of  delivery  in 
cases  of  contracted  pelvis.  At  the  present  time  the  "Improved 
Caesarean  Section"  would  undoubtedly  occupy  the  first  position  in 
the  estimation  of  obstetric  surgeons,  and  if  it  could  be  performed 
early  enough  the  mortality  might  be  reduced  to  a  very  low  rate. 
In  the  clinics  of  Dresden  and  Leipsig  this  has  been  accomplished> 
the  rate  being  reduced  to  five  and  five-ninths  per  cent,  but  in  the 
large  cities  of  Europe  and  America  the  operation  is  often  a  last 
expedient,  with  a  consequent  much  higher  death-rate. 

The  Porro-Caesarean  operation  in  general  practice  upon  rachitic 
women  has  a  larger  mortality  (eleven  and  one-ninth  per  cent.)  and 
many  object  to  its  mutilating  effects.  In  this  country  it  has  been 
largely  confined  to  cases  of  pelvic  obstruction  by  tumors,  in  which 
it  has  been  less  fatal  than  in  those  of  pelvic  stenosis.  The  Caesarean 
operation,  with  exsection  of  the  uterus,  is  of  great  value  as  an 
alternate  to  the  less  destructive  method  in  cases  where  the  condi- 
tion of  the  endometrium  endangers  the  life  of  the  woman  from 
sepsis,  as  for  instance  when  it  contains  a  putrid  foetus. 

Symphysiotomy  was  the  third  method  of  delivery  under  the 
knife.  Some  of  its  opponents  claim  its  limits  of  application  pre- 
vent it  from  becoming  a  substitute  for  the  improved  Caesarean 
operation.  That  this  claim  is  not  well  grounded  is  shown  by  the 
fact  that  the  records  of  the  Leipzig  clinic  show  that  the  larger  pro- 
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portion  of  the  pubic  sections  have  been  made  in  women  whose 
pelvic  conjugate  ranged  from  two-and-three-quarter  to  three-and- 
three-quarter  inches.  Symphysiotomy  is  especially  antagonistic  to 
craniotomy  and  its  low  grade  of  mortality  renders  it  an  inviting 
and  simple  substitute  for  it.  It  is  much  less  formidable  surgically 
than  ccelio-hysterotomy  and  may  be  undertaken  by  men  of  less 
surgical  experience  with  good  results.  The  author  believed  it 
should  be  tried  without  prejudice,  and  that  if  it  could  stand  the 
test  of  experience  in  both  hemispheres  it  would  most  certainly 
take  the  place  of  craniotomy,  which  he  considered  a  relic  of  bar- 
barism. 

Symphysiotomy  has  never  been  performed  in  America.  It  was 
tried  once  in  Great  Britain  with  a  fatal  result,  but  the  woman  was 
a  very  unfavorable  subject.  Pubic  section,  aside  from  its  low  rate 
of  mortality,  has  little  to  recommend  it  as  a  brilliant  surgical  meas- 
ure as  compared  with  the  Improved  Csesarean  or  Porro-Veit- 
Caesarean  operations,  and  to  the  obstetric  surgeon  there  is  probably 
too  much  of  obstetrics  and  too  little  surgery  to  make  the  operation 
of  symphysiotomy  surgically  attractive,  especially  as  there  is  a 
possibility  of  saving  ninety-four  and  eighty-nine  per  cent,  by  the 
other  two  methods  respectively,  as  shown  by  recent  records. 

The  method  of  performing  the  operation  was  described  as  fol- 
lows :  The  following  instruments  used  should  be  thoroughly 
sterilized  before  the  operation  :  a  scalpel,  Galbiati's  probe-pointed, 
sickle-shaped  bistoury,  some  haemostatic  forceps,  a  needle-holder 
and  needles,  a  catheter,  ligature  silk,  gauze  and  cotton.  The  wo- 
man is  placed  on  her  back  at  the  side  of  the  bed,  with  her  knees 
drawn  up  and  separated.  Shave  the  mons  veneris  and  labia  majora 
and  disinfect  the  supra-pubic  region,  the  vulva,  perinaeum,  and 
vulvo-vaginal  canal.  Examine  the  depth,  thickness  and  direction 
of  the  symphysis  and  search  out  the  fissure  in  its  superior  edge 
which  marks  the  point  of  union  of  the  two  pubic  bones.  Then 
examine  the  inferior  margin,  and  the  anterior  and  posterior  faces 
of  the  bones. 

Introduce  the  female  catheter  and  give  it  into  the  hand  of  an 
assistant  that  he  may  depress  the  urethra  from  the  pubic  region 
and  at  the  same  time  carry  it  to  the  right  side  to  save  it  from  injury. 
Make  a  vertical  incision  through  the  skin  and  fat  above  the  pubes, 
about  two  and  three-quarters  to  three  inches  in  length,  ending 
about  three-quarters  of  an  inch  above  the  symphysis,  cutting  the 
tissues  gently  and  passing  in  a  line  toward  the  left  of  the  clitoris, 
so  as  not  to  injure  it.    The  length  of  the  incision  must  depend  very 
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much  on  the  depth  of  the  fat  to  be  cut  through.  Detach  for  a  short 
space  the  recti  muscles  from  their  attachment  to  the  two  ossa 
pubis,  introduce  the  left  index  finger  into  the  opening  and  separate 
the  retro-pubic  tissue.  Then  apply  the  palmar  face  of  the  finger 
directly  against  the  posterior  face  of  the  symphysis,  and  hook  with 
it  the  inferior  margin  of  the  articulation,  while  the  assistant  attends 
to  the  catheter  as  stated.  The  operator  then  introduces  the  Galbi- 
ati  bistoury  and  hooks  it  around  the  articulation,  cutting  the  inter- 
osseous ligaments  and  cartilage,  from  within  outward,  and  below 
upward.  When  the  section  has  been  completed  it  will  be  known 
by  a  creaking  sensation  and  a  separation  of  the  bones  of  from  one- 
and-a-quarter  to  one-and-a-half  inches. 

After  this  step,  cover  the  wound  with  gauze  dipped  in  a  bichlor- 
ide solution  of  1-4000,  and  attend  to  the  delivery  of  the  foetus,  hav- 
ing at  the  same  time  the  separation  of  the  innominate  antagonized 
by  pressure  with  the  hands  of  assistants.  During  the  passage 
of  the  head  ascertain  the  amount  of  pubic  separation,  spray  the 
vagina,  and  when  the  placenta  is  delivered  introduce  six  or  eight 
interrupted  silk  sutures  into  the  edges  of  the  wound,  and  dress  it 
with  sublimated  cotton,  1-2000,  and  bandage  the  pelvis  and  lower 
extremities. 

This  is  substantially  the  operation  as  adopted  by  Caruso,  and 
Prof.  Morisani,  of  Naples. 

The  papers  by  Dr.  Coe  and  Dr.  Harris  were  discussed  together. 

Dr.  Wm.  T.  Lusk,  of  New  York,  said  that  although  he  had  had 
a  horror  of  the  operation  of  craniotomy  on  the  living  child,  and 
had  been  tormented  somewhat  at  night  by  recollections  of  some  of 
his  operations,  still  he  had  felt  that  in  view  of  the  greater  danger  of 
Caesarean  section  up  to  the  present  day,  it  was  his  duty  to  allow  the 
woman  and  her  friends  to  elect  which  procedure  should  be  resorted 
to.  It  gave  him  a  great  deal  of  pleasure  to  find  that  symphysiotomy 
had  been  of  recent  years  so  far  perfected  that  it  was  not  only  as 
safe,  but  even  gave  a  less  maternal  death  rate  than  craniotomy. 
He  was  of  the  impression  that  Harris'  figures  gave  the  degree  of 
separation  of  the  symphysis  as  much  too  great.  According  to  his 
own  reading  the  greatest  separation  had  been  about  a  centimetre 
and  a  half,  while  Harris  had  given  eight  centimetres  or  more. 

Dr.  H.  J.  Garrigues,  of  New  York,  was  disposed  to  think  that 
Dr.  Lusk  had  stated  the  degree  of  separation  of  the  symphysis  as 
much  too  low.  In  1881  he  had  sent  for  Galbiati's  knife,  with  a 
view  to  making  use  of  it,  but  had  not  done  so  through  fear  that  the 
mother  would  be  left  lame  after  the  operation  of  symphysiotomy. 
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As  to  elective  Caesarean  section,  it  might  be  remarked  that  years 
ago  Robert  Barnes  had  suggested  that  it  be  performed  after  inducing 
labor  instead  of  waiting  until  labor  at  term.  The  speaker  .was  one 
of  those  who  had  regarded  craniotomy  upon  the  living  child  as 
justifiable  under  certain  conditions,  and  had  had  no  pangs  of  con- 
science upon  recalling  the  three  cases  in  which  he  had  done  it. 

Dr.  W.  H.  Parish,  of  Philadelphia,  said  he  had  taken  consider- 
able interest  in  the  subject  of  symphysiotomy,  and  briefly  reviewed 
the  statistics  in  the  paper  of  his  friend  Dr.  Harris. 

He  had  not  however  had  an  opportunity  to  do  the  operation  of 
symphysiotomy;  and  as  to  the  Caesarean  section  his  cases  were  not 
elective  but  had  occurred  after  other  physicians  had  for  hours  vainly 
tried  other  means  for  delivery.  He  had  twice  been  invited  to  be 
present  at  a  Caesarean  section,  but  when  labor  came  on  it  proved 
the  children  could  be  safely  delivered  through  the  natural  passages. 

Dr.  Edward  Reynolds,  of  Boston,  expressed  his  gratification  at 
the  remarkable  safety  to  the  mother  as  well  as  to  the  child  which 
symphysiotomy  had  made  of  recent  years,  and  recalled  two  cases 
in  which  the  lives  of  the  children  were  destroyed  in  attempts  to  ex- 
tract through  the  natural  passages,  but  which  now  he  believed  could 
have  been  saved  by  this  operation.  If  symphysiotomy  was  so 
successful  upon  the  European  subjects  it  ought  to  be  even  more  so 
in  the  American  women,  in  whom  the  anterior-posterior  diameter 
was  usually  greater  and  therefore  would  permit  of  greater  separa- 
tion of  the  symphysis. 

Dr.  Henry  C.  Coe,  of  New  York,  closed  the  discussion.  In 
pelvimetry  one  was  apt  to  make  a  serious  mistake  if  he  took  into 
consideration  the  diameters  of  the  pelvis  only,  without  having 
regard  to  the  size  of  the  fcetal  head.  He  replied  to  Dr.  Garrigues 
remark,  that  to  induce  labor  before  undertaking  Caesarean  section 
might  cause  sepsis.  Having  been  asked  the  question  whether,  if 
he  saw  the  case  early  he  would  bring  on  premature  labor  or  wait 
and  do  elective  Caesarean  section,  he  said  by  all  means  the  former. 
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Abstract  of  a  paper  entitled 

CGELIOTOMY  AFTER  LABOR. 

By  William  H.  Parrish,  M.D., 

Philadelphia,  Pa. 

He  said  this  subject  was  one  which  had  received  much  attention 
during  the  past  decade,  more  especially  as  to  the  surgical  treatment 
of  abdominal  and  pelvic  lesions  resulting  from  puerperal  septicaemia. 
An  abscess  in  the  pelvic  connective  tissue,  or  within  the  tube  or 
ovary,  or  when  encysted  in  the  peritoneal  cavity,  must  be  evacuated 
early,  usually  with  the  knife.  While  the  necessity  for  early  surgical 
interference  is  well  recognized  by  experienced  operators,  not  infre- 
quently the  physician  fails  to  appreciate  the  emergency,  and  the 
operator  is  oftentimes  called  at  a  time  when  complications  have 
already  arisen  which  render  an  operation  extremely  dangerous. 
There  is  still  a  wide-spread  belief  among  many  of  those  not  engaged 
in  the  performance  of  abdominal  operations,  that  when  suppuration 
occurs  after  labor  that  the  pus  is  usually  in  the  pelvic  connective 
tissue,  and  that  it  is  best  to  wait  for  fluctuation  or  bulging  in  the 
vagina  before  attempting  to  evacuate.  The  pelvic  connective 
tissue  is  undoubtedly  not  the  usual  site  of  suppuration,  and  such  a 
delay  renders  the  later  removal  of  pus,  through  the  abdominal  wall, 
fraught  with  increased  danger.  When  pus  exists  within  the  pelvic 
cellular  tissues,  its  evacuation  is  usually  effected  per  vaginam  or 
above  Poupart's  ligament,  external  to  the  peritonaeum,  but  in  some 
cases  a  median  cceliotomy  may  be  indicated  as  an  aid  toward  as- 
certaining the  location  of  the  pus,  when  other  diagnostic  measures 
point  to  the  existence  of  suppuration  but  do  not  indicate  its  location. 

The  author  emphasized  the  fact,  which  has  been  indisputably 
established  by  modern  surgery,  of  the  relatively  great  infrequency, 
even  after  labor,  of  suppuration  within  the  pelvic  connective  tissue. 
When  this  fact  is  accepted  by  the  profession  at  large,  a  closer  watch 
will  be  kept  for  the  appearance  of  suppuration  at  other  points,  as  in 
the  tube  or  ovary,  and  the  danger  of  delaying  the  operation  will  not 
happen  so  frequently.  Ovarian  cystoma,  hydro-haemato-salpinx.  and 
pyo-salpinx  did  not  render  pregnancy  impossible.  Labor  sometimes 
establishes  a  localized  or  general  peritonitis  and  if  the  symptoms  do 
not  promptly  subside  there  exists  an  absolute  indication  for  cceliot- 
omy, removal  of  the  offending  mass,,  and  irrigation,  but  in  some 
•cases  the  evidences  of  infection  may  be  merely  transitory  and  op- 
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eration  may  be  safely  deferred.  The  speaker  saw  such  a  case  in 
1889.  The  operation  must  be  performed  however,  after  labor  if  in- 
fection occurs. 

The  total  extirpation  or  vaginal  hysterectomy  is  not  always 
necessary  in  a  case  of  a  puerperal  uterine  abscess  as  is  shown  by  the 
following-  case:  The  patient  was  first  seen  by  the  writer  in  the  third 
week  of  her  "lying-in."  Symptoms  of  mildsep  sis  supervened  on  the 
fourth  day.  The  uterus  was  nearly  median  in  position  and  not- 
very  moveable.  To  the  right  and  above  the  uterus  was  what  ap- 
peared to  be  an  exudate  about  a  tubal  abscess  close  to  the  uterus. 
On  abdominal  section  both  appendages  were  found  free  from  pus. 
The  uterus  presented  a  bi-lobed  appearance,  the  right  lobe  being 
doughy  to  the  touch  and  of  a  dark  purplish  color.  Puncture  of 
this  lobe  of  the  uterus  drew  off  two  ounces  of  this  pus  and  revealed 
an  irregular  abscess-cavity  which  did  not  communicate  with  the 
uterine  cavity.  Two  semi-elliptical  incisions  were  made  into  the 
uterine  tissue  and  a  wedge-shaped  portion  of  the  uterus  was  re- 
moved without  reaching  the  uterine  cavity.  Numerous  lymphatics 
about  the  abscess  showed  pus  within  their  calibre  such  as  is  seen 
at  autopsies  after  lymphatic  septicaemia.  The  lips  of  the  uterine 
wound  were  sutured  with  silk  sutures.  Two  abscesses  were  dis- 
covered in  the  intestines  which  had  been  adherent — they  were  in 
the  lymphatic  glands  in  the  sigmoid  meso-colon.  They  were 
evacuated  and  sutured  and  after  a  thorough  irrigation  the  abdomen 
was  closed.    The  patient  made  a  good  recovery. 

The  author  related  another  case  of  plastic  peritonitis  in  which 
the  amount  of  pus  encysted  was  so  very  large  that  the  medical  at- 
tendant thought  it  was  ascites.  He  drew  off  three  gallons  of  pus, 
irrigated  and  drained,  and  the  patient  made  an  excellent  recovery. 

Diffused  suppurative  peritonitis  rapidly  terminates  fatally.  The 
pus  formed  is  limited  in  quantity,  is  diffused  over  the  peritonaeum, 
though  most  abundant  in  the  pelvic  regions,  presents  the  strepto- 
coccus in  greatest  abundance,  and  is  most  virulent  in  character. 
During  the  progress  of  plastic  peritonitis,  cceliotomy  is  rarely  in- 
dicated unless  pus  is  present.  Plastic  peritonitis  may  occur  with- 
out the  existence  of  abscess,  when  it  is  usually  limited  and  tends  to 
recovery  under  proper  non-operative  treatment. 

In  the  severe  cases  of  diffused  septic  suppurative  peritonitis, 
cceliotomy  is  useless  and  unjustifiable  unless  performed  very  early. 
The  author  thought  there  was  very  little  to  be  hoped  for  from 
cceliotomy  in  these  virulent  cases,  as  the  rapidity  of  the  spread  of 
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the  poison  was  such  that  it  rendered  a  sufficiently  early  performance 
of  the  operation  very  infrequent. 

Dr.  Parrish  had  performed  cceliotomy  eight  times  after  labor 
with  one  death.  In  every  case  there  was  pus  in  the  tube,  ovary, 
or  uterine  parenchyma,  or  encysted  in  the  peritonaeum.  In  the  fatal 
case,  death  was  from  exhaustion  and  shock,  and  the  very'  hot 
weather,  the  temperature  of  the  room  at  the  time  of  operation  being 
ninety-eight. 

Prior  to  the  performance  of  cceliotomy  for  any  condition  follow- 
ing labor,  the  genital  canal  should  be  rendered  as  aseptic  as  possi- 
ble. The  uterus  should  also  be  curetted  with  a  dull  curette  before 
the  operation,  and  repeated  douches  used. 

The  author  stated  that  his  paper  covered  very  much  the  same 
ground  as  that  treated  in  the  paper  presented  last  year  by  Dr. 
Maury,  and  that  he  brought  up  the  subject  again  with  the  hope  of 
eliciting  a  free  discussion. 

discussion.  # 

Dr.  Richard  B.  Maury,  of  Memphis,  said  he  had  only  one  addi- 
tional case  to  report  since  he  read  his  paper  last  year.  It  was  ap- 
parently one  of  general  septic  puerperal  peritonitis,  although  it 
could  not  be  stated  positively  that  it  belonged  strictly  to  this  class. 
The  case  had  continued  for  some  days,  when  he  performed  laparot- 
omy and  evacuated  considerable  effusion  from  the  peritoneal 
cavity.  The  uterus  was  large,  extending  above  the  umbilicus;  there 
were  numerous  adhesions;  there  was  nothing  so  far  as  he  could  dis- 
cover to  account  for  the  peritonitis.    This  patient  recovered. 


Second  Day. 

Abstract  of  a  paper  entitled 
CERTAIN  ASPECTS  OF  GONORRHOEA  IN  WOMEN. 

By  Charles  P.  Noble,  M.D., 

Dr.  Charles  P.  Noble,  of  Philadelphia,  calls  attention  to  the  fact 
that  our  knowledge  of  gonorrhoea  in  women  is  comparatively  new. 
Excepting  the  studies  of  Bernutz  practically  all  advances  in  the 
subject  date  from  the  paper  of  Noeggerath  in  1873.  Before  this 
time  no  adequate  conception  of  the  disease  existed;  and  especially 
its  relation  to  endometritis,  salpingitis,  peritonitis,  and  sterility  was 
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not  appreciated.  Fortunately  for  medicine  and  humanity,  Noeg- 
gerath  took  a  very  radical  position  concerning  the  serious  nature 
of  the  disease,  and  of  its  importance  as  a  cause  of  pelvic  inflamma- 
tion and  sterility,  so  that  his  apparently  exaggerated  views  forced 
the  subject  upon  the  attention  of  the  profession  and  led  to  the  more 
recent  investigations  of  the  disease. 

Gonorrhoea  of  the  Uterine  Appendages  and  Peritonceum. — This 
variety  of  gonorrhoea  has  long  been  known,  and  was  carefully 
studied  by  Bernutz,  but  unfortunately  his  studies  were  not  fruit- 
ful, and  to  the  labors  of  modern  abdominal  surgeons  is  due  our 
present  appreciation  of  its  frequency  and  serious  character  and  its 
relation  to  sterility.  An  illustrative  case  is  reported  where  a 
woman,  previously  free  from  genital  catarrh,  contracted  the  dis- 
ease from  her  husband.  The  left  vulvo-vaginal  gland  and  the 
cervix  were  infected — the  vagina  escaping.  The  disease  quickly 
spread  to  the  Fallopian  tubes  and  peritonaeum  resulting  rapidly  in 
the  formation  of  an  abscess  within  the  peritonaeum  situated  to  the 
left  of  the  sigmoid  flexure  and  extending  into  the  true  pelvis. 
Both  tubes  contained  pus.  These  conditions  were  revealed  when 
the  appendages  were  removed,  a  month  after  the  appearance  of  the 
symptoms  and  eleven  days  after  the  invasion  of  the  peritonaeum. 

Noble  here  discusses  the  relation  of  the  gonococcus  of  Neisser 
to  the  disease,  paying  special  attention  to  the  observations  and 
conclusions  of  Bumm  and  of  Wertheim. 

Bumm's  theory  of  the  nature  of  the  gonococcus  fails  to  explain 
the  occurrence  of  gonorrhceal  ovaritis  and  peritonitis,  and  gonor- 
rhceal  rheumatism,  these  conditions  being  explained  by  "mixed 
infection."  Bumm  maintains  the  gonococcus  cannot  induce  peri- 
tonitis, that  it  has  little  power  in  invading  tissues,  penetrating  only 
cylindrical  epithelium,  and  not  the  underlying  tissues  and  lym- 
phatics. Wertheim  claims  to  have  proven  that  the  gonococcus  can 
penetrate  pavement  as  well  as  cylindrical  epithelium,  also  the 
underlying  tissues  and  lymphatics.  He  has  found  them  in  the  pus 
from  an  abscess  of  the  ovary,  and  Menge  has  found  them  in  the 
knee-joint.  He  has  produced  peritonitis  in  white  mice  with  the 
gonococcus  and  argues  that  the  same  is  true  of  man. 

Wertheim's  conclusions  are  certainly  more  in  accord  with  clini- 
cal experience,  and  afford  a  satisfactory  explanation  of  gonorrhceal 
ovaritis  and  abscess,  peritonitis  and  rheumatism. 

Non  Cystic  Gonorrhceal  Salpingitis. — Does  gonorrhceal  salpin- 
gitis ever  end  by  resolution  with  restoration  of  function  to  the 
Fallopian  tube  ?    Upon  the  answer  to  this  question  depends  the 
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propriety  of  palliative  or  of  radical  treatment.  The  known  chron- 
icity  of  the  disease,  and  its  rebelliousness  to  treatment  in  ac- 
cessible regions  where  drainage  is  good,  argue  against  a  cure 
in  an  inaccessible  tube  where  drainage  is  difficult  if  not  impos- 
sible. But  facts  and  not  theoretical  considerations  are  needed 
to  settle  so  important  a  question.  Noble  knows  of  no  case  in 
which  a  gonorrhceal  salpingitis  has  perfectly  recovered.  He 
hopes  that  the  work  of  those  who  have  been  freeing  adherent 
uterine  appendages  without  removing  them  will  settle  this  ques- 
tion. In  the  meantime  the  rule  of  practice  must  be  to  remove  gon- 
orrhceal appendages  whenever  they  destroy  health  or  threaten  life. 

Shall  both  Uterine  Appendages  be  Removed  when  Only  One  is  In- 
fected with  Gonorrhoea  r — It  is  yet  to  be  settled  whether  both  uter- 
ine appendages  shall  be  removed  when  one  is  infected  with  gon- 
orrhoea, or  whether  the  rule  of  operation,  "to  leave  the  healthy 
ovary  "  shall  apply.  Tait  and  others  have  reported  cases  where 
death  or  a  second  operation  was  the  result  of  leaving  the  second 
appendage  when  one  was  removed  for  inflammation.  The  sub- 
ject is  so  new  that  exact  data  do  not  exist  for  a  rule  of  practice. 
Certainly  it  is  wise  surgery  to  remove  both  appendages  where 
women  are  already  the  mothers  of  families,  or  are  approaching 
the  menopause.  In  the  case  of  younger  women  Noble  believes 
that  the  facts  should  be  stated  to  them  and  that  they  should  elect 
whether  the  sound  appendage  shall  be  removed  or  not,  as  they 
must  suffer  the  consequences  of  success  or  failure. 

When  one  appendage  is  left  the  systematic  treatment  of  vagin- 
itis and  endometritis  is  advocated.  When  endometritis  is  marked 
the  patient  should  keep  her  bed  until  she  fully  recovers  from  the 
cceliotomy,  and  then  the  uterus  should  be  dilated,  and  the  endo- 
metrium thoroughly  curetted  and  disinfected.  These  measures 
together  with  a  careful  personal  hygiene,  the  use  of  local  treatment 
to  restore  the  tone  of  the  pelvic  vessels,  the  avoidance  of  over- 
exertion, sexual  intercourse  and  other  causes  of  pelvic  congestion 
should  do  much  to  lesson  the  percentage  of  cases  of  invasion  of 
the  sound  Fallopian  tube. 

DISCUSSION. 

This  paper  was  discussed  by  Drs.  Palmer,  Maury,  Baker,  Davis, 
Skene.  McLaren  and  Baldy,  and  the  discussion  was  closed  by  the 
author. 

Most  of  the  speakers  directed  their  remarks  to  the  tendency  of 
gonorrhoea  to  remain  uncured  without  treatment,  to  the  possibility 
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of  effecting  a  cure  after  the  uterus  and  tubes,  ovaries  and  perito- 
naeum, or  part  of  them,  had  become  infected,  and  to  the  means  for 
eradicating  the  disease  before  it  passed  beyond  the  endometrium. 
Several  of  them  had  seen  women  who  had  had  gonorrhceal  sal- 
pingitis recover  symptomatically,  although  they  could  not  say 
that  where  pregnancy  had  subsequently  taken  place,  the  appen- 
dages on  both  sides  had  been  involved. 

Dr.  Skene  doubted  whether,  where  the  kidneys  became  diseased 
in  cases  of  chronic  gonorrhoea,  it  was  of  gonorrhceal  origin,  or  at 
least  that  the  gonococcus  had  passed  up  through  the  bladder  and 
ureter.  The  urine  seemed  to  be  either  destructive  of  the  gono- 
coccus or  prevented  its  upward  passage  by  the  outpouring  stream. 


Abstract  of  a  paper  entitled: 
RETRO-PERITONEAL  TUBERCULOSIS  SIMULATING  HERNIA. 

By  Edward  R  Davis,  M.D., 

Philadelphia,  Pa. 

The  history  of  a  case  of  this  nature  occurred  in  a  woman  who 
began  to  suffer  from  pain  in  the  right  inguinal  region  following  the 
lifting  of  a  heavy  weight.  She  was  kept  in  bed  eleven  weeks, 
during  four  of  which  she  had  metrorrhagia.  On  recovering  she 
resumed  her  work  as  a  domestic,  but  some  time  afterward  was 
again  seized  with  severe  pain  in  the  right  ovarian  region.  When 
seen  by  Dr.  Davis  she  was  well-nourished,  lungs  and  heart  normal, 
abdomen  moderately  distended;  there  was  a  swelling  in  the  right 
inguinal  region  which  resembled  a  hernia;  temperature  from  ioo°' 
to  102  i-2°;  pulse  rather  rapid.  She  gave  a  good  history;  her 
father,  however,  had  died  of  tuberculosis.  It  was  believed  that  she 
had  a  hernia  or  tubal  disease.  The  tumor  was  cut  down  upon  and 
the  resemblance  to  a  hernia  persisted  during  the  section  of  the  sac. 
It  was  utterly  impossible,  however,  to  reduce  the  tumor,  and  as 
the  patient  was  in  danger  of  collapse,  the  abdomen  was  hastily 
opened  in  the  median  line,  while  the  finger  was  trying  to  return 
the  mass  it  penetrated  an  abscess,  which  contained  several  ounces 
of  pus.  The  pelvic  peritonaeum  was  thickened  and  engorged,  and 
in  the  hypogastric  region  was  commencing  peritonitis.  Briefly,  it 
became  evident  that  the  disease  had  had  its  origin  behind  the 
peritonaeum  and  must  have  been  of  the  nature  of  tuberculosis.  As 
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was  usually  the  case,  the  pus  did  not  contain  the  tubercle 
bacillus.  The  patient  made  a  good  recovery  and  has  shown  no 
signs  of  tubercular  disease. 

Abstract  of  a  paper  entitled: 
ACCOUCHMENT  FORCE  IX  CERTAIN  OBSTETRICAL  COM- 
PLICATIONS,  WITH  REMARKS  OX  THE  TREATMENT 
OF  POST  PARTUM  HEMORRHAGE. 

.  By  Egbert  H.  Graxdix,  M.  D., 

New  York. 

The  practice  of  obstetrics  of  to-day,  he  said,  were  very  different 
from  formerly.  Methods  which  in  the  past  had  been  condemned 
were  now  recognized  as  appropriate,  especially  because  of  the  in- 
troduction of  antiseptic  surgery.  Chief  among  the  valuable 
methods  which  had  been  rendered  safe  by  antiseptic  principles  were 
accouchment  force  and  tamponade  of  the  uterus.  In  recognition 
of  these  truths  he  wished  to  submit  to  the  criticism  of  the  members 
certain  arguments  in  favor  of  accouchment  force  in  some  obstetric 
complications,  and  to  lay  before  them  what  he  considered  the 
treatment  par  excellence  of  post-partum  haemorrhage.  Several  cases 
were  related  by  way  of  illustration,  one  of  which  was  the  following: 

A  multipara,  eight  months  gravid,  had  haemorrhage,  and  her 
doctor  inserted  a  vaginal  tampon.  When  Dr.  Grandin  was  called 
her  pulse  was  rapid  and  thready,  the  facies  that  of  the  loss  of  blood; 
the  condition  indicated  necessity  for  rapid  evacuation  of  the  uterus 
primarily  in  the  interests  of  the  foetus,  secondarily,  those  of  the 
mother.  He  withdrew  the  gauze  from  the  vagina,  inserted  the 
whole  hand,  found  the  cervix  one-eighth  dilated;  the  margin  of  the 
membranes  presenting.  He  separated  the  margin  of  the  placenta, 
introduced  the  finger,  thirty  minutes  being  required  for  dilatation; 
then  bi-polar  version  was  performed,  the  foetus  extracted,  the  pla- 
centa removed,  and  the  patient  thus  spared  all  further  loss  of  blood; 
the  uterus  was  packed  with  gauze.    Satisfactory  recovery. 

Several  other  cases  which  were  cited,  in  which  the  same  proced- 
ure was  resorted  to,  were  types  of  uraemia,  threatened  or  actual, 
and  of  disproportion  between  the  size  of  the  pelvis  and  the  fcetal 
head,  etc. 

Several  other  cases  which  were  cited,  in  which  the  same  proced- 
ure was  resorted  to,  where  types  of  uraemia,  threatened  or  actual, 
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and  of  disproportion  between  the  size  of  the  pelvis  and  the  foetal 
head,  etc. 

In  all  of  these  cases  the  results  were  quite  satisfactory,  and  he 
asked  the  members  to  compare  them  with  such  as  not  infrequently 
followed  temporizing  and  slower  methods.  He  had  acted  in  the 
interests  of  the  child  as  well  as  those  of  the  mother.  One  of  not 
the  least  advantages  which  modern  obstetrics  possessed  over  the 
practice  of  the  past  was  that  the  interests  of  the  mother  stood  not 
necessarily  in  opposition  to  those  of  the  child. 

The  author  impressed  the  greater  safety  of  bringing  on  labor 
with  the  sensitive  hand  over  manipulations  with  instruments  in  the 
dark. 

What  were  the  objections  to  the  method?  In  the  first  place  it 
might  be  claimed  that  uterine  atony  might  result  with  the  serious 
effect  of  post-partum  haemorrhage.  This,  however,  did  not  hold  at 
all  in  placenta  praevia,  while  it  threatened  uraemia,  venesection  was 
a  good  thing.  When  the  method  began  to  be  advocated  for  post- 
partum haemorrhage  he  had  objected  to  it  because  of  its  possibly 
preventing  contraction,  but  practice  had  shown  that  this  objection 
was  purely  theoretical,  for  gauze  introduced  into  the  uterus  really 
favored  contractility  of  the  uterus,  and  the  organ  speedily  regained 
its  tone.  He  now  favored  its  use  wherever  hot  injections  failed  to 
cause  a  response.  The  second  objection  to  accouchment  force 
was  that  it  might  injure  the  cervix.  Whilst  this  had  not  occurred 
to  him  he  did  not  doubt  that  it  might,  but  its  possibility  would  not 
deter  him  from  resorting  to  a  method  for  obtaining  a  living  child, 
besides  other  methods  involved  about  equal  risks  in  this  direction. 

Dr.  W.  H.  Parish,  of  Philadelphia,  understood  by  accouchment 
force,  rapid  delivery  through  an  undilated  and  undilatable  os,  and 
while  he,  with  others,  favored  rapid  delivery  under  certain  condi- 
tions, he  thought  one  should  first  secure  sufficient  dilatation,  as 
otherwise  the  procedure  would  be  attended  by  immense  risks  to 
the  mother.  He  had  been  called  to  one  case  in  which  the  uterus 
had  been  ruptured  by  version  and  accouchment  force"  for  placenta 
praevia,  with  haemorrhage.  He  thought  we  should  hesitate  as  a 
society  before  giving  unqualified  approval  of  accouchment  force, 
more  particularly  in  placenta  previa,  because  of  the  great  risk  at- 
tending the  procedure. 

Dr.  Willis  Ford,  of  Utica,  related  three  cases  of  uraemic  con- 
vulsions in  which  he  had  brought  on  dilatation,  and  instead  of 
turning  applied  the  high  forceps,  delivering  the  child  alive,  and 


American  Gyncecological  Society. 


977 


saving  the  three  mothers,  although  in  one  or  more  severe  lacera- 
tion occurred. 

Dr.  Chas.  P.  Noble,  of  Philadelphia,  was  disposed  to  favor,  at 
least  in  the  hands  of  the  general  practitioner,  dilatation  of  the  cer- 
vix, preliminary  to  accouchment  force,  by  the  Braxton-Hick's 
method,  or  the  same  method  as  modified  by  Murphy. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  remarked  that  to  bring  on 
dilatation  of  the  uterus  before  the  natural  time  required  a  good  deal 
of  experience  to  avoid  serious  accident. 

In  treating  cases  of  placenta  praevia  where  dilatation  and  empty- 
ing of  the  uterus  was  desired,  the  use  of  a  tampon  of  iodoform- 
gauze,  alternated  with  hot  douches,  had  in  his  hands  proved  a 
successful  method.  In  practice,  the  insertion  of  gauze  into  the 
uterus  after  emptying  the  organ  had  also  proven  to  be  a  procedure 
which  was  efficient  and  free  from  the  objections  which  it  had  been 
supposed  would  hold  against  it. 

Dr.  Von  Ramdohr,  of  New  York,  supposed  the  author  would 
not  advocate  accouchment  force  in  all  cases  of  placenta  praevia, 
but  only  those  in  which  the  child  was  suffering,  or  it  was  necessary 
to  deliver  quickly.  He  had  seen  two  cases  die  after  manual  dila- 
tation for  quick  delivery  in  eclampsia.  As  to  the  gauze  tamponade 
for  the  treatment  of  post-partum  haemorrhage,  he  could  subscribe 
to  its  use  with  a  great  deal  of  feeling;  he  had  employed  it  in  four- 
teen cases  and  it  had  never  failed. 

The  President,  Dr.  John  Byrne,  of  Brooklyn,  opened  the  after- 
noon session  and  made  the  annual  address.    (See  page  913). 


Abstract  of  a  paper  on 
VAGINAL  HYSTERECTOMY  IN  CANCER  OF  THE  UTERUS. 

By  H.  J.  Boldt,  M.D. 

The  writer  desired  especially  to  speak  of  the  technique  of 
vaginal  hysterectomy  and  the  indications  for  the  operation.  He 
does  not  bind  himself  to  any  one  method  and  strictly  observes  the 
laws  of  absolute  asepsis. 

The  following  method  is  the  one  he  prefers.  The  prepara- 
tory treatment  in  all  cases  is  alike.  The  bowels  are  thor- 
oughly emptied  on  the  day  prior  to  the  operation  and  a  warm 
bath  given  if  possible.  Before  the  operation  the  symphysis  and 
external  genitals  are  shaved.    The  lower  part  of  the  abdomen, 
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thighs,  buttocks,  external  genitals  and  vagina  are  thoroughly- 
scrubbed  with  a  ten  per  cent,  creolin-mollin  soap ;  this  is  followed 
by  i-iooo  corrosive  sublimate  solution  and  the  external  genitals 
are  then  washed  with  ether,  subsequently  with  alcohol  and  finally 
again  with  sublimate  solution.  The  vagina  is  thoroughly  wiped 
out  or  irrigated  once  more  with  a  solution  of  bichloride  1-250  and 
then  all  parts  are  irrigated  with  plain  water. 

The  surroundings  of  the  vulva  are  guarded  with  towels  wrung  out 
of  1-1000  sublimate  or  a  five  per  cent,  carbolic  acid  solution,  and  the 
operator  and  his  assistants  cleanse  themselves  with  the  same  care  as 
has  been  bestowed  on  the  patient.  The  instruments  are  sterilized  by 
boiling  in  a  soda  solution  for  fifteen  or  twenty  minutes  and  rinsed  off 
with  plain  water.  After  the  operation  has  began  water  with  no  adju- 
vant is  used.  In  cancer  of  the  portio  and  cervix  the  broken-down 
material  is  removed  with  the  scissors  and  a  sharp  curette  and  the 
cervix  is  then  drawn  down  by  the  volsella.  In  case  there  is  no  struc- 
ture left  to  grasp,  the  vagina  surrounding  the  cervix  is  seized  anteri- 
orly half  an  inch  or  further  from  the  margin  and  the  line  of  incision 
made,  as  far  away  from  the  vagino  cervical  margin  as  it  is 
intended  to  resect  the  vagina,  the  mucosa  is  stripped  down, 
the  bladder  separated  from  the  cervix  and  the  volsella  forceps 
can  now  readily  be  used  to  seize  the  cervix.  Boldt  prefers  to 
open  the  cul-de-sac  of  Douglas  at  this  time  in  order  that  the 
index  finger  may  be  used  as  a  guide  to  suturing  the  base  of  the 
broad  ligament.  In  some  cases  the  author  ligates  all  around 
the  cervix  before  cutting  the  vagina.  This  can  be  done  only  in 
cases  where  the  uterus  can  readily  be  drawn  down  and  there  is  a 
sufficiently  large  vagina.  The  operation  is  then  practically  blood- 
less. If  one  side  of  the  parametria  is  thickened  that  is  the  side  which 
should  be  freed  first.  The  base  of  the  broad  ligaments  being  ligated 
and  divided  there  is  no  trouble  in  completing  the  stripping  off*  of  the 
cervix  from  the  bladder  and  then  the  peritonaeum  is  at  once  secured 
to  the  anterior  edge  of  the  bladder  by  a  running  suture  of  No.  2 
or  3  catgut.  The  field  of  work  is  now  clear.  Steadily,  first  on 
one  side  and  then  on  the  other,  a  ligature  is  placed  and  a  cut  made 
and  the  uterus  is  drawn  lower  as  it  becomes  released.  The  needle 
is  introduced  near  the  margin  of  the  vagina  and  guided  by  the 
index  finger  secures  as  much  of  the  broad  ligament  as  is  deemed 
proper;  on  emerging  it  is  again  brought  out  in  the  vaginal  margin. 
This  prevents  the  ligatures  from  slipping  and  also  enables  the 
stumps  to  be  made  extra-peritoneal  subsequently.  If  possible,  the 
tubes  and  ovaries  are  brought  out  without  detaching  them  from 
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the  uterus.  In  cancer  of  the  body,  the  adnexae  are  invariably 
removed  on  account  of  the  danger  of  cancer  being  present  or  sub- 
sequently developing.  In  cases  of  cancer  of  the  cervix  or  portio- 
vaginalis  unless  the  patient  has  passed  the  menopause  Boldt  leaves 
the  appendages  unless  they  are  diseased  to  avoid  the  disagreeable 
symptoms  incident  to  the  sudden  bringing  on  of  the  menopause. 
After  removal  of  the  uterus  which  is  done  with  constant  irrigation, 
the  iodoform  gauze  tampon  or  sponge  placed  to  prevent  prolapse 
of  the  abdominal  contents  is  removed  and  a  stream  of  water  used 
to  irrigate  the  peritoneal  cavity. 

The  stumps  of  the  broad  ligaments  are  now  drawn  upon  by  the 
bullet  forceps  sufficiently  to  give  a  clear  view  and  bring  them  com- 
pletely into  the  vagina.  Then  a  full  curved  needle  is  introduced 
through  them  on  either  side  entering  anteriorly  through  the  vagino- 
peritoneal margin  and  emerging  posteriorly  in  the  same  manner 
and  the  ligature  tied.  The  opening  in  the  vagina  still  remaining  is 
closed  with  two  or  three  sutures  and  another  suture  is  passed 
through  from  one  broad  ligament  to  the  other  and  tied.  The 
vagina  is  now  irrigated  with  Thiersch's  solution,  and  a  small  strip 
of  iodoform  gauze  introduced. 

Patients  operated  upon  by  this  method  have  been  dismissed 
within  ten  days.  Where  peritoneal  adhesions  have  been  separated 
he  puts  in  a  small  strip  of  gauze  in  the  vaginal  slit  still  left  and 
drains  from  twenty-four  to  forty-eight  hours.  Formerly  he  did 
not  attach  the  peritonaeum  to  the  vaginal  mucous  membrane  and 
neither  was  he  particular  with  attaching  his  stumps  in  the  vagina, 
but  while  his  patients  made  good  recoveries  the  convalescence 
was  longer  and  it  is  obviously  not  as  good  surgery.  Gauze  drain- 
age in  such  cases  was  used  from  a  week  to  ten  days  and  it  was 
usual  to  see  temperatures  of  ioo°  to  ioi°  or  1020  from  the  third  to  the 
eighth  or  to  the  fourteenth  day — a  re-absorption  fever.  When  easier 
to  retroflex  the  uterus  or  to  anteflex  it  in  order  to  secure  the  broad 
ligaments  it  is  done.  In  cases  where  the  uterus  is  large  and  the 
vagina  small,  the  latter  is  dilated  with  a  colpeurynter  from  two  to 
three  days  before  the  intended  operation.  He  prefers  this  to  the 
incision  practiced  by  some  operators.  In  cases  where  the  broad 
ligaments  are  thickened  by  inflammatory  processes,  it  appears 
almost  impossible  to  get  the  uterus  lower  down  in  the  pelvis  and 
in  such  cases  the  incision  is  made  anteriorly  and  then  the  cul-de- 
sac  of  Douglas  opened,  and  the  posterior  cut  made  laterally  to  its 
full  extent  and  the  peritonaeum,  if  convenient  to  do  so  at  this  stage 
of  the  operation,  attached  to  the  margin  of  the  vagina.    Now,  the 
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bladder  is  stripped  off  the  cervix  as  far  as  can  be  conveniently 
done,  and,  guided  by  the  ringer,  a  clamp  is  placed  on  the  base  of 
the  broad  ligament  the  required  distance  away  from  the  cervix, 
and  the  parametria  cut  close  to  the  inner  border  of  the  clamp ;  the 
same  is  done  on  the  other  side.  It  will  now  generally  be  found 
that  the  uterus  can  be  drawn  a  little  lower  down  to  such  a  degree 
that  the  bladder  can  be  entirely  separated  from  the  cervix,  when 
the  remaining  part  of  the  broad  ligament  can  be  included  in  the 
next  clamp  applied  and  then  the  rest  of  the  broad  ligament  is  cut. 
The  same  course  is  pursued  on  the  other  side,  and  any  bleeding 
points  which  may  still  be  found  are  secured  by  smaller  forceps. 
The  handles  of  the  forceps  are  tied  with  silk,  the  vagina  lightly 
packed  with  iodoform-gauze  of  which  a  strip  is  also  wrapped 
about  the  forceps  to  prevent  pressure  on  the  soft  parts.  A  heavy 
pad  of  absorbent  cotton  is  secured  to  the  vulva  by  a  T-ban- 
dage  loosely  applied.  After  the  lapse  of  twenty-four  hours  all  the 
clamps  may  be  removed  without  hesitation.  It  is  unnecessary 
and  injurious  to  leave  them  longer.  The  argument  that  the 
stumps  of  the  broad  ligaments  will  retract  when  the  forceps  have 
been  removed  and  thus  give  rise  to  danger  of  septic  infection 
also  that  septic  material  may  travel  into  the  peritoneal  cavity 
along  the  handles  of  the  instruments  has  not  held  good  in  his 
experience.  He  holds  that  clamps  will  permit  operation  when  it 
cannot  be  done  with  the  ligatures,  because  in  cases  where  the 
parametria  are  very  much  thickened  clamps  can  be  placed  nearer 
the  outer  part  of  the  broad  ligament  if  this  is  at  all  infiltrated  than 
it  is  possible  to  place  a  ligature.  He  has  done  the  operation  with 
clamps  within  fifteen  minutes.  His  reason  for  not  always  using 
them  is  first,  convalescence  is  delayed  and  a  completely  closed 
wound  is  not  obtained.  Another  reason  for  preferring  to  close  the 
peritoneal  cavity  is  the  danger  of  cases  of  ileus  which  have  been 
reported.  He  urges  the  importance  of  making  the  primary  inci- 
sion a  good  distance  away  from  the  apparently  diseased  structures. 
He  prefers  to  use  catgut  to  silk  because  with  the  latter  the  conva- 
lescence is  prolonged  and  it  is  no  more  secure  and  no  more  anti- 
septic than  catgut.  With  care  he  claims  that  catgut  can  be  tied  as 
securely  as  silk  and  if  a  ligature  holds  twenty-four  to  thirty-six 
hours  all  danger  of  haemorrhage  has  passed.  The  mistake  com- 
monly made  is  that  two  twists  are  made  with  the  first  knot  and 
when  heavy  gut  is  used  one  is  all  that  is  necessary  but  it  must  be 
immediately  followed  by  the  second  knot  and  too  much  tissue 
must  not  be  included  in  the  ligature. 
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In  regard  to  the  preparation  of  catgut.  The  best  quality  of  gut 
is  selected  and  for  heavy  ligatures  the  size  varies  from  No.  4  to  No. 
6,  for  plastic  work  from  No.  2  to  No.  4.  For  two  weeks  or  more  it 
is  placed  in  sulphuric  ether,  the  jar  being  shaken  once  or  twice  daily. 
It  is  then  wrapped  in  a  sterilized  towel  two  or  three  hours  to  let 
the  ether  evaporate.  A  watery  solution  of  corrosive  sublimate 
1-500  is  used  for  from  eighteen  to  twenty-four  hours,  from  which  it  is 
transferred  to  absolute  alcohol.  This  is  boiled  over  a  water-bath 
for  several  hours.  The  paper  tied  over  the  jar  to  cover  the  gut  is 
pierced  at  several  points  with  a  needle  to  prevent  an  explosion. 
Finally  it  is  removed  and  placed  in  another  jar  of  absolute  alcohol. 

In  regard  to  the  relative  value  of  high  amputation  as  opposed  to 
complete  extirpation,  while  Boldt  admits  the  remarkable  statistics 
of  Byrne  and  those  of  Baker  he  cites  the  cases  of  Binswanger, 
Ruge,  Veit  and  Krysinski,  Terrier  and  others  who  report  cases 
where  two  distinct  developments  of  malignant  disease  existed.  In 
such  cases  high  amputation  would  only  lull  the  patient  into  a  false 
sense  of  security.  '  The  author  also  refers  to  three  cases  of  his  own. 
In  one  of  these  where  a  cervix  was  removed  for  a  cauliflower 
growth  apparently  limited  to  the  portio  only,  a  carcinomatous 
mass  was  found  in  the  fundus ;  the  other  cases  illustrated  separate 
foci. 

As  to  the  length  of  time  before  recurrence  he  quotes  Fraenkel 
who  operated  on  a  cauliflower  growth  in  June  1881  by  supra- 
vaginal amputation  with  a  slowly-cutting  galvano-cautery  knife. 
Chloride  of  zinc  was  subsequently  used  after  Sims'  method.  May 
1888  there  was  no  sign  of  recurrence.  Recurrence  was  observed 
in  1889  and  she  died  in  1890.  The  explanation  of  Fraenkel  for  the 
long  absence  of  recurrence  was  the  hard  scar  tissue  produced 
by  repeated  potential  cauterization.  Both  methods  have  long 
periods  of  immunity  and  both  methods  are  followed  at  times  by 
rapid  reccurrence.  While  the  older  statistics  such  as  the  accumu- 
lated statistics,  give  twenty-five  per  cent,  mortality,  Winter  quotes 
474  cases  from  the  large  German  clinics  with  a  mortality  of  8.4 
per  cent. 

In  America  Price  and  Byford  with  a  combined  number  of  sixty 
cases  have  a  five  per  cent,  mortality ;  Boldt  hopes  for  a  mortality 
of  three  or  four  per  cent,  in  immediate  results.  In  urging  the 
importance  of  taking  enough  tissue,  he  quotes  some  recent  cases 
where  his  primary  incision  was  about  one-and-a-half  to  two  inches 
distant  from  the  disease,  thus  resecting  a  large  portion  of  the  vagina 
although  it  was  seemingly  not  affected.    The  author  emphasizes 
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the  importance  of  a  thorough  knowledge  of  the  pelvic  organs 
before  operation  and  very  justly  observes  that  this  knowledge  can 
only  be  obtained  by  the  use  of  an  anaesthetic.  It  is  important  to 
determine  the  mobility  of  the  uterus,  whether  the  surrounding 
tissues  are  infiltrated  or  if  the  disease  has  encroached  upon  the 
bladder  or  rectum.  The  location  and  extent  of  adhesions  is  not 
without  interest.  The  object  of  this  examination  then  is  to  deter- 
mine whether  the  case  is  still  one  for  operation  or  rather  whether 
we  can  do  our  cutting  in  undiseased  structures.  Two  years  ago 
the  author  held  the  view  that  a  cancerous  uterus  should  always  be 
removed  if  it  were  a  surgical  possibility  even  if  tissues  already 
infiltrated  by  carcinoma  had  to  be  operated  on  believing  (1)  that 
the  patient's  life  would  be  prolonged,  (2)  that  the  suffering  would 
be  diminished,  (3)  that  no  uterus  being  present  there  would  be 
,  little  or  no  disagreeable  or  ichorous  discharges.  He  has  changed 
his  views  on  these  points  particularly  in  the  first  instance 
referred  to. 

In  regard  to  the  limitations  of  the  operation  a  freely  movable 
uterus  is  generally  a  good  indication  for  removal  but  it  may  be 
accompanied  by  involvement  of  the  bladder  to  such  a  degree  as 
to  make  radical  operation  out  of  the  question.  In  such  cases  the 
greatest  aid  to  diagnosis  is  given  by  the  use  of  the  sharp  curette 
prior  to  the  operation  to  gouge  out  the  diseased  tissue.  If  the  dis- 
ease has  passed  into  the  utero-vesical  space,  the  urethra  should  be 
dilated  after  the  patient  has  been  fully  narcotized,  and  the  mobility 
of  the  vesical  mucosa  and  muscularis  against  the  diseased  part 
noted  by  the  finger  in  the  bladder.  If  the  diseased  portion  can  be 
entirely  removed  without  interfering  with  the  ureters  and  we  can 
close  the  opening  completely  at  the  time  of  operation  then  the 
bladder  involvement  offers  no  contra-indication.  The  rectum  may 
be  involved  to  a  moderate  extent  without  contra-indicating  the 
operation.  Extensive  involvement  of  bladder  or  rectum  precludes 
more  than  may  be  accomplished  by  the  sharp  curette. 

The  uterus  may  be  immovable  from  other  causes  than  malig- 
nant disease  such  as  inflammatory  trouble,  peri-  or  parametritis,  and 
thus  does  not  necessarily  preclude  operation.  Schauta  calls  attention 
to  an  important  differential  point  in  the  diagnosis  and  that  is  the  elas- 
ticity which  is  present  when  the  exudate  is  entirely  of  an  inflam- 
matory nature.  The  curette  also  aids  materially.  Boldt  does  not 
believe  in  curetting  three  or  four  days  before  the  operation  as 
nothing  is  gained  over  having  the  currettement  immediately  pre- 
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cede  hysterectomy  and  it  is  open  to  the  theoretical  objection  of 
opening  up  the  absorbent  vessels. 

A  fixed  uterus  invaded  by  cancer  unless  the  disease  has  gone 
beyond  the  limits  of  operation  does  not  contra-indicate  total 
extirpation. 

If  it  can  be  positively  shown  that  the  cancer  is  limited  only  to 
the  lower  part  of  the  cervix  proper  then  total  extirpation  would  be 
contra-indicated.  The  author  denies  that  this  can  be  proven, 
while  on  the  contrary,  it  has  been  shown  by  a  number  of  cases, 
that  cancer  of  the  fundus  may  exist  without  any  apparent  connec- 
tion with  the  disease  of  the  cervix.  The  diagnostic  curetting  may 
prove  the  presence  of  carcinoma  of  the  fundus  but  it  does  not 
prove  its  absence. 

The  remote  results  of  vaginal  hysterectomy. — The  immediate 
results  are  sufficiently  good  in  the  hands  of  competent  surgeons  to 
warrant  the  operation.  American  statistics  have  improved  very 
much  in  the  past  ten  years  and  their  results  average  as  good  as  their 
confreres  abroad.  One  difficulty  in  the  way  of  obtaining  good 
statistics  is  that  the  technique  is  at  present  undergoing  develop- 
ment and  the  diagnosis  is  not  made  at  a  sufficiently  early  date. 
Winter  reports  without  recurrence  after  a  lapse  of  two  years. 
Olshausen,  Schauta  and  Fritsch  less  than  forty-seven  and  a  half 
per  cent.  The  author  had  five  cases  operated  on  more  than  five 
years  ago.  One  died  from  the  effect  of  operation  (ureters  probably 
tied)  and  two  are  without  recurrence. 

In  concluding  his  paper  Dr.  Boldt  says  that  the  number  of 
operable  cases  will  increase  because  the  family  practitioner  is 
learning  to  send  cases  to  the  gynaecologist  in  time  to  have  them 
receive  benefit  from  the  operation.  Women  must  be  taught  that 
a  prolonged  flow  of  blood  even  at  the  regular  menstrual  period, 
when  they  have  attained  an  age  above  thirty-five  years  should  be 
regarded  with  suspicion  and  the  advice  of  the  family  physician 
sought.  Irregular  bleeding  should  always  excite  su>picion  espe- 
cially the  so-called  "spotting"''  occasionally  of  vari-colored  blood. 
Such  bleeding  following  sexual  intercourse  in  a  woman  beyond  thirty- 
five  years  of  age  is  almost  pathognomonic  of  cancroid.  Offen- 
sive leucorrhcea  especially  if  now  and  then  mixed  with  a  spot  of 
light-colored  sanguinous  discharge — these  are  all  early  signs  and 
should  warn  the  patient  to  seek  advice.  In  case  of  a  suspicious 
ulcer  a  section  should  be  cut  and  it  should  be  submitted  to  a  com- 
petent pathologist.    At  the  end  of  Dr.  Boldt's  paper  is  appended  a 
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list  of  forty-four  cases  of  uterine  extirpation  through  the  vagina 
for  cancer. 

DISCUSSION. 

Dr.  W.  M.  Polk,  of  New  York,  said  he  had  no  criticisms  to 
make  upon  Dr.  Boldt's  paper,  as  the  views  expressed  were  almost, 
if  not  entirely,  in  accord  with  his  own.  Regarding  the  operation 
performed  by  the  President,  he  could  only  say  as  he  had  said  on  a 
former  occasion,  that  when  he  had  tried  this  procedure  which  had 
proven  so  successful  in  the  President's  hands,  he  had  suddenly 
found  himself  in  Douglas's  cul-de-sac,  and  having  entered  the  peri- 
tonaeum the  temptation  was  to  keep  on  and  take  out  the  entire 
organ.  He  was  glad  to  see  that  Dr.  Boldt  had  retracted  his  utter- 
ances of  two  years  ago  and  no  longer  operated  upon  advanced 
cases. 

Dr.  Joseph  E.  Janvrin,  of  New  York,  also  agreed  in  the  main 
with  the  author.  He  thought  for  any  one  who  elected  to  do  vagi- 
nal hysterectomy  the  operation  was  justified  in  cases  in  which  the 
cervix,  the  portio,  or  endometrium  were  involved;  also  in  some  in 
which  the  vagina  alone  was  implicated.  There  were  some  cases 
in  which  there  was  thickening  around  the  uterus,  and  the  surgeon 
conscientiously  believed  that  it  was  not  of  malignant  nature,  and 
in  them  he  was  justified  in  removing  the  uterus.  He  had  had  three 
such  cases  in  the  past  three  years  in  none  of  which  had  there  been 
a  recurrence.  As  to  the  justifiability  in  general  of  vaginal  hyster- 
ectomy for  uterine  cancer,  he  thought  the  same  principles  applied 
as  in  cancer  in  other  parts  of  the  body. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  related  two  cases  in  which  he 
had  used  the  clamp,  with  an  untoward  result,  and  he  had  therefore 
discarded  these  instruments  for  catgut.  It  would  hereafter  be  his 
custom  also  to  return  the  stump  and  completely  close  the  vaginal 
opening. 

Dr.  H.  C.  Coe,  of  New  York,  said  that  as  he  had  been  quoted 
he  was  placed  in  the  embarrassing  position  of  going  back  on  his 
own  paper,  which  he  had  come  to  the  conclusion  was  utterly 
valueless  from  a  statistical  standpoint,  for  looking  back  upon  the 
two  fatal  cases  therein  cited,  he  had  come  to  the  conclusion  that 
they  had  been  improperly  selected  and  the  technique  had  been 
faulty.  The  last  two  years  he  had  not  lost  a  single  case  from  vagi- 
nal hysterectomy.  He  had  not  been  able  to  bring  himself  to  per- 
form complete  hysterectomy  in  cases  of  commencing  epithelioma 
of  the  cervix,  yet  the  arguments  which  he  had  advanced  in  favor 
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of  complete  extirpation  in  such  cases  were  valid,  as  the  speaker 
himself  could  corroborate.  He  had  seen  cases  in  which  there  was 
cancer  in  the  body  of  the  uterus  which  was  entirely  independent  of 
cancer  of  the  cervix,  the  latter  of  course  being  alone  recognizable 
before  operation.  Moreover,  small  fibroids  were  liable  to  undergo 
malignant  change.  The  results  depended  entirely  upon  the  oper- 
ator, and  consequently  the  justifiability  of  the  operation  would 
have  to  be  judged  of  a  few  years  hence. 

Dr.  W.  Gill  Wylie,  of  New  York,  said  that  he  had  some  years 
ago  stated  what  he  would  now  repeat,  that  he  would  be  just  as 
likely  to  remove  a  part  of  the  breast  for  cancer  as  a  part  of  the 
uterus;  that  he  had  been  cautious,  however,  in  this  class  of  cases 
was  evident  from  the  fact  that  he  had  operated  on  only  thirty-one 
patients.  He  attributed  his  good  results  largely  to  the  fact  that 
prior  to  the  operation  he  rendered  the  uterus  perfectly  aseptic  by 
curettement  and  the  douche.  He  referred  to  some  points  in  the 
technique  of  the  operation. 

Dr.  W.  H.  Baker,  of  Boston,  referring  to  the  longer  immunity 
from  recurrence  following  removal  of  cancer  by  the  electro-cautery, 
as  suggested  by  the  President,  thought  that  those  who  were  in  the 
habit  of  doing  hysterectomy  for  cancer  of  the  uterus  might  find  it 
an  advantage  to  thoroughly  sear  the  parts  after  as  complete  extir- 
pation as  was  possible. 

Dr.  J.  Reeves  Jackson,  of  Chicago,  said  that  he  agreed  with  the 
reader  of  the  paper  almost  entirely;  indeed,  he  differed  with  him 
only  on  one  point,  although  that  point  might  be  considered  rather  a 
radical  one — he  denied  the  propriety  of  removing  the  entire  uterus 
for  carcinoma.  He  stood  with  Dr.  Baker,  regarding  the  President's 
method  of  operating,  he  had  not  the  skill  to  apply  it. 

The  discussion  was  closed  by  the  author. 
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Abstract  of  a  paper  entitled 
SUPRA-VAGINAL    HYSTERECTOMY,  WITHOUT  LIGATURE 
OF  THE  CERVIX  IN  OPERATION  FOR  UTERINE  FI- 
BROIDS.   A  NEW  METHOD. 

By  B.  F.  Baer,  M.D., 

Philadelphia,  Pa. 

He  said  it  was  his  object  in  bringing  this  paper  before  the 
Society  to  call  attention  to  a  new  method  for  the  management  of 
the  cervix  in  supra-vaginal  hysterectomy.  If  the  method  should 
prove  as  successful  in  the  hands  of  others  as  it  had  in  his  own, 
it  would  grow  in  favor,  for  he  had  had  nine  consecutive  cases,  all 
within  a  year  and  all  of  which  recovered  with  scarcely  an  eleva- 
tion of  temperature.  The  majority  of  these  cases  may  be  classed 
as  difficult,  three  of  them  extremely  so,  thus  putting  the  method  to 
a  severe  test.  The  author  also  had  within  the  same  period  removed 
the  uterus  five  times  by  total  extirpation,  four  for  malignant  disease 
and  one  for  fibroid  tumor.  He  had  thus  had  a  good  opportunity 
within  a  short  time  of  comparing  the  two  methods.  Since  writing 
this,  however,  he  had  had  a  tenth  case  which  resulted  fatally,  but 
for  this  result,  as  he  went  on  to  show,  the  method  of  operating 
could  not  at  all  be  held  responsible.  Death  in  this  tenth  case  took 
place  in  thirty-six  hours  after  the  operation,  and  had  been  due  to 
the  action  of  the  anaesthetic,  aggravated  by  a  large  goitre. 

The  author  states  that  the  extra-peritoneal  treatment  of  the 
stump  as  practiced  by  Pean,  Bantock,  and  others  has  had  its  day 
and  is  gradually  being  abandoned  and  that  almost  the  same  thing 
may  be  said  of  the  intra-peritoneal  method  urged  by  Schroeder 
and  afterwards  by  Martin  for  some  time.  Martin  has  abandoned 
it  in  favor  of  total  extirpation.  The  methods  of  Drs.J.  R.  Goffe 
and  A.  P.  Dudley  of  New  York  and  that  of  H.  J.  Byford  of  Chicago 
provide  for  the  discharge  of  the  sloughing  pedicle  through  the 
vagina.  They  are  therefore  essentially  extra-peritoneal  methods, 
and  while  probably  an  improvement  over  abdominal  fixation,  like 
the  latter  constrict  the  muscular  tissue  of  the  cervix  and  thus  lack 
the  primary  factor  of  perfect  technique. 

The  claim  that  no  stump  is  left  by  the  operation  of  total  extir- 
pation is  not  valid — in  fact  several  stumps  are  left  which  must 
separate  and  come  away  by  a  process  of  sloughing,  and  this  is 
followed  by  contraction  and  deformity  of  the  vagina  and  it  is 
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necessary  that  the  opened  vagina  should  furnish  good  drainage 
after  this  method. 

The  ideal  method  will  be  one  which  is  certain  to  be  safe  against 
haemorrhage  and  sloughing,  and  which  at  the  same  time  leaves  the 
cervix  in  its  natural  anatomical  position. 

Method  of  Operating. — After  the  required  abdominal  incision 
and  all  adhesions  to  the  omentum,  abdominal  wall,  etc.,  are  sepa- 
rated, the  tumor  is  lifted  out  of  the  abdominal  cavity.  If  the  inci- 
sion be  unusually  long  several  sutures  are  placed  at  its  upper  end 
for  the  better  protection  of  the  intestines.  The  patient  may  now 
be  elevated  to  the  Trendelenburg  posture,  if  deemed  best,  and  the 
parts  thoroughly  studied,  so  that  a  clear  idea  as  to  the  character 
and  location  of  the  tumors  and  pedicle  may  be  obtained  before  the 
ligation  and  separation  are  begun. 

The  first  step  of  the  special  procedure  is  the  passage  of  a  single 
silk  ligature  through  the  broad  ligament  near  the  cervix.  This 
ligature  is  made  again  to  transfix  the  broad  ligament  near  its  outer 
edge  to  prevent  its  slipping  ;  it  is  then  tied.  A  stout  pedicle  for- 
ceps is  next  placed  under  the  Fallopian  tube  and  ovary,  and  made 
to  grasp  the  broad  ligament  for  the  purpose  of  preventing  reflux 
from  the  uterus.  The  ligament  is  now  severed  just  below  the  for- 
ceps, the  incision  being  carried  close  to  the  tissues  of  the  tumor. 
If  deemed  necessary,  another  ligature  is  now  passed  through  the 
broad  ligament  further  down  along  the  side  of  the  cervix.  This 
ligation  and  cutting  are  now  repeated  on  the  opposite  side.  The 
knife  is  then  run  lightly  around  the  tumor  an  inch  or  two  above 
the  peritoneal  reflection  of  the  bladder  in  front ;  probably  a  little 
lower  behind,  and  the  peritonaeum  is  stripped  down  with  the 
handle  of  the  scalpel  for  the  purpose  of  making  peritoneal 
flaps.  The  next  step  is  a  most  important  one ;  it  is  the  liga- 
tion of  the  uterine  arteries.  This  is  done  in  the  broad  ligaments, 
outside  of,  and  close  to,  the  cervix.  Care  must  be  taken  to  avoid 
the  ureter  on  the  one  hand  and  the  cervical  tissue  on  the  other. 
The  ligature  may  either  be  placed  within  the  folds  of  the  severed 
ligament,  or,  which  is  preferable,  made  to  encircle  the  double  fold 
of  the  ligament  and  artery  in  one  loop ;  action  here  will  depend 
upon  the  size  of  the  pedicle  and  the  consequent  separation  of  these 
folds.  The  constant  traction  which  is  made  upon  the  pedicle  by 
the  assistant  who  is  holding  the  tumor  serves  to  draw  out  and  elon- 
gate the  cervix,  after  the  peritoneal  coverings  have  been  incised,  and 
to  thereby  permit  deeper  incision  into  the  neck,  which  is  next 
amputated  with  the  knife  by  a  sort  of  cupped  incision.    The  stump 
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is  now  grasped  with  a  small  volsella  forceps,  and  further  trimmed 
and  reduced,  if  necessary,  so  that  the  entire  supra-vaginal  portion  is 
removed  beore  it  is  dropped  into  the  pelvis.  The  cervix  being  now 
released,  it  immediately  recedes  and  is  drawn  deeply  into  the  pel- 
vis by  the  retractive  and  elastic  properties  of  the  vagina,  to  where 
it  is  buried  out  of  sight  by  the  peritoneal  flaps  covering  it.  These 
flaps  have  been  rendered  so  taut  by  the  ligatures  which  have  been 
placed  that  usually,  as  the  cervix  recedes  into  the  pelvis,  they  close 
over  it  like  elastic  bands.  The  cervix  is  now  in  its  natural  position 
and  without  a  single  ligature  or  suture  in  its  tissues.  The  operation 
is  finished  by  infolding  the  edges  of  the  peritoneal  flaps,  which 
may  be  secured  by  Lembert  sutures  if  necessary.  I  have  not  found 
this  necessary  if  the  ligatures  which  secured  the  uterine  arteries 
had  also  grasped  the  severed  folds  of  the  broad  ligaments,  for  this 
so  tightens  them  that  the  sides  are  brought  forcibly  together  when 
the  cervix  is  drawn  under.  The  bladder  and  surrounding  tissues 
aid  also  in  closing  the  pelvic  cavity.  Nothing  whatever  is  done 
to  the  cervical  canal.  The  portion  of  the  broad  ligament  embraced 
in  the  first  ligature  is  the  same  structure  which  forms  the  ordinary 
ovarian  pedicle,  minus  the  Fallopian  tube.  The  other  ligatures 
close  the  opened  broad  ligament,  as  we  have  seen.  It  is  not  found 
necessary  to  employ  the  temporary  elastic  ligature. 

The  steps  of  the  operation  vary  somewhat  to  suit  the  complica- 
tions which  may  be  present  in  the  individual  case.  Chinese  silk  is 
employed  in  all  Dr.  Baer's  abdominal  operations. 

The  doctor  narrated  three  cases  out  of  his  series  as  of  special 
interest  and  we  give  an  abstract  of  the  second,  which  is  particularly 
interesting. 

Case  II. — Sub-peritoneal  fibroid  universally  adherent  and  pre- 
senting an  extremely  vascular  surface.  The  lower  part  occupied 
the  pelvis.  About  a  gallon  of  fluid  resembling  pus  and  probably 
resulting  from  electro-functure,  was  evacuated  from  a  portion 
of  the  tumor,  but  the  mass  was  still  very  large.  In  its  growth 
the  tumor  had  unfolded  the  right  broad  ligament  and  had 
burrowed  up  under  the  peritonaeum  carrying  the  caecum  with 
it  and  causing  the  colon  to  crown  its  upper  portion.  The  caecum 
was  closely  attached  to  the  right  side  of  the  tumor  under  the  liver. 
An  attempt  was  made  to  separate  the  caecum  from  the  tumor  but 
had  to  be  abandoned  on  account  of  haemorrhage.  It  was  then 
found  that  by  working  on  the  opposite  side  the  tumor  could  be 
readily  shelled  out  from  under  the  peritonaeum.  The  uterus  and 
pelvic  tumor  formed  one  mass  and  were  quickly  severed  releasing 
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the  cervix.  When  the  pelvic  portion  had  been  raised  a  large  mass 
of  veins  were  uncovered.  Ligatures  were  freely  used.  A  large 
haematocele  formed  and  burst  giving  rise  to  a  "frightful  haemor- 
rhage." The  pelvis  was  quickly  packed  with  sponges  and  folded 
towels  and  while  his  assistant  applied  all  the  pressure  he  could 
upon  them  the  abdominal  sutures  were  placed.  On  removing  the 
compress  another  haematocele  had  formed.  The  abdomen  was 
closed  and  pressure  made  from  the  outside  by  a  large  compress  of 
pads  and  towels  laid  over  the  wound  and  held  in  position  by  adhe- 
sive straps.  The  patient  was  now  pulseless  and  the  respiration 
gasping  but  she  eventually  made  a  good  recovery.  This  was  a 
case  where  the  abdominal-fixation  plan  could  not  have  been  used 
and  where  the  patient  would  have  died  had  the  operator  attempted 
total  extirpation. 

In  concluding  his  paper  Dr.  Baer  remarked  that  he  had  never 
seen  any  permanent  good  result  from  the  use  of  electricity  and  9 
that  he  thought  it  caused  great  mischief  by  giving  rise  to  suppura- 
tive adhesions,  etc.  He  also  thought  that  the  influence  of  the 
menopause  was  not  so  frequently  a  cause  of  good  as  commonly 
stated  but  that  frequently  the  tumors  took  on  a  new  growth  at  this 
age. 

He  believes  the  method  advocated  in  his  paper  comes  as  near 
as  possible  to  being  technically  correct  for  the  following  reasons  : 

i st.  It  is  secure  against  haemorrhage ,  because  the  blood-vessels 
are  ligated  outside  of  the  muscular  tissue  of  the  cervix;  and  against 
sloughing,  because  these  tissues  are  entirely  free  from  a  constrict- 
ing ligature  or  suture. 

2d.  It  removes  all  the  supra-vaginal  tissue,  but  does  not  open 
the  vagina,  thereby  permitting  the  vaginal  portion  of  the  cervix  to 
remain  attached  and  in  situ,  to  maintain  its  position  at  the  keystone 
of  the  arch  and  to  preserve  the  strength  and  anatomical  shape  of 
the  lower  portion  of  the  abdominal  cavity. 

3d.  The  raw  end  of  the  stump  is  retracted  deeply  in  the  pelvis, 
where  it  is  surrounded  and  covered  by  the  other  raw  surfaces  and 
the  peritoneal  flaps,  which,  by  the  method  of  ligating,  are  made 
to  press  firmly  upon  these  tissues,  and  immediate  union  doubtless 
occurs. 

4th.  The  pelvic  cavity,  when  the  operation  is  finished,  has  its 
natural  lining  of  peritonaeum,  and  is  free  from  the  danger  of  con- 
tamination from  a  sloughing  pedicle,  open  vagina,  or  a  drainage- 
tube. 
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5th.  The  parts  are  left  in  their  natural  relation  with  one  another, 
and  are  free  from  the  distortion  and  displacement  of  the  bladder 
and  intestines  which  result  from  fixation  of  the  pedicle  in  the 
abdominal  incision. 

6th.  It  is  not  unduly  mutilating,  requires  the  minimum  number 
of  ligatures  and  is  applicable  to  the  worst  cases. 

7th.  Both  the  operation  itself  and  the  convalescence  are  shorter 
than  by  any  other  method. 

8th.  The  unpleasant  and  often  painful  and  dangerous  sequelae, 
as  hernia,  fistula,  etc.,  are  absent. 


Abstract  of  a  paper  entitled 
EXTIRPATION  OF  THE  ENTIRE  UTERUS  BY  THE  SUPRA- 
PUBIC METHOD. 

By  Wm.  M.  Polk,  MD., 

New  York. 

The  recent  results  obtained  by  surgical  procedure  warrants  an 
aggressive  attitude  toward  the  advocates  of  electricity.  In  at- 
tempting to  follow  the  pathway  made  by  the  ovariotomists  the 
difficulties  in  the  treatment  of  the  pedicle  proved  a  stumbling  block 
and  the  intra-  and  extra-abdominal  method  both  have  had  their 
advocates.  The  advisability  of  complete  extirpation  was  even  then 
admitted  and  perfection  of  operative  methods  annulled  the  objection 
which  its  high  mortality  when  first  practiced  presented.  The 
author  preferred  the  method  of  abdominal  fixation  and  in  order  to 
avoid  the  defects  of  this  method — the  fixation  pins  and  the 
sloughing  of  the  stump — he  made  a  report  to  the  New  York 
Obstetrical  Society,  January  3,  1888,  in  which  he  advocated  a 
method  of  first  tying  off  the  broad  and  round  ligaments  and  the 
vessels  they  contained  on  each  side,  and  cutting  them  free  from 
the  uterus  which  is  surrounded  by  a  temporary  rubber  ligature  at 
about  the  level  of  the  internal  os.  He  then  made  a  circular  incision 
about  the  uterus;  stripping  down  the  peritonaeum;  amputating  the 
uterus  in  this  artifical  sac  and  when  the  temporary  ligature  was  re- 
moved the  bleeding  was  controlled  by  ligatures  forced  through  the 
tissues  byneedles.  The  sac  was  stitched  by  its  edges  with  the 
parietal  peritonaeum  to  the  abdominal  wall.  The  opening  was 
stuffed  with  iodoform  or  bichloride-gauze.  This  method  was 
urged  as  particularly  applicable  to  thick,  heavy  pedicles.  This 
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operation  was  done  upon  four  successive  cases  and  the  results 
were  all  that  could  be  desired  until  Professor  Lewis  Stimson  proved 
it  was  no  safer  than  total  extirpation,  so  he  adopted  Stimson's 
method.  He  had  performed  abdominal  hysterectomy  twenty-one 
times,  seventeen  for  fibroma  and  four  for  procidentia.  Of  the 
seventeen  cases  two  died.  One  case  not  operated  on  in  the  man- 
ner of  the  rest  of  the  group  died  of  shock  at  the  end  of  twelve 
hours.  The  second  case  died  of  septic  poisoning.  The  remain- 
ing fifteen  cases  showed  as  good  a  condition  of  the  patient  as 
after  laparotomy,  and  all  the  patients  were  out  of  bed  the  twenty- 
first  day.  The  ultimate  result  in  the  fifteen  cases  was  all  that 
could  be  wished  with  one  exception.  This  case  developed  "acute 
ascending  paraplegia"  eighty  days  after  the  operation  and  died. 
No  autopsy  was  allowed. 

The  special  difficulty  of  the  operation  is  in  securing  the  vessels 
when  freeing  the  cervix,  and  Trendelenburg's  posture  is  of  great  ser- 
vice in  accomplishing  this.  The  blood  vessels  likely  to  give  rise 
to  embarrassment  are  those  belonging  to  the  vagina  and  posterior 
wall  of  the  bladder,  and  they  may  cause  trouble  on  account  of  the 
free  anastomosis  which  exists  between  them  and  the  vessels 
above.  If  the  uterine  artery  be  examined  as  it  leaves  the  pelvic 
wall  the  following  branches  will  be  noted.  First  the  para-vesical 
supplying  the  para-vesical  space.  Second,  the  lateral  vaginal  sup- 
plying the  whole  side  of  the  vagina  and  communicating  by  anas- 
tomosis with  branches  coming  from  the  annular.  Next  the  anterior 
vaginal  supplying  the  anterior  portion  of  the  vagina  and  sending 
abundant  branches  to  the  posterior  aspect  of  the  bladder.  Next  the 
annular  with  its  anterior  and  posterior  branches,  its  main  trunk  con- 
tinuing along  the  side  of  the  uterus  and  a  large  branch  descending 
to  the  vagina.  These  vessels  are  all  given  off  between  the  uterus 
and  the  point  at  which  the  main  trunk  crosses  the  ureter.  If  we 
wish  therefore  to  tie  a  single  trunk  and  control  these  branches,  it 
must  be  tied  between  the  pelvic  wall  and  the  ureter,  and  this  pass- 
age is  so  near  the  vessel  that  the  latter  should  be  distinctly  sepa- 
rated and  clearly  recognized  before  tying  it  in  this  place.  It  is  a 
difficult  thing  to  do  and  not  imperatively  demanded,  for  the  reason 
that  a  ligature  placed  just  outside  the  utero-vaginal  junction  will 
surely  control  all  inside  the  anterior  vaginal,  leaving  only  the 
anterior  and  lateral  vaginal  to  leak,  and  these  will  leak  so  slowly 
that  they  may  readily  be  seized. 

All  the  methods  for  the  management  of  the  stump  were  followed 
in  Dr.  Polk's  seventeen  cases  and  he  is  not  prepared  to  give  any  of 
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them  marked  preference.  No  raw  surface  however  should  be  left 
for  contact  with  the  intestines.  Special  attention  should  be  given 
to  prevent  gaping  of  the  broad  ligament.  Drainage  from  below  is 
an  important  item  and  the  vagina  should  be  filled  with  gauze,  the 
gauze  resting  above  and  against  the  edges  of  the  inverted  stump. 
In  some  cases  where  there  has  been  unusual  handling  of  the  parts, 
a  small  abdominal  drainage  tube  was  used  for  12  or  24  hours. 
This  may  be  necessary  when  the  pelvic  curve  is  so  great  that  the 
patient  lying  on  her  back  will  have  a  considerable  pocket,  which 
can  best  be  kept  free  from  fluid  by  the  glass  tube  from  above. 

In  describing  the  operation  the  author  stated  that  he  practiced 
the  careful  preparatory  cleansing  of  the  patient,  particularly  of 
the  vagina,  which  is  now  usually  acknowledged  to  be  proper; 
after  the  usual  incision  the  ovarian  vessels  are  tied  outside  the 
ovary  when  possible.  These  vessels  are  then  secured  on  the 
uterine  side  to  prevent  the  reflux  of  blood.  The  upper  part  of 
broad  and  the  round  ligament  are  tied  off.  The  reflux  of  blood 
is  so  slight  that  no  provision  need  be  made  against  it.  The  ovarian 
vessels  are  now  divided  and  the  uterus  freed  from  the  round  and 
also  from  the  broad  ligament  well  down  to  its  base.  The  uterine 
vessels  are  now  ligated. 

Drawing  the  tumor  well  toward  the  symphysis  the  finger  is 
pushed  down  by  the  side  of  the  cervix  between  the  folds  of  the 
base  of  the  broad  ligament  and  by  opposing  the  thumb  on  either 
the  anterior  or  posterior  aspect  of  the  broad  ligament,  the  pulsations 
of  the  uterine  vessel  are  recognized.  It  is  lifted  out  on  an  aneurism 
needle  and  tied.  As  soon  as  this  is  done  on  the  opposite  side,  the 
uterus  is  cut  away  from  the  vagina,  beginning  about  an  inch  above 
the  utero-vesicle  fold,  carrying  the  incision  around  the  mass  and 
turning  down  the  peritonaeum  until  the  vaginal  junction  is  reached. 
Then  a  cut  is  made  directly  through  the  vagina  tying  the  bleeding 
vessels  with  catgut.  The  edges  of  the  broad  ligament  should  be 
examined  and  gaping  corrected  by  the  continuous  suture.  A  suture 
is  passed  through  the  anterior  vaginal  wall  and  edge  of  the  peri- 
tonaeum over  it.  Another  suture  is  passed  through  the  posterior 
vaginal  and  the  cut  edge  of  the  peritonaeum  dissected  back  from 
the  cervix.  Two  ligatures  are  passed  one  each  side  of  the  vaginal 
opening  so  that  the  peritonaeum  is  brought  to  the  vaginal  surface. 
These  sutures  are  each  tied  in  position  and  the  ends  united  in  a 
knot  which  is  seized  by  a  pair  of  forceps  in  the  vagina  and  drawn 
well  down,  turning  in  the  peritonaeal  surfaces.  The  vagina  is  now 
washed  out  with  water  and  packed  with  gauze,  the  packing  resting 
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against  the  inverted  peritonaeum  in  the  majority  of  cases,  but  in 
some  where  there  has  been  much  handling  it  is  pushed  between 
the  folds.  In  the  later  case  a  glass  drainage-tube  is  introduced  to 
the  bottom  of  Douglas's  cul-de-sac  from  above.  This  is  removed  at 
the  end  of  12  or  24  hours.  The  bowels  are  moved  on  the  third  or 
fourth  day  and  the  gauze  withdrawn  immediately  afterwards. 

Dr.  Polk's  and  Dr.  Baer's  papers  were  discussed  together. 

Dr.  H.  J.  Boldt,  of  New  York,  said  that  there  were  certain  cases 
in  which  time  was  a  very  important  element  and  might  justify  the 
method  of  operating  by  which  the  pedicle  was  fixed  in  the  abdom- 
inal wound.  In  other  cases  the  manner  of  operating  described 
by  Dr.  Polk  was  perhaps  an  ideal  one.  He  also  expressed  his  interest 
in  Dr.  Baer's  method  of  operating,  which  was  very  ingenious,  and 
he  hoped  to  try  it. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  was  not  prepared  to  accept 
the  new  operation  which  had  been  advanced  for  the  complete 
supra-vaginal  extirpation  of  the  uterus.  He  still  prefered  the  extra- 
peritoneal method  of  treating  the  stump,  using  the  term  in  the 
sense  that  had  been  formerly  employed.  His  cases  numbered 
twenty-five,  with  two  deaths,  for  which  he  gave  a  sufficient  cause 
aside  from  any  fault  of  the  operation. 

Dr.  A.  P.  Dudley,  of  New  York,  spoke  of  the  operation  with 
which  his  name  and  that  of  Dr.  Goffe  had  been  connected  by  Dr. 
Baer,  and  stated  some  reasons  for  thinking  that  there  might  be 
some  objections  to  the  Baer  operation  which  did  not  apply  to  this. 

Dr.  Baer  closed  the  discussion  and  stated  that  the  important 
point  in  his  manner  of  operating  was  that  the  cervical  stump  was 
not  constricted,  contained  no  sutures.  No  cause  was  given  for  sup- 
puration, and  he  hoped  it  would  not  be  mixed  up  with  that  of 
Goffe  and  Dudley. 

Third  Day — September  22D. 

Abstract  of  a  paper  entitled 
CAN  WE   PREVENT  SECONDARY  HEMORRHAGE  AFTER 

OVARIOTOMY? 

By  H.  T.  Hanks,  M.D., 

New  York. 

That  it  was  worthy  of  consideration  was  evident  from  the  fact 
that  even  to-day  good  surgeons  occasionally  had  haemorrhage  after 
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ovariotomy.  He  had  himself  had  two  cases;  in  one  the  patient 
died  and  in  the  other  he  was  able  to  save  her  life,  by  reopening 
the  abdomen  and  securing  the  point  of  haemorrhage.  ,  It  was 
necessary  also  to  resort  to  transfusion.  Three  years  earlier  he  had 
seen  two  cases  in  the  practice  of  a  friend,  in  one  of  which  he  him- 
self reopened  the  abdomen,  transfixed  the  pedicle,  employed  a 
saline  solution  and  saved  the  patient's  life.  He  had  known  of  no 
fewer  than  ten  deaths  from  this  accident  within  the  last  five  years. 
Could  then  rules  be  formulated  for  its  prevention  ?  This  question 
was  especially  worthy  of  consideration  by  the  younger  members, 
who  might  have  judged  from  their  work  that  there  was  but  one 
way  of  fastening  the  pedicle.  The  same  procedure  should  not  be 
practiced  where  the  pedicle  was  wide  and  flat,  as  where  small  and 
round. 

Where  the  tumor  was  large,  after  ligating  the  large  artery  and 
tying  it  as  tightly  as  possible,  quilt  the  broad  pedicle  in  and  out  so 
that  under  no  circumstances  could  the  silk  slip.  In  smaller  ped- 
icles, discover  the  artery  if  possible  before  transfixing  and  pass  a 
transfixing  needle  to  one  side  of  it  and  tie  it  thoroughly.  In  other 
words,  in  small  pedicles  be  sure  not  to  split  the  artery,  or  pedicle, 
by  too  much  traction  in  tightening  the  ligature.  In  removal  of  the 
diseased  tubes  and  ovaries,  if  diseased  and  embedded  in  old  adhe- 
sions, there  would  be  only  small  arteries  to  deal  with  and  almost 
any  well-tied  ligature  would  hold.  He  advocated  no  special  liga- 
ture, either  silk  or  catgut  would  do,  but  should  be  quite  aseptic. 
If  catgut  were  employed,  make  the  first  part  of  the  knot  with  one 
turn,  the  second  part  with  two  turns. 

DISCUSSION. 

Dr.  A.  P.  Dudley,  of  New  York,  had  had  no  case  of  secondary 
haemorrhage  following  ovariotomy,  but  had  known  it  to  occur 
when  he  was  at  the  Woman's  Hospital,  and  it  seemed  to  him  that 
the  chief  cause  was  traction  upon  the  ligature  of  one  side,  while 
operating  upon  the  tumor  on  the  opposite  side.  It  was  his  practice 
always  to  break  up  the  adhesions  on  both  sides,  thoroughly  freeing 
both  appendages  and  the  uterus,  before  attempting  to  apply  the 
ligature  on  either  side. 

Dr.  Wm.  H.  Wathen,  of  Louisville,  related  two  cases  in  which 
during  his  early  experience  he  had  lost  his  patients  after  ovariotomy 
by  secondary  haemorrhage.  In  neither  of  them  had  the  ligature 
slipped;  in  one  it  had  simply  cut  through  the  tissues,  and  in  the 
other  the  vessels  had  ruptured,  the  cause  for  which  he  was  unable 


American  Gyncecological  Society. 


995 


to  understand.  He  did  not  think  it  of  much  importance  what  kind 
of  suture  is  used,  so  it  had  a  proper  amount  of  strength;  nor  how 
it  was  tied,  if  it  were  tied  well.   He  indorsed  Dr.  Dudley's  remarks. 

Dr.  H.  P.  C.  Wilson,  of  Baltimore,  made  it  a  rule  always  to 
touch  the  pedicle  thoroughly  with  Monsol's  solution  of  iron,  not 
for  the  purpose  of  preventing  haemorrhage,  but  to,  as  it  were,  mum- 
mify the  stump,  and  thus  prevent  slipping  of  the  ligature.  Early 
in  his  experience  he  had  lost  one  case  from  secondary  haemorrhage. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  always  instructed  the  assistant 
who  was  holding  up  the  pedicle  to  slacken  up  just  before  he  tied 
the  knot.  He  also  made  it  a  rule  to  go  back  to  the  first  side  before 
closing  the  abdomen  to  see  that  all  was  right. 

Dr.  Edward  Reynolds,  of  Boston,  Mass.,  read  a  paper  entitled 
The  Value  of  Forceps  in  Complicated  High  Arrest  of  the  Breech,  with 
Report  of  Two  Cases.    See  page  907. 

Dr.  Egbert  H.  Grandin,  of  New  York,  said  the  paper  was 
particularly  gratifying  to  him,  as  the  author  added  the  weight  of 
his  authority  to  a  practice  which  he  had  long  taught.  The  only 
apparent  difference  between  them  was  that  the  speaker  would  use 
chloroform  rather  than  ether  as  an  anaesthetic,  and  in  so  doing  it 
would  be  found  that  the  constricting  band  would  so  far  relax  that 
the  use  of  forceps  would  be  unnecessary;  that  the  hand  could  then 
be  inserted  and  delivery  effected  in  that  way.  He  again  took 
occasion  to  emphasize  his  preference  for  the  use  of  the  sensitive 
hand  over  any  instrument,  when  this  was  possible.  The  author 
was  entirely  right  when  he  said  that  the  application  of  the  blades 
of  the  forceps  as  high  up  on  the  body  of  the  foetus  as  was  usually 
taught  would  endanger  the  viscera,  especially  the  kidney  and  liver, 
by  compression. 

Dr.  J.  C.  Reeve,  of  Dayton,  Ohio,  expressed  his  interest  in  the 
paper  and  had  practiced  his  profession  a  great  many  years  before 
a  case  of  breech  presentation  had  finally  come  under  his  observa- 
tion, which  showed  that  delivery  could  not  easily  be  effected  by  the 
use  of  the  hand  and  without  the  aid  of  any  instruments.  This 
patient  was  finally  anaesthetized  and  delivered.  The  inference  was 
that  a  constricting  ring  had  previously  interfered  with  delivery. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  said  that  the  occurrence 
of  a  constricting  ring  was  not  very  uncommon,  and  if  it  persisted 
that  it  offered  serious  resistence  to  the  descending  part.  The 
apparent  difference  between  Dr.  Reynolds  and  Dr.  Grandin,  he 
thought  due  to  the  fact  that  Dr.  Reynolds  had  used  ether,  which 
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was  not  relaxing  and  had  therefore  resorted  to  forceps,  while  Dr. 
Grandin  had  used  chloroform  which  did  cause  relaxation  and  enabled 
him  to  deliver  with  the  hand. 

Dr.  H.  C.  Coe,  could  readily  understand  how  the  faulty  appli- 
cation of  the  forceps  to  the  body  of  the  child  in  a  breech-presenta- 
tion, as  suggested  by  the  author,  might  cause  an  injury  to  the 
viscera,  for  he  had  known  extra-peritoneal  haemorrhage  and  injury 
to  the  kidneys  to  take  place  in  an  institution,  from  prolonged  pres- 
sure of  the  thumb  and  finger. 

Dr.  Henry  D.  Fry,  of  Washington,  agreed  with  the  author  with 
regard  to  the  advantages  possessed  by  modern  forceps  and  the 
manner  of  application  which  he  had  described. 

Dr.  Reynolds  closed  the  discussion,  and  said  he  thought  Dr. 
Davis'  explanation  of  the  apparent  difference  between  himself  and 
Dr.  Grandin  was  the  correct  one,  yet  he  had  not  felt  safe  in  using 
chloroform  since  at  his  home,  which  was  the  birthplace  of  ether,  it 
was  doubtful  whether  if  one  should  have  an  accident  from  the  use 
of  chloroform  he  would  be  pardoned  for  his  folly. 

Abstract  of  a  paper  entitled 
WHAT  IS  THE  BEST  MANAGEMENT  OF  OCCIPITO-POSTE- 
RIOR  POSITIONS  OF  THE  VERTEX. 

By  Chauncey  D.  Palmer,  M.D., 

Cincinnati,  Ohio. 

He  said  that  he  had  nothing  new  to  offer  but  that  he  hoped  to 
offer  a  rational  plan  of  procedure  in  occipito-posterior  presentations 
of  the  vertex.  Intelligent  treatment  of  the  cases  of  this  position 
implied,  of  course,  a  consideration  of  the  mechanism  of  labor. 
The  author  thought  that  only  four  positions  of  the  vertex  need  be 
recognized.  A  true  posterior  position  was  one  in  which  the  occi- 
put was  not  only  toward  the  sacro-iliac  synchondrosis,  but  in  which 
it  impinged  against  the  posterior  inclined  pelvic  plane,  just  as  an 
anterior  position  was  one  in  which  the  anterior  inclined  pelvic 
plane  received  the  occiput  in  its  downward  movements.  If  the 
occiput  struck  the  anterior  plane  its  direction  would  be  downward, 
inward,  forward,  and  outward ;  if  the  posterior,  its  direction  would 
be  downward,  inward,  backward,  then  outward.  Many  causes 
contributed  toward  directing  the  occiput  on  the  anterior  rather 
than  the  posterior  plane,  among  them  being  a  strongly  projecting 
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sacral  promontory,  the  ischial  planes,  the  muscular  pelvic  floor, 
the  ischiatic  ligaments,  the  psoas  iliac  muscles.  Much  misunder- 
standing had  arisen  from  a  misconception  of  what  constituted  an 
occipito-posterior  position  ;  as  said,  if  the  occiput  played  upon  the 
anterior  inclined  plane,  the  case  should  be  regarded  as  of  the  ante- 
rior position,  not  the  posterior ;  notwithstanding  the  fact  that  the 
occiput  might  look  not  inconsiderably  backward,  all  such  cases 
would  naturally  undergo  sooner  or  later  anterior  rotation.  If  the 
occiput  struck  the  posterior  plane  often,  it  would  undergo  anterior 
rotation  only  by  the  early  and  well-directed  efforts  on  the  part  of 
the  accoucheur. 

Nature's  forces  which  greatly  facilitated  anterior  rotation  were 
mentioned :  Strong  uterine  action,  aided  by  vigorous  voluntary 
propelling  power,  a  good  degree  of  resisting  action  at  the  pelvic 
floor  (the  site  of  rotation)  and  proper  flexion  of  the  foetal  head. 
Posterior  rotation  was  likely  to  occur  when  the  occiput  struck  the 
posterior  inclined  plane  well  backward,  when  the  head  was  of  unu- 
sual size,  when  the  ischial  spines  were  imperfectly  developed,  and 
when  the  pelvic  floor  was  greatly  relaxed.  Posterior  position 
meant  slow  engagement,  slow  descent,  and  a  possible  non-rotation 
or  a  posterior  rotation.  Flexion  of  the  head  after  dilatation  of  the 
cervix  was  not  complete  nor  persistent.  No  special  difficulty 
occurred  until  the  pelvic  floor  was  reached,  labor  was  longer  and 
much  greater  force  was  required  because  the  distance  which  the 
occiput  had  to  travel  was  greatly  increased,  and  the  shoulders  and 
the  whole  of  the  foetus  became  impacted  outside  of  the  uterus. 
While  thus,  more  vis  a  /ergo  was  needed  less  was  afforded. 

In  diagnosis,  the  author  said  palpation  of  the  abdomen  and 
auscultation  were  as  important  to  be  adopted  early  as  was  vaginal 
touch,  and  should  also  be  utilized  during  labor.  It  was  not  always 
possible  to  estimate  the  degree  of  backward  inclination  of  the 
occiput  or  to  say  whether  it  would  undergo  anterior  or  posterior 
rotation.  The  treatment  of  most  cases  was  simple  and  would 
depend  largely  upon  the  particular  stage  of  parturition  at  which 
the  condition  was  recognized.  If  the  case  was  seen  early  enough 
the  child  should  be  rotated  into  the  anterior  position.  If  this  was 
not  successful,  podalic  version  should  be  performed.  The  latter 
operation  was  especially  indicated  if  the  head  was  large  and  broad, 
or  the  pelvis  contracted.  The  knee-elbow  posture  favored,  by 
gravitation,  the  rotation  of  the  foetus  as  a  whole  into  the  anterior 
position.  In  the  second  stage  the  lateral  decubitus  corresponding 
to  the  direction  of  the  posterior  position,  he  thought,  favored  rota- 
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tion.  But  if  the  head  should  reach  the  perinseum  without  rotating, 
the  aim  of  the  operator  should  be  to  promote  and  increase  flexion, 
by,  with  two  fingers,  during  pains,  pushing  the  frontal  bone  in  an 
upward  direction,  generally  pressing  toward  the  mother's  left ;  or 
the  whole  hand  might  be  used.  The  forceps  might  still  be  neces- 
sary, rotation  being  left  entirely  to  nature.  While  the  application 
of  the  forceps  done  in  a  careless  manner,  or  at  too  early  a  date, 
might  prevent  anterior  rotation,  causing  extension,  their  use  at  this 
time  was  urgently  called  for.  Between  their  use  and  the  perform- 
ance of  craniotomy,  the  future  of  this  patient  might  rest.  If  the 
mother  is  in  an  exhausted  condition  and  the  child  is  dead,  crani- 
otomy would  offer  the  best  chances  for  the  mother.  With  the 
child  alive,  most  obstetricians  would  very  properly  prefer  the  for- 
ceps. The  author  had  not  endorsed  the  doctrine  that  craniotomy 
was  never  justifiable  on  the  living  foetus. 

DISCUSSION. 

Dr.  Reynolds,  of  Boston,  made  some  remarks  endorsing  the 
points  in  the  paper,  with  a  single  exception,  that  in  most  cases  he 
preferred  to  apply  the  forceps  to  the  side  of  the  head  rather  than 
be  directed  by  the  sides  of  the  pelvis. 

Dr.  H.  D.  Fry,  of  Washington,  mentioned  a  point  or  two  in  the 
diagnosis  of  the  occipito-posterior  position,  on  which  little  stress 
had  been  laid  in  books.  One  was  that  if  in  making  a  vaginal 
examination  the  finger  came  in  contact  with  the  fontanelle  near 
the  centre  of  the  vaginal  axis,  the  occiput  would  be  found  posterior, 
whereas,  if  the  occiput  were  anterior  the  fontanelle  would  usually 
be  found  toward  the  edge  of  the  pelvic  canal.  Again,  if  when  the 
head  was  coming  down  it  failed  to  fill  the  posterior  portion  of  the 
pelvic  basin  but  seemed  rather  to  hug  the  symphysis,  it  was  an 
indication  of  the  occipito-posterior  position.  He  also  favored  the 
application  of  the  forceps  to  the  sides  of  the  child's  head,  since  if 
one  were  guided  entirely  by  the  sides  of  the  pelvis  in  the  applica- 
tion he  might  catch  the  head  in  the  occipitofrontal  diameter  and 
prevent  the  natural  movement.  The  speaker  thought  after  one 
had  experience  there  would  be  less  danger  with  the  forceps  than 
many  supposed,  yet  in  practice  he  found  he  applied  it  in  only 
about  ten  or  twelve  per  cent,  of  his  obstetric  cases,  but  he  made 
it  a  point  to  use  as  strict  asepsis  as  for  any  operation. 

Dr.  J.  C.  Reeve,  of  Dayton,  spoke  of  the  great  importance  of 
the  class  of  cases  under  discussion,  which  had  been  impressed 
upon  him  by  the  fact  that  within  the  past  six  years  he  had  met 
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with  the  occipito-posterior  position  in  three  primiparse  and  in  all, 
while  he  had  managed  to  save  the  mother,  the  child  did  not  live. 
At  subsequent  pregnancies,  however,  these  same  women  were 
delivered  normally,  and  his  reputation  was  thereby  saved.  He 
thought  that  one  could  only  favor  the  descent  of  the  occiput,  while 
rotation  would  have  to  take  place  of  its  own  accord;  but  when  the 
head  had  descended  to  the  floor  of  the  pelvis  and  the  occiput  was 
passing  over  the  perinseum,  a  great  element  of  success  was  time. 
If  he  saw  the  case  early  enough,  before  the  head  engaged,  he  would 
do  version,  especially  in  primiparae. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  thought  there  was  no 
necessity  for  making  more  than  two  divisions  of  vertex  presenta- 
tion. He  impressed  the  necessity  for  pelvimetry,  and  for  an  ap- 
proximation of  the  size  of  the  head  and  of  the  pelvis.  If  a  normal 
proportion  existed  between  the  head  and  the  pelvis,  the  chances  of 
an  occipito-posterior  position  becoming  anterior  were  good,  or 
about  ninety-seven-and-one-half  per  cent.  The  use  of  the  forceps 
in  his  experience  had  been  rendered  convenient  and  efficient  by  the 
use  of  a  tape. 

Dr.  Noble,  of  Philadelphia,  said  that  in  his  experience  the  non- 
rotation  of  the  occiput  anteriorly  was  very  infrequent.  Where  there 
was  no  disproportion  between  the  bony  head  and  the  bony  pelvis, 
he  thought  craniotomy  could  only  be  necessary  in  neglected  cases. 

Dr.  Von  Ramdohr,  of  New  York,  said  that  according  to  his  exper- 
ience, spontaneous  correction  of  the  occipito-posterior  position 
would  almost  invariably  take  place  unless  there  was  a  contracted 
pelvis,  a-  tumor,  or  some  other  obstruction. 

Dr.  Malcolm  McLean,  of  New  York,  thought  that  the  question  of 
the  frequency  of  these  cases  depended  entirely  upon  the  time  and 
method  of  interference.  He  had  seen  fifteen  cases  the  last  two 
years,  and  the  frequency  with  which  he  had  run  across  the  accident 
he  attributed  to  the  fact  that  persons  who  had  previously  seen  the 
cases  had  made  the  mistake  of  applying  forceps  at  the  superior 
strait  before  the  head  had  engaged  at  all.  He  always  suspected 
this  malposition  when,  before  the  head  had  engaged,  the  woman 
had  short,  snappy,  inefficient  pains.  Very  often  unless  one  then 
rotated  the  head,  including  the  body  of  the  child,  the  woman  would 
become  exhausted  before  any  real  progress  was  made.  Where 
after  making  rotation  of  the  head  it  tended  to  return,  the  fault  prob- 
ably lay  in  wrapping  of  the  cord  around  the  neck,  which  might 
be  corrected  by  reversing  the  direction.    If,   however,  rotation 
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could  not  be  made  to  take  place,  and  it  usually  could  be,  version 
should  be  restored  to. 

Dr.  Egbert  H.  Grandin,  of  New  York,  said  that  he  was  quite  in 
agreement  with  the  last  speaker.  He  had  been  called  in  consulta- 
tion in  a  number  of  cases  of  occipito-posterior  position,  which  had 
passed  to  a  stage  giving  the  obstetric  surgeon  a  great  deal  of 
trouble.  In  his  own  practice  if  he  saw  the  case  sufficiently  early 
he  made  it  an  object  to  diagnosticate  the  position  at  a  time  when 
it  was  possible,  by  the  method  mentioned  by  Dr.  McLean,  to  make 
correction.  The  point  was  not  simply  to  rotate  the  head,  but  also 
to  rotate  the  body  if  one  would  have  the  correction  persist. 

Neglected  cases  of  occipito-posterior  position  had  often  led  to 
such  attempts  at  delivery,  especially  with  forceps,  as  to  result  in 
injury  to  the  child's  brain  and  cause  if  not  immediately  apparent 
trouble,  subsequent  epilepsy,  idiocy,  etc.  Craniotomy  would  be 
far  preferable  to  any  means  for  delivering  a  living  child  with  such 
defects,  and  serious  injury  to  the  mother  would  also  be  incurred. 

Abstract  of  a  paper  entitled 
UMBILICAL  HERNIA  IN  THE  FEMALE,  WITH  REPORT  OF 

FIVE  CASES. 

By  A.  Palmer  Dudley,  M.D., 

New  York. 

In  this  paper,  he  gave  a  little  space  to  stating  some  objections 
to  certain  methods  of  operating  for  umbilical  or  ventral  hernia,  par- 
ticularly that  of  returning  the  parts  without  incising  the  peritonaeum, 
as  practiced  by  Dr.  Edebohls,  and  then  related  five  cases  which 
illustrated  the  method  now  adopted  by  himself,  and  which  he 
thought  possessed  certain  advantages  over  the  other  methods. 
While  he  was  a  firm  advocate  of  catgut  in  most  operations,  here  he 
objected  to  placing  reliance  upon  it  for  retaining  in  co-aptation  the 
divided  abdominal  walls.  Silver  wire  was  made  use  of  to  take  off  the 
strain,  while  catgut  might  be  employed  as  a  continuous  suture  for 
making  closer  approximation  between  the  surfaces  of  the  wound. 
The  silver  wire  sutures  were  passed  through  a  small  rubber  cannula, 
which  at  the  same  time  did  away  with  the  necessity  for  twisting 
them,  and  also  served  for  drainage,  and  thus  obviated  the  liability 
to  suppuration.  In  all  of  his  cases  he  had  succeeded  in  securing 
union  with  an  almost  entire  absence  of  suppuration,  and  with  no 
rise  in  temperature. 
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The  fourth  case  was  one  of  enormous  ventral  hernia,  the  cellu- 
lar tissue  greatly  atrophied,  the  vermicular  action  of  the  intestines 
was  visible  through  the  skin,  and  it  seemed  hazardous  to  operate. 
An  incision  was  made  nine  inches  long  ;  the  omentum  adherent 
along  the  entire  line  of  the  incision  and  a  large  portion  of  it  had  to 
be  removed.  After  cutting  out  an  elliptical  piece  of  the  walls  they 
were  drawn  together  as  closely  as  possible  and  quilted  by  continu- 
ous catgut  suture.  They  were  so  much  atrophied  that  it  was 
almost  impossible  to  get  sound  muscular  tissue  to  cover  in  the 
hernia.  In  addition  to  the  two  rows  of  catgut,  seven  wire  sutures 
were  employed.  In  spite  of  the  fact  that  the  patient  was  not  ex- 
pected to  live  she  made  a  good  recovery  without  accident,  except 
for  slight  suppuration  about  two  wire  sutures. 

His  cases  showed  that  it  was  useless  to  treat  umbilical  hernia 
by  mechanical  appliances.  It  was  his  opinion  that  to  open  the 
peritoneal  sac  was  not  dangerous,  and  he  would  prefer  to  do  this  to 
returning  the  sac  without  knowing  how  many  adhesions  there  were 
between  it  and  the  intestine;  this  method  of  treating  the  scar  did 
away  with  the  necessity  of  leaving  buried  sutures;  hernia  would  be 
less  likely  to  follow  laparotomy  if  operators  would  be  less  careless 
in  closing  the  abdominal  incision. 

DISCUSSION. 

Dr.  H.  J.  Boldt,  of  New  York,  remarked  that  the  operation  for 
ventral  hernia  following  laparotomy  was  much  simpler  than  that 
for  ordinary  umbilical  hernia.  One  simply  opened  the  abdomen  in 
the  line  Of  former  incision,  freshened  the  edges  of  the  old  wound, 
and  introduced  the  sutures.  He  employed  silver  wire.  He  agreed 
with  Dr.  Dudley  that  the  peritonaeum  should  be  opened  in  order  that 
one  might  know  the  whole  condition  present.  The  silver  wire  was 
for  the  purpose  of  a  splint,  as  it  were,  while  buried  catgut  in  con- 
tinuous roll  co-aptated  the  edges.  His  manner  of  operating  for 
ordinary  umbilical  hernia  was  essentially  that  employed  by  Dr. 
Dudley,  except  that  he  did  not  use  the  drainage-tube.  Perhaps  this 
would  account  for  the  fact  that  he  usually  had  a  little  suppuration 
at  the  wire  sutures,  but  no  harm  had  come  from  this  except  in  one 
instance. 

Dr.  Chas.  P.  Noble,  of  Philadelphia,  had  employed  Dr.  Edebohl's 
method  in  cases  of  mural  abscess  and  meant  to  try  it  in  hernia 
where  he  thought  it  would  be  equally  successful.  In  very  fat  wo- 
men with  very  large  hernia,  one  should  give  careful  study  to  the 
•degree  of  tension  which  would  be  brought  upon  the  abdominal 
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walls,  before  undertaking  the  operation.  A  miscalculation  in  this 
direction  had  caused  him  to  lose  one  patient. 

Dr.  H.  Marion  Sims,  of  New  York,  remarked  that  the  subject  of 
ventral  hernia  was  one  of  great  interest  to  him,  as  he  believed  that 
he  was  the  first  to  operate  upon  a  case  in  this  country. 

Unusual  difficulties  were  met  in  that  case,  and  it  took  two  hours 
before  he  had  succeeded  in  entirely  freeing  the  intestines  from  the 
ring.  The  hernial  trouble  was  satisfactorily  corrected,  but  owing 
to  the  extreme  fatness  of  the  patient  he  had  much  difficulty  in  caus- 
ing the  surface  wound  to  heal.  This  led  him,  in  his  next  case,  to 
use  cannulas  somewhat  in  the  manner  described  by  Dr.  Dudley. 
He  also  made  use  of  the  Lembert  stitch.  In  one  or  two  cases,  in 
which  the  patient  had  been  extremely  fat  and  it  was  difficult  to  keep 
the  parts  together,  he  inserted  two  or  three  silver  wire  sutures  out- 
side the  other  row  of  sutures,  taking  the  strain  off  the  latter. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  related  a  case  which  illustrated 
the  method  which  he  usually  adopted  for  umbilical  hernia.  After 
cutting  down  and  opening  the  peritoneal  cavity,  he  denuded  the 
split  edges  of  the  muscles  and  fascia,  got  as  broad  a  surface  as  pos- 
sible and  whipped  the  edges  of  the  muscle  and  fascia  together  by 
two  or  more  rows  of  continuous  sutures,  employing  silk. 

Abstract  of  a  paper  entitled 

STOMATITIS,  DUE  TO  EPITHELIAL  PEARLS  IN  THE 
MOUTH  OF  NEW-BORN  CHILDREN.1 

By  Henry  J.  Garrigues,  M.  D., 

New  York. 

A  small  epidemic  of  superficial  ulceration  of  the  palate  of  new- 
born children  in  Maternity  Hospital  was  the  occasion  of  a  careful 
examination  of  all  the  babies — fifty-two  in  number — forty-nine  of 
these  had  congenital  epithelial  pearls  on  the  palate.  The  first 
twenty-seven  children  had  their  mouths  washed  out  immediately 
after  birth  and  after  each  nursing,  with  the  velvety  side  of  a  piece 
of  lint  soaked  in  a  saturated  solution  of  boracic  acid.  Of  these 
twelve  had  a  more  or  less  sore  mouth,  the  ulceration  always  begin- 
ning at  the  epithelial  pearls.  In  the  last  twenty-five  cases  no  wash- 
ing was  done,  and  not  a  single  one  of  these  got  a  sore  mouth. 

The  epithelial  pearls  are  small  white  globular  tumors  of  the  size 
of  a  pin-head  to  that  of  a  millet  seed,  situated  in  the  raphe  of  the 
palate,  preferably  at  the  juncture  of  the  hard  and  the  soft  palate 
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They  are  one  to  five  in  number.  The  outer  surface  is  hard,  the  in- 
ner part  softer.  They  are  imbedded  in  the  mucous  membrane. 
Most  of  them  are  covered  with  a  layer  of  condensed  connective 
tissue.  Instead  of  the  round  prominence  there  is  sometimes  a 
white  line  half  an  inch  long  in  the  raphe.  The  mass  is  composed 
of  epithelial  cells  like  those  of  the  mucous  membrane  of  the  mouth. 
The  outer  layers  are  the  youngest  having  polyhedral  form  and  a 
nucleus,  those  near  the  centre  are  flat  and  have  lost  their  nucleus. 
Similiar  formations  are  sometimes  found  on  the  free  edge  of  the 
alveolar  process. 

Epithelial  pearls  are  not  retention  cysts,  formed  by  occlusion  of 
glands,  but  are  due  to  inclusion  of  parts  of  the  epithelium  of  the 
mouth.  They  are  found  as  early  as  the  eighth  week  of  foetal  life, 
and  disappear  in  healthy  children  at  the  end  of  the  second  month 
after  the  birth  of  the  child.  In  badly  nourished  children  they  per- 
sist longer. 

They  are  found  in  that  particular  place  because  the  palate  is 
formed  of  two  lateral  projections  which  gradually  unite  in  the  me- 
dian line,  from  the  front  backward.  On  the  alveolar  process-  their 
existence  is  probably  due  to  the  growing  together  of  the  walls  of 
the  dental  furrow  over  the  germs  of  the  future  teeth. 

Diagnosis. — Bednar's  aphthae  are  similar  superficial  ulcers,  but 
begin  laterally  on  the  place  corresponding  to  the  hamular  process 
of  the  sphenoid  bone,  and  are  usually  bilateral.  Sprue  forms  white 
spots,  is  never  congenital  and  attacks  any  part  of  the  mouth  irregu- 
larly. 

Treatment. — The  epithelial  pearls  being  physiological  should  not 
be  interfered  with.  It  the  mouth  is  washed  out  at  all  it  should  be 
done  with  plain  water,  a  soft,  smooth  rag,  and  with  great  care  so 
as  not  to  wound  the  epithelium. 

If  stomatitis  sets  in  by  rubbing  off  the  pearls  the  best  treatment 
of  the  ulcer  is  to  swab  it  with  water  acidulated  with  a  few  drops  of 
acetic  acid  and  then  paint  it  with  borax  glycerine  (  3  %  ;).  It  heals 
in  a  week  or  two. 

The  following  officers  were  elected  for  the  ensuing  year:  Presi- 
dent, Dr.  Theophilus  Parvin,  of  Philadelphia;  Vice-Preside?its,  Dr.  W. 
H.  Parrish,  of  Philadelphia  and  Dr.  W.  H.  Baker,  of  Boston;  Secre- 
tary, Dr.  Henry  C.  Coe,  of  New  York  ;  Treasurer,  Dr.  Matthew  D. 
Mann,  of  Buffalo;  Members  of  Council  Drs.  B.  B.  Browne,  Balti- 
more; A.  P.  Dudley,  New  York:  E.  C.  Dudley,  of  Chicago;  Willis 
E.  Ford,  Utica. 
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The  following  new  Fellows  were  elected:  Drs.  A.  Lapthorn  Smith, 
Montreal;  Cyrus  A.  Kirkley,  Toledo;  Wm.  R.  Pryor,  New  York; 
J.  Riddle  Gaffe,  New  York  ;  H.  R.  Holmes,  Portland,  Oregon  ;  J. 
Whitridge  Williams,  Baltimore  ;  John  M.  Keating,  Philadelphia; 
Robert  L.  Dickinson,  Brooklyn  ;  Beverly  McMonagle,  San  Fran- 
cisco; Malcolm  McLean,  New  York;  Park  Ritchie,  St.  Paul. 

Honorary  Fellows:  Dr.  Robert  Battey,  Rome,  Ga. ;  Dr.  Moris- 
ani,  Naples,  Italy. 

The  Society  then  adjourned  to  meet  in  the  City  of  Philadelphia, 
on  the  third  Tuesday  in  May,  1893. 


ITEMS  OF  INTEREST. 

The  American  Association  of  Obstetricians  and  Gynecologists 
held  one  of  the  most  interesting  meetings  in  its  history  in  the  City 
of  St.  Louis,  September  20,  21,  and  22,  1892.  Its  members  were 
cordially  received  by  the  profession  of  St.  Louis,  and  generously 
entertained  in  various  ways.  As  the  Association  does  not  accept 
of  hospitalities,  it  was  obliged  to  decline  the  proffer  of  any  general 
reception.    The  next  meeting  will  be  at  Detroit,  June  1,  2,  and  3. 

The  officers  elected  for  the  ensuing  year  are  :  President,  Lewis 
S.  McMurtry,  M.D.,  Louisville;  Vice-President,  Edward  J.  Ill, 
M.D.,  Newark,  N.  J.,  and  Howard  W.  Longyear,  M.D.,  Detroit; 
Secretary,  William  Warren  Potter,  M.D.,  Buffalo;  Treasurer,  X.  O. 
Werder,  M.  D. ,  Pittsburgh.  Executive  Council,  Charles  A.  L. 
Reed,  M. D. ,  Cincinnati;  Geo.  H.  Rohe,  M.D.,  Catonsville;  James 
F.  W.  Ross,  M.D.,  Toronto;  William  Wotkyns  Seymour,  M.D., 
Troy;  and  Donnel  Hughes,  M.D. ,  Philadelphia. 

The  following-named  physicians  were  elected  to  fellowships  : 
Ordinary — W.  E.  Ashton,  Philadelphia;  F.  Blume,  Pittsburgh;  A. 
H.  Cordier,  Kansas  City;  E  W.  Cushing,  Boston;  W.  B.  Dewees; 
Salina  Kans. ;  L.  H.  Dunning,  Indianapolis;  John  M.  Duff,  Pitts- 
burgh; W.  B.  Dorsett,  St.  Louis;  Geo.  F.  Hulbert,  St.  Louis  ;  B.  M. 
Hypes,  St.  Louis;  Willis  P.  King,  Kansas  City;  James  T.  Jelks, 
Hot  Springs ;  A.  B.  Miller,  Macon  City,  Mo. ;  M.  Rosenwasser, 
Cleveland.     Honorary — L.  Ch.  Boislinere,  St.  Louis. 
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NOTES  ON  THE  GALVANO-CAUTERY  IN  THE  TREATMENT 
OF  URETHRAL  AND  VESICAL  DISEASES.1 

By  Alexander  J.  C.  Skene,  M.  D. 

The  discovery  that  infection,  either  conveyed  by  personal  con- 
tact or  transmitted  by  foul  instruments,  was  responsible  for  many 
of  the  diseases  of  the  urinary  organs,  marked  one  great  advance- 
ment in  this  department.  About  the  same  time  it  was  noticed  that 
minor  injuries  inflicted  by  the  unskilled  use  of  improper  instru- 
ments, chiefly  the  female  catheter,  was  a  most  active  cause  of 
cystitis  and  urethritis.  I  mentioned  this  in  a  medical  society  fif- 
teen years  ago.  An  old  obstetrician  of  large  and  long  experience  who 
was  present  said  that  he  had  used  the  catheter  many  times  in  post- 
partum patients  and  had  never  seen  the  slightest  harm  follow.  At 
that  time  I  knew  of  two  of  his  former  cases  who  were  under  treat- 
ment for  cystitis  which  followed  his  use  of  the  catheter.  My  opin- 
ion was  not  changed  by  his  argument,  and  many  observations  since 
then  have  confirmed  the  fact  regarding  the  cause  of  this  class  of  affec- 
tions. This  understanding  of  the  causation  led  to  improvement  in 
therapeutics.  The  treatment  of  cystitis  and  urethritis  with  strong 
solutions  of  nitrate  of  silver  and  like  caustic  agents  was  found  to 
be  no  more  efficient  in  relieving  the  inflammation  than  milder  meas- 
ures, and  they  were  far  more  unsatisfactory  in  their  after-effects. 
The  more  destructive  agents  were  largely  given  up  by  some  of  the 
foremost  investigators.    More  attention  was  given  to  constitutional 

1  Read  before  the  New  York  Obstetrical  Society,  October  4,  1892. 
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treatment  and  bland  instillations.  Soon  after  this,  dilatation  of  the 
urethra,  forcible  and  extensive,  was  introduced  and  much  said  in 
its  favor.  It  did  some  good,  unfortunately,  which  induced  many 
to  practice  it  and  do  great  harm.  Urethrotomy  and  cystotomy 
were  introduced  about  this  time,  and  they  have  fully  sustained  a 
deserved  position  in  the  surgical  treatment  of  a  certain  but  limited 
class  of  cases. 

The  therapeutic  agencies  most  worthy  of  confidence  at  the  pres- 
ent time  may  be  divided  into  two  classes,  the  medical  and  surgical. 
The  former  includes  all  internal  medication  and  the  local  use  of 
sedative  and  alterative  agents;  the  latter  comprises  all  surgical 
procedures  for  the  relief  of  malpositions,  malformations,  neoplasms, 
cystitis  and  urethritis  that  are  otherwise  incurable.  This  excludes 
the  powerful  agents,  such  as  caustics,  which  so  long  were  em- 
ployed. This  may  appear  to  you  like  quotations  from  back-num- 
bers of  medical  literature,  but  there  is  room  for  a  more  general 
knowledge  on  the  subject  in  the  profession  at  large  at  least.  The 
evidence  of  this  is  found  in  the  number  of  cases  that  run  from  the 
acute  to  the  chronic  state,  in  which  pathological  conditions  are 
developed  that  require  special  treatment.  Furthermore,  I  have 
observed  that  better  results  are  obtained  by  those  who  depend 
upon  general  treatment  than  by  many  of  those  who  employ  active 
local  treatment.  Much  of  my  time  is  occupied  in  treating  injuries 
arising  from  the  use  of  caustics. 

The  diseases,  the  treatment  of  which  I  propose  to  speak  of  at 
this  time,  are  as  follows: — 

First,  diseases  of  the  urethra.  Neoplasms  about  the  meatus. 
Small  papillomata  within  the  urethra,  sometimes  called  granular 
urethritis.  Narrowing  of  the  meatus,  either  congenital  or  acquired. 
Inflammation  of  the  urethral  glands  and  follicles.  Neoplasms  of 
the  bladder  and  chronic  cystitis. 

In  regard  to  the  pathology  of  these  neoplasms,  there  are  two 
forms  that  I  wish  to  call  attention  to.  One,  the  rarest,  is  angioma, 
caused  usually  by  malnutrition  and  deranged  circulation.  These 
growths  closely  resemble  rectal  haemorrhoids  in  pathology  and  the 
causes  which  produce  them.  The  other  is  a  proliferation  caused 
by  a  chronic  inflammation  of  the  glands  or  follicles  in  the  vaginal 
side  of  the  urethra,  usually  at  the  meatus,  but  occasionally  found 
within  the  urethra.  Both  varieties  have  been  known  as  vascular 
growths  of  the  meatus,  or  caruncle.  The  diagnosis  is,  of  course, 
easily  made  when  the  disease  is  confined  to  the  exposed  portion  of 
the  meatus,  but  when  these  growths  are  within  the  urethra,  and 
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especially  the  upper  third,  the  diagnosis  can  only  be  made  by  the 
use  of  the  endoscope.  I  have  in  these  last  days  found  that  many 
do  not  use  this  instrument  for  diagnostic  purposes,  owing  to  its 
being  rather  inconvenient  and  requiring  experience  in  its  use.  To 
meet  that,  I  find  in  many  cases  a  diagnosis  can  be  made  by  exclu- 
sion. Displacements  and  dislocations  can  be  detected  or  excluded  by 
the  touch  and  sound,  and  cystitis  can  be  disposed  of  by  frequent  and 
careful  urine  examinations.  Most  important  of  all  in  this  connec- 
tion is  the  cystoscope,  which  is  so  valuable  in  detecting  or  exclud- 
ing diseases  of  the  bladder  which  simulate  in  a  marked  way  certain 
diseases  of  the  urethra,  but  this  instrument  is  not  always  at  com- 
mand. I  find  that  the  differential  diagnosis  must  be  made  by  the 
majority  of  practitioners — if  made  at  all — by  examinations  of  the 
urine  and  "the  symptoms.  When,  by  exclusion,  it  is  determined 
that  the  disease  is  confined  to  the  urethra,  the  question  rests  then 
between  inflammatory  affections  and  displacements  and  dilatation. 
The  latter  can — as  before  stated — be  detected  by  the  touch  and 
sound. 

To  return  to  the  treatment  of  neoplasms,  the  indications  are  to 
thoroughly  and  completely  destroy  the  diseased  tissue  and  nothing 
more.  To  do  this  with  caustics  in  the  way  usually  commended  was 
impossible — at  least  I  find  it  so.  The  diseased  tissue  can  be 
destroyed,  if  not  by  one,  by  several  applications,  but  the  line  of 
demarcation  between  the  normal  and  abnormal  tissue  cannot  be 
clearly  and  fully  drawn,  and  the  action  of  the  caustic  limited  to  that 
one  part.  After  the  eschar  separates  the  surface  left  to  heal  is  large, 
sometimes  painful  and  tender,  and  during  the  healing  process  there 
is  great  liability  to  the  recurrence  of  the  original  disease.  This  is 
one  of  the  reasons  for  the  frequency  with  which  these  growths 
return,  as  noted  by  all  writers  on  the  subject.  Exsection  is  a  more 
surgical  method  and  gives  better  results  (when  well  done)  than 
caustics,  but  unless  sutures  are  used  to  close  the  wound,  the  heal- 
ing is  slow  and  uncertain,  especially  if  the  urine  is  in  any  degree 
morbid. 

The  galvano-cautery  fills  the  bill  of  requirements  perfectly  and 
completely.  There  is  less  pain  in  its  use.  Healing  is  more  rapid 
and  there  is  less  likelihood  of  the  disease  returning. 

The  cautery  instrument  which  I  employ  is  the  fine  point  used 
by  the  laryngologists.  A  larger  cautery  can  be  used  with  advan- 
tage in  removing  large  neoplasms,  but  for  all  general  purposes  the 
small  one  is  the  best.  I  may  here  mention  the  fact  that  it  should  be 
brought  to  the  desired  heat  before  applying  it  to  the  tissues  and  then 
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after  making  one  incision  or  application  it  should  be  withdrawn 
from  the  tissues  and  reheated.  This  is  necessary  because  the  moment 
this  fine  point  is  brought  in  contact  with  the  tissues  there  is  so 
much  leakage  of  the  current  that  the  cautery  very  soon  cools  off. 
I  mention  this  because  I  have  so  often  seen  the  inexperienced,  who 
were  not  aware  of  this  fact,  bothered  by  the  cautery  cooling  and 
not  doing  its  work.  I  have  no  doubt  that  all  who  use  electricity- 
have  been  greatly  annoyed  with  batteries.  It  is  exceedingly  diffi- 
cult to  keep  them  in  order  so  that  they  will  be  useful  when  re- 
quired. I  understand  that  there  are  good  prospects  of  our  being 
relieved  from  all  such  care  and  trouble  by  utilizing  the  electric- 
light  current  used  in  many  parts  of  our  cities.  I  believe  that  it  is 
now  pretty  well  settled  that  the  current  can  be  converted  so  as  to 
take  the  place  of  the  storage  battery  or  the  faradic  current  or  con- 
tinuous current.  When  this  is  perfected  we  will  all  be  able  to  use 
electricity  with  very  great  convenience.  This  method  may  be  in 
use  with  some  of  you  and  if  so  I  hope  it  will  be  brought  out  in  the 
discussion  so  that  we  may  profit  by  the  information. 
The  method  of  operating  is  as  follows: — 

The  neoplasm  to  be  removed  is  seized  by  narrow-bladed  for- 
ceps at  the  junction  of  the  normal  and  abnormal  tissue;  the  forceps 
is  closed  and  locked  and  the  neoplasm  cut  off.  The  cautery  is  ap- 
plied to  the  forceps  sufficiently  to  heat  enough  to  desiccate  not 
char,  the  tissues  held  in  its  grasp.  When  this  is  accomplished  the 
forceps  is  carefully  removed  by  first  unlocking  it,  then  rocking  it 
gently  so  as  not  to  pull  the  pedicle  or  stump  apart  and  start 
bleeding.  If  the  work  is  well  done,  the  thin  stump  of  desicated 
tissue  will  project  on  the  surface  of  the  mucous  membrane. 

It  is  important  that  the  patient  should  not  urinate  for  several 
hours  after  the  operation,  because  if  the  stump  can  be  kept  dry  for 
a  time  it  will  not  spread  but  hold  together  and  leave  a  very  small 
surface  to  heal  when  the  desiccated  portion  sloughs.  The  applica- 
tion of  oil  or  vaseline  helps  to  protect  the  stump  until  it  heals. 

The  forceps  which  I  use  is  the  artery  or  compression  forceps  of 
Prof.  Wight,  and  it  answers  the  purpose  admirably. 

This  method  of  operating  is  sufficient  in  the  ordinary  forms  of 
angioma.  When  the  neoplasm  is  caused  by  a  chronic  inflamma- 
tion of  the  urethral  glands,  the  best  method  is  to  pass  a  fine  probe 
up  into  the  canal  and  cut  down  upon  it  with  the  cautery  point  from 
the  vaginal  surface;  in  other  words,  lay  the  ducts  of  the  glands 
open.  This  divides  the  neoplasm  on  one  side,  and  an  incision 
should  be  made  with  the  cautery  on  the  opposite  side,  which 
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divides  the  neoplasm  into  two  equal  parts,  then  each  part  is  grasped 
in  the  forceps  and  removed  in  the  way  I  described. 

I  have  succeeded  in  completely  curing  the  chronic  inflammation 
of  the  glands  by  laying  their  ducts  open  in  this  way  and  removing 
the  neoplasms  at  their  terminal  ends,  excepting  in  a  few  cases  where 
the  inflammation  still  persists  in  the  glands.  To  correct  this  I  gen- 
erally do  a  second  operation.  I  pass  the  cautery  point  into  the 
gland  and  cauterize  it  sufficiently  to  destroy  it.  I  have  always 
succeeded  in  curing  all  cases  except  in  tuberculosis  of  the  urethra. 
That  disease  has  recurred  as  a  rule. 

The  method  of  operating  in  cases  of  narrowing  of  the  meatus 
urinarius  is  this: — I  pass  the  bivalve  speculum  into  the  urethra  and 
put  the  meatus  on  the  stretch.  The  band  of  tissue  below  or  on  the 
vaginal  side  which  extends  from  one  blade  to  the  other  is  made 
tense  and  is  easily  divided  with  the  cautery;  in  fact  it  is  necessary 
to  be  deliberate  in  making  the  incision  or  else  haemorrhage  will 
follow,  not  a  haemorrhage  which  will  give  any  trouble  except 
delay,  and  it  prevents  continuing  the  use  of  the  cautery  to  com- 
plete the  operation. 

In  those  cases  of  papillae  within  the  urethra,  caused  by  hyper- 
plasia around  the  follicles,  the  treatment  with  the  cautery  is 
difficult,  but  if  properly  employed  gives  the  most  prompt  relief  in 
those  cases  of  chronic  inflammation  which  have  been  called  gran- 
ular urethritis.  After  having  made  a  clear  diagnosis  and  local- 
ized the  points  to  be  destroyed  I  introduce  the  endoscope,  with  an 
open  end,  up  as  near  to  the  neck  of  the  bladder  as  can  be  without 
permitting  a  flow  of  urine;  the  instrument  is  then  withdrawn  until 
one  of  the  points  to  be  touched  comes  into  the  field  of  vision;  the 
cautery  is  then  passed  up  and  the  point  slowly  touched  once, 
which  is  as  a  rule  sufficient.  The  instrument  is  withdrawn  again 
until  another  diseased  portion  appears  when  it  is  treated  in  the 
same  way,  and  so  on  until  the  treatment  is  completed. 

I  might  state  here  that  the  most  troublesome  of  all  diseases, 
both  in  the  way  of  causing  suffering  to  the  patient  and  bother- 
ation to  the  surgeon,  is  fissure  at  the  junction  of  the  urethra  and 
bladder. 

I  am  now  making  observations  on  the  use  of  the  cautery  in  the 
treatment  of  these  painful  fissures  or  ulcers  and  I  am  inclined  to 
think  that  it  will  prove  to  be  efficient,  but  it  is  extremely  difficult  to 
use.  When  the  fissure  is  exposed  by  means  of  the  endoscope  there 
is  a  continual  oozing  of  urine  which  interferes  with  the  use  of  the 
cautery.    If  the  fissure  is  on  the  vaginal  side  of  the  urethra  I  use  a 


IOIO 


Alexander  J.  C.  Skene,  M.D. 


fenestrated  endoscope,  bringing  the  fissure  into  the  field  of  vision. 
I  make  pressure  against  the  endoscope  from  the  vagina  with  the 
finger,  which  forces  the  diseased  portion  of  the  mucous  membrane 
into  the  fenestrum  and  prevents  the  outflow  of  urine.  I  then  dry  it 
with  a  small  piece  of  bibulous  paper  and  apply  the  cautery  by 
simply  drawing  the  point  slowly  through  the  ulcer  so  as  to  com- 
pletely destroy  its  surface.  To  a  certain  extent  lateral  fissures  can 
be  managed  in  the  same  way,  but  when  the  fissure  occurs  above, 
which  fortunately  seldom  happens,  it  is  almost  impossible  to  em- 
ploy this  treatment.  Perhaps  when  I  have  had  more  experience  I 
will  be  able  to  report  quite  favorably  of  this  treatment.  Up  to  the 
present  time  it  is  not  completely  satisfactory. 

In  treating  those  forms  of  urethral  affections  thus  far  alluded  to, 
I  find  that  with  the  use  of  cocaine  general  anaesthesia  is  not  neces- 
sary, at  least  in  patients  that  possess  a  fair  degree  of  self-control, 
but  I  should  urge  the  use  of  an  anaesthetic  until  the  surgeon  has 
acquired  some  skill  and  dexterity  in  the  management  of  the  cau- 
tery. 

In  regard  to  the  use  of  the  cautery  in  diseases  of  the  bladder,  I 
will  say  that  my  experience  with  it  has  been  limited  to  the  removal 
of  neoplasms,  mostly  malignant,  from  the  bladder.  I  must  call  to 
mind  the  fact  that  Dr.  Byrne  uses  the  cautery  for  making  a  vesico- 
vaginal fistula,  and  I  am  satisfied  that  it  is  the  quickest,  simplest 
and  best  method  of  doing  so;  I  have  tried  all  the  other  methods 
and  am  confident  that  this  is  the  best,  when  the  fistula  is  to  be 
maintained.  But  I  chiefly  desire  to  call  attention  to  the  use  of  the 
cautery  in  the  removal  of  neoplasms  or  epithelial  growths  of  the 
bladder.  I  can  best  illustrate  the  value  of  the  cautery  and  method 
of  using  it  by  stating  that  I  recently  had  a  case  in  which  I  was  able 
to  make  an  accurate  diagnosis  of  an  epithelial  growth,  about  an 
inch  and  a  half  in  diameter,  on  the  anterior  wall  of  the  bladder. 
The  patient  had  for  months  suffered  almost  continuously  from 
haemorrhage.  I  made  a  vesico-vaginal  fistula  by  dividing  the  tis- 
sues with  the  knife  and  scissors,  then  by  having  pressure  made 
over  the  pubes,  I  seized  the  growth  between  my  finger  and  a  scoop 
and  brought  it  down  to  the  vaginal  fistula  and  succeeded  in  draw- 
ing it  through  into  the  vagina,  and  with  it,  of  course,  a  portion  of  the 
anterior  wall  of  the  bladder.  I  clamped  the  base  of  this  growth 
with  the  forceps  and  then  cut  it  off  with  the  cautery  and  desiccated 
the  portion  within  the  grasp  of  the  forceps,  most  of  which  was 
normal  mucous  membrane;  the  forceps  was  then  removed,  the 
bladder  thoroughly  washed  out  and  the  vesico-vaginal  fistula  closed 
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with  silk  sutures.  The  bladder  was  drained  for  twenty-four  hours 
after  the  operation,  and  then  catheterized  every  four  hours  for  three 
or  four  days,  and  the  patient  made  a  complete  recovery.  It  is  now 
about  eight  months  since  the  operation  and  there  has  been  no  re- 
currence of  any  symptoms  whatever. 

The  advantages  gained  by  the  use  of  the  cautery  in  this,  as  in 
other  cases  I  have  operated  upon,  are  these: — That  all  haemorrhage 
is  arrested  at  once;  that  the  surface  left  to  heal  is  very  much 
smaller,  and  in  fact  becomes  glued  together  as  it  were,  and  par- 
tially healed  before  the  desiccated  portion  sloughs  off.  It  might 
be  said  that  the  base  of  the  tumor  heals  under  a  scab,  which  leaves 
no  ulcerating  surface  in  the  bladder  to  give  trouble  afterwards,  nor 
any  raw  surface  that  can  possibly  bleed  after  the  operation. 

By  removing  small  growths  in  this  way  I  have  been  able  to 
close  the  vesico-vaginal  fistula  immediately  and  so  complete  the 
treatment  at  one  sitting.  Heretofore  when  I  have  removed  a  neo- 
plasm from  the  bladder  through  a  vesico-vaginal  fistula  I  have 
been  obliged  to  leave  the  fistula  open  until  the  bladder  had  recov- 
ered from  the  damage  done  to  its  tissues  during  the  operation. 
This  I  conceive  to  be  a  great  advance.  Of  course  this  operation  is 
practicable  only  in  small  neoplasms.  In  those  of  a  larger  size  that 
cannot  be  brought  out  through  a  vaginal  fistula  I  prefer  the  supra- 
pubic operation;  but  in  place  of  removing  the  neoplasm  by  means 
of  a  curette,  which  I  believe  is  the  usual  way  of  operating,  I  grasp 
a  portion  of  the  tumor  at  its  base  with  fixation-forceps,  making 
sure  that  I  get  down  to  the  normal  mucous  membrane,  and  remove 
that  portion  in  the  way  described.  I  then  seize  another  portion 
and  remove  it  in  the  same  way  until  the  whole  is  removed.  If  the 
disease  does  not  extend  beyond  the  mucous  membrane  it  is  very 
easy  to  diminish  the  base  of  the  tumor  very  much  by  the  use  of 
compression-forceps  and  cautery,  and  leave  a  very  small  surface 
to  heal  afterwards.  In  those  neglected  cases  where  the  tumor  is 
so  large  that  it  is  impossible  to  remove  it  in  this  way,  after  doing 
the  supra-pubic  cystotomy,  the  mass  may  be  broken  down  and 
removed  with  the  curette  and  the  whole  surface  thoroughly  cauter- 
ized, using  a  larger  cautery;  but  even  in  such  cases  the  raw  surface 
should  be  picked  up  in  sections  in  compression-forceps  and  cauter- 
ized thoroughly.  That  is  the  only  way  that  the  haemorrhage  can 
be  thoroughly  stopped,  and  the  base  or  raw  surface  is  much  reduced 
in  size.  Drainage  is  necessary  after  the  operation.  Last  week  I 
operated  in  a  case  of  epithelioma  at  the  base  of  the  bladder.  The 
fistula  was  made  a  little  to  one  side  of  the  median  line  in  order  to 
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avoid  the  diseased  part.  I  tried  to  dissect  up  the  mucous  mem- 
brane that  was  diseased,  but  found  that  that  was  impossible; 
neither  could  I  grasp  all  of  the  diseased  part  in  forceps,  I  was 
compelled  to  apply  the  cautery  freely  and  leave  the  fistula  open 
for  drainage,  and  also  to  enable  me  to  use  the  cautery  again  in 
case  I  find  that  all  the  neoplasm  has  not  been  removed.2 


A  CASUISTIC  CONTRIBUTION  TO  THE  DIAGNOSIS  OF  AB- 
DOMINAL TUMORS.1 

By  William  T.  Lusk,  M.D. 

Case  I. — Pedicled  Fibroid  Tumor;  Pregnancy;  Operation; 
Recovery  and  Birth  of  a  child  at  term. 

Mrs.  A.  J.  was  admitted  to  the  St.  Vincent's  Hospital,  May  13, 
1892.  The  patient  was  sent  to  me  as  a  case  of  extra-uterine  preg- 
nancy. A  careful  examination  under  ether  apparently  confirmed 
the  existence  of  extra-uterine  pregnancy.  Outside  of  the  uterus 
and  through  the  abdominal  parietes  a  movable  body  could  be 
made  out  which  felt  surprisingly  like  a  foetus.  She  presented, 
however,  none  of  the  usual  symptoms  of  abdominal  pregnancy. 
In  my  perplexity  I  sent  for  Doctor  Thomas  to  see  the  case  with 
me.  He  cautioned  me  against  expressing  too  positive  an  opinion 
and  agreed  with  me  in  counselling  an  exploratory  laparotomy. 
This  was  undertaken  on  May  16th.  The  growth  proved  to  be  a 
fibroid  attached  by  a  long  and  narrow  pedicle  to  the  left  upper 
angle  of  the  uterus.  The  pedicle  was  ligated,  cut  and  cauterized 
with  the  Paquelin  cautery,,  and  the  patient  gave  birth  to  a  male 
child  on  the  thirteenth  of  the  present  month. 

Case  II.  —  Lithopsedion.  On  the  18th  of  May,  i.e.  two  days 
after  the  above  occurrence,  I  operated  on  a  patient  sent  to  me  by 
Dr.  Stephen  G.  Cook,  of  New  York.  The  woman  was  a  widow 
forty  years  of  age.  She  had  had  an  attack  of  pelvic  peritonitis  three 
years  previously,  but  before  and  since  that  attack  she  had  had  turns  of 

>  Read  before  the  American  Gynaecological  Society,  September,  1892. 
2  Since  reading  the  above  the  case  has  progressed  favorably  and  promises 
to  make  a  complete  recovery. 
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colic  associated  with  nausea  and  severe  backache.  More  recently 
her  physician  had  detected  a  cystic  growth  to  the  right  of  the 
uterus.  The  cyst  was  apparently  the  size  of  a  child's  head.  She 
was  therefore  sent  to  St.  .  Vincent's  Hospital  for  its  removal. 


Fig.  2. 


At  the  time  of  the  operation,  after  the  patient  had  been  placed 
under  ether,  a  foreign  body  was  detected  in  the  abdominal  cavity 
near  the  navel,  which  was  quite  independent  of  the  cyst.    I  was 
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obliged  to  state  to  the  by-standers  that  if  my  patient  had  not  been 
a  widow  of  irreproachable  character  I  should  assert  that  I  felt  the 
outline  of  a  foetus  through  the  abdominal  walls. 

The  section  was  made  with  care,  and  the  lithopsedion  herewith 
presented  was  found  attached  to  the  omentum.  The  cyst  in  the 
pelvis  was  found  to  be  the  old  sac  of  the  ovum.  The  walls  were 
extremely  friable,  and  its  removal,  with  the  ligation  of  the  vessels 
at  the  site  of  its  intra-pelvic  attachment  was  a  very  laborious  task. 
On  account  of  persistent  oozing  Mikulicz  drainage  was  employed. 
The  recovery  of  the  patient  took  place  without  incident.  On 
questioning  the  patient  afterward  she  stated  that  twelve  years  pre- 
viously she  had  passed  over  two  menstrual  periods,  and  was  pro- 


Fig.  3- 

nounced  pregnant  by  her  family  physician.  Then  she  was  taken 
unwell,  but  her  apparent  courses  were  associated  with  vomiting, 
violent  paroxsysmal  pains,  and  tympanitic  distention  of  the  abdo- 
men. These  attacks  recurred  at  intervals  for  seven  months.  Then 
she  had  a  severe  hemorrhage  and  what  seemed  to  be  labor-pains. 
Both  she  and  her  physician  awaited  the  expected  advent  of  the 
child  for  twenty-four  hours.  The  pains  finally  subsided  and  the 
abdomen  subsequently  diminished  in  size.  This  experience  has 
since  been  regarded  by  her  family  as  a  joke,  at  the  expense  of  her- 
self and  her  physicians. 

The  accompanying  drawings  by  Dr.  Aspell  show  the  difficul- 
ties of  distinguishing  the  two  growths  by  palpation  through  the 
abdominal  walls. 
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OX  THE  PREVENTION  AND  TREATMENT  OF  PUERPERAL 

FEVER.1 

By  A.  Lapthorn  Smith,  M.D.,  M.  R.C.S.  ,  England. 

Professor  of  Gynaecology  in  Bishop's  College,  Montreal.     Surgeon  to  the  Montreal  Women's 
Hospital.    Gynaecologist  to  the  Montreal  Dispensary. 

Some  idea  of  the  mortality  of  this  disease  throughout  the  civil- 
ized world  may  be  formed  from  the  fact  that  in  the  year  1886  the 
British  Registrar  General's  report  contained  2,078  deaths  from  this 
cause  in  England  and  Wales  alone.  Although  this  has  been  con- 
siderably reduced  during  the  last  six  years,  it  must  still  amount  to 
many  thousands  yearly  throughout  the  world.  Any  time  therefore 
which  may  "be  devoted  to  the  discussion  of  the  best  means  of  pre- 
venting the  disease,  or  at  least,  of  saving  the  life  of  its  victims, 
will  be  well  spent.  Owing  to  our  present  greatly  increased 
knowledge  of  the  causes  of  it,  and  the  means  of  preventing  them, 
there  should  be  speaking  theoretically,  no  such  thing  as  puerperal 
fever.  As  a  matter  of  fact  however,  there  are  at  least  several  hun- 
dred thousand  cases  of  it  every  year.  This  is  probably  because 
the  knowledge  of  the  causes  of,  and  the  means  of  preventing  puer- 
peral fever  is  possessed  by  very  few  of  the  many  who  have  to  do 
with  the  lying-in  woman,  such  as  doctors,  midwives,  students, 
nurses  and  husbands.  Moreover,  the  ideal  confinement  as  carried 
out  at  the  Preston  Retreat  and  Sloan  Maternity  costs  so  much, 
namely,  from  two  to  three  hundred  dollars,  that  it  is  practically 
unattainable  by  the  poor. 

There  are  five  principal  sources  of  infection  which  may  be 
stated  in  the  order  of  their  probable  frequency  as  follows  : 

The  midwife  or  nurse;  the  student  or  doctor;  the  husband  or 
patient;  defective  drainage  or  plumbing;  visitors. 

If  all  midwives  and  nurses  were  trained  for  two  years  in  a 
model  lying-in  hospital,  it  might  be  possible  to  impress  upon  them 
in  that  time  that  under  no  circumstances  should  they  ever  make  an 
internal  examination  of  a  woman  about  to  be  confined.  Some- 
times they  do  it  merely  to  show  that  they  know  as  much  as  the 
doctor,  but  more  often  merely  out  of  over-zealousness,  being 
anxious  to  determine  the  degree  of  dilatation  of  the  os,  so  that  they 
may  send  for  the  doctor  without  delay,  or  on  the  contrary  save  his 
time  by  sending  for  him  several  hours  later.  Several  of  the  writer's 
eight  cases  of  puerperal  fever  were  infected  by  midwives  or  nurses 
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who  were  women  of  the  old  school,  and  who  did  .  not  hesitate  to 
examine  his  patients  by  the  vagina  before  sending  for  him, 
although  they  had  never  received  any  obstetrical  training  whatever. 

The  only  means  of  preventing  this  cause  is  to  instruct  all  those 
women  who  engage  us  to  confine  them  to  firmly  resist  any  attempt 
to  examine  them  by  the  vagina  on  the  part  of  the  midwife  or  nurse. 
Unfortunately,  however,  the  majority  of  septic  cases  have  been  in- 
fected before  we  have  seen  them.  From  motives  of  economy  they 
engage  a  midwife  instead  of  a  doctor,  and  the  latter  is  only  called 
in  when  the  patient  is  in  an  alarming  condition,  and  after  the  mid- 
wife has  made  many  examinations. 

There  are  several  ways  of  reducing  the  number  even  of  these 
cases.  First  for  young,  but  well  trained  medical  men  and  women 
to  undertake  the  confinement  and  subsequent  visiting  of  poor 
women  for  such  a  moderate  fee  that  the  latter  could  afford  to  en- 
gage them.  Midwives  and  nurses  could  then  be  reserved  for  other 
duties,  such  as  cleaning  up,  washing  the  baby,  etc.,  under  the 
supervision  of  the  doctor.  Moreover,  such  midwives  and  nurses 
as  are  thoroughly  trained  should  be  taught  to  make  examinations 
only  by  external  palpation.  The  infected  finger  undoubtedly  heads 
the  list  among  the  causes  of  puerperal  fever,  and  when  the  finger  is 
no  longer  used  as  a  means  of  diagnosing  the  presentation  and  posi-  . 
tion,  there  will  be  a  great  decrease  in  number  of  cases  of  this  disease. 

The  doctor  or  student  is  sometimes  the  source  of  infection. 
The  principal  points  arising  for  discussion  with  regard  to  them  are: 
(i)  Can  digital  examinations  in  the  majority  of  cases  be  dispensed 
with  ?  The  answer  is  certainly  in  the  affirmative;  the  majority  of 
labors  are  normal,  and  only  when  the  time  required  for  a  normal 
labor  has  elapsed  without  delivery  having  taken  place  need  a  digi- 
tal examination  be  made.  (2)  In  the  few  cases  in  which  a  digital 
examination  is  necessary  is  simple  washing  of  the  hands  with  soap 
and  water  sufficient  ?  Or  should  the  nail-brush  and  corrosive  solu- 
tion be  employed  ?  Careful  bacteriological  tests  have  settled  this 
point.  Soap  and  water  are  not  sufficient  to  sterilize  an  infected 
finger;  the  nail-brush  and  sublimate  must  be  used,  In  this  con- 
nection an  element  of  danger  not  generally  recognized,  is  the  touch- 
ing of  chairs  or  other  articles  of  furniture,  or  bedclothes  after  having 
sterilized  the  finger.  Neither  should  the  doctor  trust  the  oil  or  lard 
provided  for  him  to  anoint  his  finger  with,  but  he  should  bring  his 
own  sublimated  glycerine  with  him.  In  view  of  the  great  difficulty 
experienced  in  disinfecting  the  subungual  spaces  even  with  bichlo- 
ride, it  would  be  well  to  have  half-a-dozen  of  thin  rubber  finger 
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covers  in  the  obstetrical  bag,  they  could  be  preserved  in  a  bottle  of 
sublimate  alcohol,  and  one  of  them  could  be  slipped  on  before 
making  a  digital  examination,  and  then  washed  and  returned  to 
the  bichloride  bottle  afterwards.  These  rubber  covers  are  made 
thin  enough  to  permit  us  to  feel  the  fontanelles  distinctly  through 
them.  Seeing  that  medical  students  frequently  wear  the  same 
clothes  during  their  third  and  fourth  years  that  they  wore  in  their 
second,  and  seeing  that  they  are  constantly  touching  those  clothes, 
which  may  at  one  time  have  touched  a  septic  cadaver,  their  pres- 
ence in  the  lying-in  chamber  is  always  a  source  of  danger.  At  any 
rate  they  should  only  be  permitted  to  make  digital  examinations 
under  exceptional  circumstances,  and  with  the  most  rigorous  pre- 
cautions. Dirty  instruments  at  the  present  day  are  very  rarely  a 
source  of  infection,  with  the  exception  of  the  catheter.  A  gum 
catheter  which  has  been  for  some  time  in  general  use  and  which, 
being  filled  up  with  grease,  blood,  urine,  pus  and  mucus  it  is  im- 
possible to  clean,  is  a  dangerous  instrument  to  use  about^he  lying- 
in  woman.  The  writer  has  seen  them  used  more  than  once,  and 
their  use  as  promptly  followed  by  cystitis.  The  catheter  some- 
times misses  the  urethra  and  slips  into  the  vagina  instead,  thereby 
infecting  the  uterus. 

This  danger  may  be  avoided  by  having  a  dozen  of  glass  female 
catheters  in  the  obstetrical  bag,  costing  only  one  dollar  a  dozen, 
and  one  of  them  should  be  left  at  each  case  whether  required  at  the 
time  or  not.  The  physician  should  also  see  that  the  family  sponge 
is  kept  as  far  away  from  the  lying-in  woman  as  possible.  Both 
patient  and  nurses  should  be  warned  to  use  only  clean  gauze  or 
rags  for  this  purpose.  The  husband  is  a  factor  in  the  production 
of  puerperal  fever  who  has  not,  so  far,  received  the  consideration 
he  deserves.  Most  men  touch  their  penis  several  times  a  day 
while  passing  water,  and  yet  few  of  them  ever  think  of  washing  it, 
no  matter  how  septic  their  occupations  may  be,  before  thrusting  it 
into  the  parturient  canal  at  night.  This  probably  explains  a  great 
many  cases  of  puerperal  fever  occurring  among  the  wives  of  scav- 
engers, rag-pickers  and  knackers,  which  are  otherwise  puzzling. 
Then  again  many  men  not  only  contract  gonorrhoea  before  mar- 
riage, which  they  give  to  their  wives  while  on  their  wedding  tour, 
and  even  when  their  wives  are  near  the  end  of  pregnancy, 
they  sometimes  come  home  with  a  soft  chancre,  without  allowing 
it  to  interfere  with  their  sexual  relations  with  her.  If  these  are 
continued  until  the  last  days  of  pregnancy  how  can  the  poor  woman 
escape  having  puerperal  fever  ?    This  would  be  a  strong  argument 
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in  favor  of  giving-  to  every  pregnant  woman  one  thorough  subli- 
mate douche  at  the  physician's  office  one  week  before  the  expected 
labor,  and  a  plain  hot  water  douche  at  her  own  home  every  night 
afterwards  until  labor  comes  on;  no  more  sexual  intercourse  being 
allowed  after  she  has  been  disinfected.  Incidently  these  hot 
douches  would  make  the  first  stage  of  labor  much  easier  by  soften- 
ing the  cervix;  and  at  the  same  time  the  child's  eyes  would  be 
saved  from  gonorrhceal  ophthalmia. 

Other  husbands  contract  gonorrhoea  while  their  wives  are  laid 
up  and  infect  them  from  ten  to  fourteen  days  after  delivery.  This 
has  happened  in  the  writer's  practice,  and  it  greatly  puzzled  him  to 
explain  the  rise  of  temperature  until  he  was  informed  by  the  nurse 
that  the  husband  had  been  having  intercourse  on  the  tenth  day. 
This  case  went  on  to  an  endometritis  and  pyosalpinx,  the  tube  on 
the  right  side  being  felt  to  be  filling  up  to  the  size  of  a  lemon,  and 
as  clearly  causing  pelvic  peritonitis  by  leakage.  The  peritonitis 
sealed  the  pavilion  of  the  tube,  and  at  the  end  of  five  weeks  the 
tube  had  completely  emptied  itself  into  the  uterus  and  there  re- 
mained nothing  but  a  little  thickening  of  the  right  fornix.  If  we 
question  closely  all  the  married  women  who  consult  us  we  will 
find  in  many  of  them  a  history  of  an  acute  attack  of  pelvic  inflam- 
mation which  came  on  a  few  days  after  their  marriage,  and  which 
confined  them  to  bed,  which,  however,  they  naturally  attributed  to 
excessive  coitus.  Many  of  these  were  cases  of  gonorrhoea  spread- 
ing up  the  uterus  and"  one  of  the  tubes,  from  which  it  generally 
leaks  and  sets  up  a  local  peritonitis  which  seals  the  tube.  Some 
women  will  get  through  a  mild  attack  of  this  kind  without  being 
laid  up,  and  subsequently  become  pregnant  through  the  other  tube, 
one  tube  being  full  of  pus.  Such  a  woman  would  be  likely  to  have 
several  attacks  of  pelvic  peritonitis  during  her  pregnancy  owing  to 
fresh  leakage  while  the  uterus  is  rising  out  of  the  pelvis.  She 
might  have  an  ideal  confinement  and  yet  be  taken  with  general 
peritonitis  owing  to  rupture  of  the  pus-tube  while  the  placenta  was 
being  expelled  by  Crede's  method.  And  here  comes  up  the  ques- 
tion, "  Is  there  such  a  thing  as  an  autogenetic  origin  of  puerperal 
fever  ? "  Do  women  ever  generate  the  disease  themselves  ?  If 
autogenesis  implies  that  a  germ  disease  can  develop  without  germs 
having  been  implanted  by  anything  or  anyone,  then  the  sooner  the 
term  is  abolished  the  better.  Nothing  is  more  certain  at  the  present 
day  than  that  puerperal  fever  is  a  germ  disease,  and  it  is  therefore 
a  simple  impossibility  without  the  implantation  of  a  germ.  We 
cannot  call  a  case  of  puerperal  fever  following  the  rupture  of  an 
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old  pyosalpinx  and  the  pouring  out  of  its  stored-up  gonorrhceal 
pus  into  the  peritonaeum  a  case  of  auto-infection.  It  has  long  been 
noticed  that  while  puerperal  fever  was  rare  in  the  practice  of 
country  practitioners  who  never  took  any  precautions  to  prevent  it, 
it  was  quite  common  in  the  practice  of  the  highly-skilled  city  phy- 
sician in  spite  of  all  his  precautions.  The  much  greater  frequency 
of  gonorrhoea  in  the  city  would  seem  to  afford  an  ample  explana- 
tion for  the  anomaly. 

We  now  come  to  the  question  of  sewer  gas.  Has  sewer  gas 
anything  to  do  with  puerperal  fever  ?  In  the  opinion  of  the  writer 
it  has.  Twice  has  he  seen  the  outbreak  of  it  in  a  maternity  where 
every  precaution  had  been  taken  to  prevent  it.  At  the  same  time 
plastic  operations  performed  under  constant  irrigation  with  boiled 
water  after  thorough  disinfection  of  the  field  with  soap  and  water, 
and  strong  bichloride  solution,  in  another  part  of  the  same  build- 
ing, and  attended  by  a  different  set  of  doctors  and  nurses,  also  de- 
veloped septic  necrosis  of  the  wound,  necessitating  a  stop  being 
put  to  all  operations.  An  inspection  of  the  building  revealed  a 
three  inch  soil-pipe  untrapped  in  the  basement  in  direct  connection 
with  the  main  sewer.  Although  this  same  sanitary  defect  had  ex- 
isted for  several  months  without  having  caused  the  slightest  rise  of 
temperature  among  any  of  the  newly  delivered  or  operated  women, 
it  was  only  when  the  double  windows  were  put  on  and  the  build- 
ing closed  in  for  the  winter  that  the  disease  broke  out.  This  ex- 
planation is  supported  by  the  British  Registrar  General's  report 
which  shows  that  the  smallest  number  of  deaths  from  puerperal 
fever  every  year  for  the  last  twenty-five  years  has  always  been 
in  August  when  all  the  windows  are  open,  and  defective  drains 
have  least  chance  of  doing  harm;  and  the  largest  number  of  deaths 
has  always  been  in  January  when  the  windows  being  closed,  sewer 
gas  laden  with  bacteria,  remains  for  a  long  time  undiluted  in  the 
house.  The  relation  of  sewer  gas  to  puerperal  fever  is  again 
demonstrated  by  the  fact  that  the  lowest  death  rate  ever  yet  at- 
tained has  been  in  the  Sloan  Maternity,  New  York,  and  the  Preston 
Retreat,  Philadelphia.  In  the  latter  there  is  absolutely  no  plumb- 
ing whatever  in  the  building,  and  in  the  former  it  is  so  situated 
that  it  is  impossible  for  sewer  gas  to  enter  the  lying-in  wards,  a  steam 
fan-blower  being  provided  which  forces  half  a  million  cubic  feet 
per  hour  of  fresh  air  into  them.  Also  puerperal  fever  is  rather  com- 
mon in  the  bedrooms  of  the  rich  where  the  elegant  marble  basin  is 
directly  connected  with  the  city  sewer. 

Visitors  come  last  in  the  order  of  importance  in  the  causation  of 
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puerperal  fever;  they  are  not  often  the  cause,  but  they  do  some- 
times convey  pus  or  erysipelas  bacilli  to  the  newly  delivered 
woman.  The  fewer  of  them  allowed  to  touch  her  the  better  during 
the  first  nine  days.  Even  if  they  brought  nothing  worse  than 
measles  and  scarlet  fever  with  them,  we  do  not  want  these  diseases 
to  worry  us  at  that  particular  time  in  a  confinement  case. 

When  the  question  arises  whether  we  have  a  case  of  puerperal 
fever  to  deal  with  we  must  remember  that  all  fevers  in  lying-in 
women  are  not  puerperal.  We  are  greatly  indebted  to  Dr.  Coe,  of 
New  York  for  having  called  our  attention  to  the  fact  that  a  fever  in 
the  puerperal  woman  may  have  nothing  whatever  to  do  with  the 
genital  tract.  It  may  be  typhoid  or  appendicitis,  or  any  one  of  the 
many  disorders  to  which  people  in  general  are  liable.  Among  the 
most  difficult  cases  to  diagnose  are  ones  such  as  reported  by  Dr.  J. 
C.  Cameron,  of  Montreal  where  the  temperature  went  up  because 
an  expected  letter  did  not  come;  or  the  case  reported  by  the  writer 
in  which  the  temperature  went  up  to  a  1050  on  the  tenth  day  due  to 
a  fit  of  anger  at  receiving  her  bill  for  attendance;  falling  again  in  a 
few  hours  on  being  assured  that  "it  was  all  a  mistake."  We  must 
also  be  on  the  lookout  for  acute  phthisis,  a  disease  by  no  means- 
rare  at  the  end  of  pregnancy. 

Supposing,  however,  that  there  is  no  doubt,  about  the  diagnosis 
and  that  the  case  is  really  one  of  puerperal  fever,  let  us  glance  for 
a  moment  at  the  factors  concerned  in  the  production  of  the  appal- 
ling symptoms.  Puerperal  fever  is  due  to  the  implantation  of 
bacteria,  probably  the  staphylococcus  pyogenes  aureus,  probably 
also  of  the  streptococcus,  either  with  or  without  the  gonococcus, 
upon  a  wounded  surface  in  the  parturient  canal,  especially  if  the 
latter  is  bathed  in  a  liquid  suitable  for  bacillus  culture,  such  as  pus 
or  serum.  Bacteria  require  dead  matter  for  their  food,  they  can- 
not thrive  on  a  dry  and  healthy  living  surface,  but  they  excrete 
toxic  substances  known  as  ptomaines  which  have  the  power  to  kill 
a  minute  layer  of  the  surrounding  tissue.  This  minute  layer  of 
dead  tissue  affords  an  excellent  feeding-ground  for  the  growth  and 
multiplication  of  the  bacilli.  The  more  advanced,  pathologists 
consider  that  it  is  the  entrance  of  these  ptomaines  and  not  of  the 
bacilli  themselves  into  the  blood  which  causes  the  rise  of  tempera- 
ture, while  others  consider  all  fevers  as  fermentations  due  to  the 
presence  of  bacilli  in  the  blood.  Either  the  bacilli  or  their  excreta 
when  absorbed  into  the  blood  in  sufficient  quantity  produce  at  first 
a  profound  irritation  of  the  vaso-motor  or  great  sympathetic  nerve 
causing  contraction  of  the  capillaries  and  pallor  of  the  skin,  fol- 
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lowed  by  a  reaction  or  paralysis  accompanied  with  flushing.  Now 
comes  a  very  important  point  in  the  case.  It  is  a  well  demon- 
strated fact  that  the  absorption  of  bacteria  or  ptomaines  takes 
place  very  much  more  rapidly  when  accumulated  in  a  closed  cavity 
under  pressure  than  when  they  are  merely  bathing  that  surface 
after  the  pressure  has  been  removed  by  the  free  opening  of  the 
cavity.  It  is  also  a  well  demonstrated  fact  that  bacteria  and 
ptomaines  in  an  open  cavity  will  almost  as  readily  be  absorbed 
into  the  capillary  meshes  of  absorbent  gauze  as  into  the  lymphat- 
ics and  veins.  These  two  facts  concerning  the  different  behavior 
of  infected  liquids  whether  retained  under  pressure  or  when  the 
pressure  is  relieved  by  free  opening,  and  the  difference  in  the 
amount  of  absorption  of  bacilli  or  ptomaines  which  takes  place 
whether  a  given  cavity  is  open  and  full,  or  open  and  drained  nearly 
dry  by  gauze,  these  two  facts  are  of  vast  importance  not  only  in 
surgery  generally,  but  just  as  much  in  obstetrics  where  the  cavity 
concerned  is  so  rich  in  open  veins  and  lymphatics.  In  the  newly 
delivered  woman  we  have  all  the  conditions  necessary  for  wound 
infection.  We  have  the  perinseum  which  is  nearly  always  more 
or  less  lacerated,  slight  lacerations  of  the  vagina  at  any  part  of  its 
whole  length,  but  especially  near  the  cervix  uteri;  and  the  cervix 
itself  is  often  torn;  while  in  every  case  without  exception  we  have 
that  great  raw  surface  left  by  the  removal  of  the  placenta  with 
its  multitudes  of  venous  and  lymphatic  mouths. 

On  the  other  hand,  infected  liquids  may  be  forced  or  may  leak 
through  the  Fallopian  tubes  into  the  pelvic  peritonaeum,  when  the 
inevitable  consequence  would  be  general  septic  peritonitis  and 
speedy  death,  did  not  nature  at  once  send  out  an  army  of  white 
corpuscles  on  a  sea  of  lymph,  and  thus  confine  the  invading  bac- 
teria to  the  tube,  or  at  most  to  the  pelvic  cavity;  in  other  words  by 
pelvic  peritonitis.  Sometimes,  however,  the  ovary  becomes  affected, 
and  even  the  general  peritoneal  cavity  may  be  infected  before 
nature  has  had  time  to  save  it. 

We  may  lay  it  down  as  an  axiom  that  the  gravity  of  the  symp- 
toms of  septic  absorption  are  in  direct  proportion  to  the  quantity  of 
bacteria  and  ptomaines  absorbed  and  to  the  rapidity  with  which 
this  is  accomplished.  At  least  in  the  case  of  the  genital  tract  of 
women,  the  facility  or  rapidity  of  absorption  increases  as  we 
ascend  the  canal. 

Thus  we  will  have  slow  and  mild  general  symptoms  from  a 
lacerated  perinseum;  somewhat  more  severe  ones  from  a  lacerated 
and  infected  cervix;  very  serious  symptoms  indeed  from  the  raw 
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placental  site;  while  the  result  is  almost  always  fatal  when  the 
great  peritoneal  lymph  sac  itself  is  infected. 

At  the  outset  of  this  paper  it  was  stated  that  there  should  be  no 
such  thing  as  puerperal  fever.  We  might  go  a  step  farther  and  say 
that  admitting  that  puerperal  fever  does  occur,  owing  to  a  lack  of 
septic  precautions,  we  should  not  allow  anyone  to  die  from  it. 
How  can  we  save  them  ?  Simply  by  treating  every  case  of  puer- 
peral fever  as  a  case  of  wound  infection,  by  washing,  disinfecting 
and  draining.  If  the  temperature  of  every  delivered  woman  were 
to  be  taken  at  least  every  evening  for  ten  days,  in  the  immense 
majority  of  cases  it  will  be  found  not  to  rise  above  a  hundred.  If 
it  rises  above  a  hundred  it  should  be  treated  as  the  beginning  of  a 
case  of  puerperal  fever,  a  cleansing  douche  of  hot  water  being  given 
night  and  morning.  The  first  of  these  douches  at  least  should  be 
given  by  the  physician  himself  for  two  reasons;  first  to  make  sure 
that  it  is  given  at  all,  and  second  to  ascertain  whether  the  nurse 
understands  how  to  give  one  properly.  The  writer  has  reported  a 
case  in  which  the  nurse  had  assured  him  every  day  for  several  days 
that  the  patient  had  been  getting  a  hot  vaginal  douche  twice  a  day, 
while  it  was  afterwards  ascertained  that  she  thought  that  a  douche 
meant  to  squirt  the  water  on  the  labia.  In  the  majority  of  cases 
a  copious  hot-water  injection  repeated  a  few  times  will  promptly 
put  an  end  to  the  fever.  If  the  perinaeum  has  not  already  been 
sewed  up  it  should  immediately  be  disinfected  and  repaired.  Natural 
drainage  should  be  favored  in  two  ways;  first  by  allowing  the 
patient  to  sit  up  to  pass  water  and  defaecate,  which  will  allow  her 
at  the  same  time  to  empty  her  vagina  thoroughly  of  clots  or  serum 
so  many  times  a  day;  and  second  by  raising  her  head  so  that 
discharges  may  gravitate  out  of  the  uterus.  From  our  knowledge 
ot  obstetrics  among  savages  it  would  seem  that  nature  intended 
drainage  to  take  place  by  gravity  as  nearly  all,  these  women 
assume  the  erect  posture  almost  immediately  after  delivery.  By 
keeping  the  newly-delivered  woman  rigorously  on  her  back  with 
her  head  low  for  fear  of  haemorrhage,  and  by  tightly  applying  the 
pad  and  binder,  drainage  is  effectually  prevented,  for  the  uterus  is 
forced  downwards  and  backwards  into  the  hollow  of  the  sacrum, 
and  assumes  the  position  of  a  bottle  with  its  mouth  upwards,  so 
that  the  discharges  accumulate. 

As  we  have  already  seen  a  great  deal  more  septic  absorption 
takes  place  from  a  full,  though  fully  open  cavity,  than  from  an  al- 
most empty  and  open  one.  With  the  uterus  inverted  there  is  still 
another  danger  of  infecting  the  peritonaeum,  namely  by  leakage 
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through  the  Fallopian  tubes,  which  after  labor  are  more  than 
usually  open. 

If  after  washing  the  vagina  and  naturally  draining  the  uterus 
the  temperature  does  not  come  down  within  twenty-four  hours,  no 
time  must  be  lost  in  washing  out  the  uterine  cavity  with  plain 
boiled  water,  or  containing  permanganate  of  potash,  or  peroxide  of 
hydrogen.  Bichloride  of  mercury  should  not  be  used  after  delivery 
on  account  of  the  great  and  real  danger  of  absorption.  The  temp- 
tation to  give  antipyretics  must  be  resisted,  for  we  would  only 
thereby  mask  the  symptoms. 

We  should  rather  prefer  to  know  the  worst  and  deal  with  it  ac- 
cordingly. If  the  temperature  has  not  fallen  within  twenty-four 
hours  after  washing  out  the  uterus  we  may  take  it  for  granted  that 
the  drainage  is  defective.  We  must  therefore  bring  the  patient 
across  the  side  of  the  bed,  or  better  still  place  her  on  a  table,  and 
after  washing  out  the  uterus  again  with  a  Kelly  return  flow  cathe- 
ter we  must  seize  the  anterior  lip  with  a  bullet  forceps  and  gently, 
but  firmly  drawing  it  down  we  should  introduce  a  pair  of  forceps 
into  the  cavity  and  make  sure  that  there  are  no  pieces  of  placental 
debris  or  other  dead  tissues  in  the  uterus.  For  reasons  to  be 
presently  stated  the  uterus  is  not  to  be  curetted  at  this  stage.  The 
uterus  must  now  be  lightly  packed  with  sublimate  or  iodoform- 
gauze  as  recommended  by  Polk,  leaving  a  considerable  length 
hanging  out  of  the  cervix  which  is  to  be  coiled  into  the  vagina. 
Sublimate  gauze  is  mentioned  because  the  physician  may  not  have 
iodoform-gauze  with  him  while  sublimate  gauze  is  so  easy  to 
prepare. 

Polk's  powerful  advocacy  of  the  uterine  gauze  drain  should 
apart  from  any  of  his  many  other  claims  entitle  him  to  the  lasting 
gratitude  of  the  profession. 

The  reasons  why  the  sharp  curette  should  not  be  used  at  this 
stage  are  first,  because  in  the  majority  of  cases  it  is  not  necessary; 
drainage  alone  will  almost  immediately  put  a  stop  to  the  absorp- 
tion of  ptomaines,  which  keeps  up  the  fever;  and  the  second,  be- 
cause a  sufficient  number  of  cases  are  on  record  where  this  instru- 
ment, even  in  the  most  skilful  hands,  has  perforated  the  fundus 
uteri  to  render  it  advisable  to  dispense  with  its  use  when  not 
distinctly  necessary;  and  third,  because  in  none  of  the  puerperal 
fever  cases  in  which  the  writer  has  used  it  or  seen  it  used  was  any- 
thing removed  by  it  which  would  not  have  been  removed  by 
simple  washing.  In  another  of  the  writer's  cases,  that  of  a  lady 
who  miscarried  of  twins  at  the  fourth  month,  from  whom  the  pla- 
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centa  came  away  entire  the  temperature  went  up  to  1050  and 
remained  high  for  several  days,  but  came  down  in  a  few  hours 
after  washing  out  the  uterus  with  plain  water  and  introducing  an 
iodoform-gauze  drain;  nor  did  it  again  go  up.  Drainage  is  the  key- 
note of  the  treatment.  Why  do  cases  in  which  the  uterus  has  been 
washed  out  and  thoroughly  curetted  not  only  show  no  signs  of  im- 
provement, but  actually  in  many  cases  grow  worse  ?  Simply  be- 
cause the  washing  and  curetting  was  not  accompanied  with  drain- 
age. No  matter  how  thoroughly  the  curetting  has  been  done,  it  is  sim- 
ply impossible  to  be  certain  that  not  a  single  germ  has  been  left.  On 
the  other  hand,  the  more  thorough  the  curetting  the  more  surely  will 
there  be  an  exudation  of  serum  or  lymph  from  the  uterine  wall. 
The  introduction  of  a  gauze  drain  will  absorb  these  liquids  into  its 
meshes  and  convey  them  outside.  Without  the  gauze  drain  the  cer- 
vix uteri  bends  and  forms  a  valve-like  closure  which  is  practically 
water-tight.  The  writer  has  seen  this  demonstrated  very  clearly  in 
two  cases.  In  the  first  one  the  uterus  had  been  washed  out  every 
day  for  several  days  with  bichloride,  and  as  the  patient  was  no 
better  she  was  curetted  very  thoroughly  without  any  retained 
placenta  or  anything  else  being  found.  The  temperature  went  still 
higher  after  the  curetting.  Although  the  intra-uterine  washing 
was  continued  for  many  days,  the  patient  died  of  peritonitis. 

In  the  next  case  in  the  practice  of  a  confrere  the  uterus  was 
washed  out  twice  a  day  with  carbolic  lotion  and  afterwards  with 
bichloride  without  any  abatement  of  the  fever.  It  was  distinctly 
remarked  that  there  was  a  sharp  anteflexion  which  had  to  be 
straightened  with  the  bullet  forceps  before  the  return-flow  catheter 
could  be  introduced.  As  the  patient  was  much  worse  at  the  end 
of  a  week,  the  entire  contents  of  the  pelvis  being  matted  into  a  hard 
mass  the  uterus  was  curetted  without  removing  anything,  and  an 
iodoform-gauze  drain  was  introduced.  Next  day  the  temperature 
came  down  to  nearly  normal  and  remained  down,  and  in  a  few 
weeks  she  was  up  and  about.  It  is  a  mistake  to  think  that  because 
the  os  uteri  is  open  after  a  confinement  or  miscarriage  that  there  is 
consequently  good  drainage;  on  the  contrary  as  we  have  seen  the 
flabby  uterus  may  be  crowded  down  by  the  pad  and  binder  until  it 
is  doubled  on  itself  and  the  uterine  canal  completely  and  effect- 
ually effaced. 

If  the  temperature  has  not  fallen  within  twenty-four  hours  after 
washing  out  and  draining  the  uterus,  it  means  one  of  three  things; 
either  the  bacilli  have  penetrated  the  deeper  layers  of  the  endome- 
trium, after  killing  the  superficial  layers  on  which  dead  material 
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they  are  feeding,  for  we  have  seen  that  they  cannot  live  without  a 
supply  of  dead  liquid  or  tissue;  or  else  the  disease  has  gone  beyond 
the  endometrium  and  is  filling  the  sinuses  and  lymphatics;  or  else 
it  has  spread  beyond  the  uterus  itself  by  means  of  the  tubes  into 
the  peritoneal  cavity.  This  latter  condition  is  a  quite  frequent  occur- 
rence as  evidenced  by  the  large  number  of  women  suffering  from 
retroversion  with  fixation  occurring  after  a  miscarriage  or  confine- 
ment. As  the  writer  has  pointed  out  in  a  paper  published  some 
years  ago  on  the  causes  and  prevention  of  retroversion  with  adhe- 
sions this  accident  is  largely  due  to  women  after  miscarriage  or 
confinement  being  ordered  to  lie  strictly  on  the  back  so  that  the 
uterus  is  pushed  by  the  pad  and  binder  and  pulled  by  gravity  into 
the  inverted  position  like  a  bottle  with  its  mouth  up.  In  this  way 
drainage  into  the  vagina  by  the  uterine  mouth  is  prevented,  but 
leakage  by  the  tubes  into  the  peritonaeum  is  favored.  Many  of 
these  cases  of  pelvic  peritonitis  are  not  recognized  as  such  being 
diagnosed  as  milk  fever  and  wind. 

If  the  temperature  has  not  come  down  within  twenty-four 
hours  after  the  washing  and  draining  we  must  proceed  to  use  the 
sharp  curette  thoroughly  so  as  to  remove  the  mucous  membrane 
down  to  the  muscular  tissue.  This  proceeding  must  nevertheless 
be  performed  with  care,  especially  in  pushing  the  instrument  up- 
wards so  as  not  to  perforate  the  fundus. 

To  curette  the  uterus  would  seem  to  be  a  very  easy  task,  but  to 
do  it  so  as  to  leave  not  one  single  square  millimetre  of  surface  is 
quite  difficult,  necessitating  the  going  over  the  ground  several 
times.  The  uterine  cavity  must  be  again  washed  out  with  hot 
water  and  a  strip  of  iodoform-gauze  introduced  for  drainage,  the 
necessity  for  the  latter  being  amply  demonstrated  by  the  large 
quantity  of  bloody  serum  which  will  drain  away  in  a  few  hours, 
many  napkins  being  saturated.  What  would  happen  if  that  liquid 
were  to  be  left  undrained  in  the  uterine  cavity?  A  fresh  fermenta- 
tion and  a  fresh  absorption  of  the  ptomaines  excreted  by  the  fer- 
ment, and  a  consequent  rise  in  the  temperature.  The  author  has 
seen  this  take  place  more  than  once  in  the  times  when  he  used  to 
use  the  curette  without  following  it  with  the  gauze  drain. 

If  in  spite  of  the  curetting  and  drainage  the  temperature  still 
keeps  up  we  can  be  absolutely  certain  that  the  disease  is  not  in  the 
uterine  cavity;  it  is  in  the  walls  of  the  uterus,  that  is  to  say  in  the 
veins  and  lymphatics,  or  else  it  is  situated  in  the  tubes  and  pelvic 
peritonaeum.  But  how  shall  we  decide  this  question  ?  First  by 
the  bi-manual  examination  with  the  patient  over  the  edge  of  the 
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bed.  It  will  be  difficult  perhaps  on  account  of  the  distention  of 
the  abdomen,  although  the  latter  will  not  be  so  great  if  we  have 
from  the  very  onset  of  the  fever  been  giving  small  and  repeated 
doses  of  Rochelle  or  Epsom  salts  so  as  to  both  drain  the  perito- 
naeum of  ptomaines  and  keep  the  intestines  free  from  distention 
with  gas.  By  the  bi-manual  then  we  may  feel  a  lump  on  either 
side  of  the  uterus,  or  in  Douglas's  cul-de-sac,  or  in  the  region  of  the 
appendix. 

Whether  we  are  able  to  feel  anything  or  not,  if  the  temperature 
has  not  come  down  within  twenty-four,  hours  after  curetting  our 
next  step  must  be  an  exploratory  incision.  If  the  patient's  condi- 
tion is  fairly  good,  or  rather  if  the  symptoms  are  not  very  urgent 
this  step  might  be  delayed  another  day  or  two,  but  on  the  other 
hand  there  is  the  danger  of  waiting  until  it  is  too  late.  When  we 
make  this  exploratory  incision  we  must  be  prepared  to  deal  with 
any  conditions  that  we  may  meet  with.  In  one  case  the  writer 
found  a  collection  of  pus  between  the  omentum  and  abdominal 
wall  which  was  evacuated  and  drained  the  patient  making  a  good 
recovery.  In  another  case  in  the  practice  of  a  friend  the  chain  of 
lymphatics  running  up  the  side  of  the  uterus  was  full  of  pus.  In 
this  case,  although  the  uterus  was  curetted  and  the  peritonaeum 
was  deluged  with  hot  water,  the  patient  died  all  the  same;  and  no 
wonder  for  the  uterus  was  thoroughly  septic  and  nothing  short  of 
removal  could  have  any  effect  in  eradicating  the  disease.  Those 
lymphatics  continued  to  pour  their  poisonous  ptomaines  into  the 
blood.  In  another  case  the  writer  opened  the  abdomen  and  found 
nothing  to  account  for  the  disease,  and  he  accordingly  removed  the 
infected  uterus  which  was  saturated  with  pus,  and  the  patient 
made  a  good  recovery.  On  the  other  hand  on  making  an  explora- 
tory incision  we  may  find  other  causes  quite  outside  of  the  uterus 
and  sufficient  to  explain  why  all  of  our  vaginal  and  intra-uterine 
treatment  had  so  little  effect.  We  may  find  a  sloughing  appendix 
vermiformis,  a  ruptured  ovarian  cyst,  or  a  ruptured  Fallopian  pus 
tube,  or  we  may  find  the  peritoneal  cavity  full  of  serum  or  pus. 
In  such  cases  the  remains  of  the  appendix  or  tube,  or  ovary  must 
be  removed,  and  the  abdominal  cavity  washed  out  with  two  or 
three  gallons  of  hot  boiled  water  at  a  temperature  of  105  or  no 
degrees  F.  The  water  must  be  paddled  about  thoroughly  among 
the  intestines  and  the  incision  should  be  held  open  with  the  two 
fingers  and  the  nozzle  of  the  irrigator  forming  the  three  points  of  a 
triangle;  the  irrigator  must  be  long  and  have  free  openings  so  that 
the  water  may  flow  in  torrents  down  into  Douglas's  cul-de-sac, 


On  the  Prevention  and  Treatment  of  Puerperal  Fever.  1027 


so  as  to  sweep  the  debris  away.  But  if  no  cause  for  the  disease 
can  be  found  outside  of  the  uterus  we  must  not  be  content  to  wash 
out  the  abdomen  and  sew  the  woman  up,  calmly  leaving  her  to 
her  fate,  for  there  has  generally  been  but  the  one  termination  to 
such  cases  and  that  is  death. 

We  have  nothing  more  to  hope  for  from  washing  and  curetting, 
all  the  resources  of  local  treatment  have  been  exhausted  while  the 
treatment  with  drugs  has  been  of  no  avail.  The  patient  is  going 
to  die.  Shall  we  stand  by  helpless  and  as  it  were  paralyzed  in  the 
presence  of  this  enemy?  Or  shall  we  not  rather  boldly  attack 
what  by  a  process  of  exclusion  we  now  know  must  be  the  source 
of  the  trouble  ?  The  disease  is  situated  in  a  part  which  cannot  be 
reached  by  any  amount  of  washing  either  of  the  peritoneal  cavity 
or  of  the  uterine  cavity.  It  is  entrenched  within  the  sinuses  and 
lymphatics  of  the  uterus,  and  there  is  no  possible  way  of  dislodg- 
ing it  except  by  removing  the  infected  organ.  Why  should  we 
shrink  in  dismay  from  such  a  mutilation  ?  Does  not  the  surgeon 
every  day  sacrifice  a  limb  or  an  eye,  or  a  kidney  in  order  to  save  a 
life?  And  yet  these  organs  are  even  more  essential  to  comfort 
than  the  uterus.  Would  not  anyone  of  these  two  thousand  or 
more  women  who  die  each  year  in  England  and  Wales  alone  from 
puerperal  fever,  would  not  each  one  of  them  gladly  have  parted 
with  her  womb  in  order  that  she  might  not  be  parted  from  her 
husband  and  children  ?  Removing  the  uterus,  tubes  and  ovaries  by 
abdominal  hysterectomy  cuts  off  the  poisonous  current  of  ptomaine- 
laden  lymph  in  the  veins  and  lymphatics  which  no  operative  pro- 
cedure other  than  this  will  do  at  this  stage  of  the  disease. 

The  careful  consideration  of  the  foregoing  remarks  will  lead  us 
to  the  following  conclusions: 

1st.  In  the  majority  of  cases  of  confinement  no  internal  exami- 
nation is  necessary. 

2d.  Midwives,  students  and  nurses  should  be  strictly  forbidden 
to  make  internal  examinations. 

3d.  Before  labor  begins  or  as  soon  as  possible  after  it  has  be- 
gun we  should  disinfect  the  vagina  of  all  women  whose  husbands 
have  had  gonorrhoea  (taking  it  for  granted  that  all  have  had  it  un- 
less we  have  proof  to  the  contrary)  using  soap  and  water,  then 
strong  bichloride,  and  then  hot  water,  we  would  thus  prevent 
many  cases  of  so-called  autoinfection. 

4th.  We  must  take  care  not  to  rupture  pus  tubes  and  ovarian 
abscesses  and  suppurating  vermiform  appendices  while  expressing 
the  placenta. 


1028  A.  Lapthorn  Smith,  M.D.,  M.R.C.S. 


5th.  We  should  not  introduce  the  hand  into  the  uterus  to  re- 
move a  so-called  adherent  placenta  when  by  waiting  a  quarter  of 
an  hour  or  a  good  deal  longer  we  would  find  the  placenta  in  the 
vagina. 

If  possible  let  us  prevent  the  husband  from  giving  his  wife 
gonorrhoea  nine  or  ten  days  after  her  confinement. 

6th.  Drainage  from  the  uterus  and  vagina  should  be  favored  by 
allowing  the  delivered  woman  to  sit  up  on  the  chamber  to  pass 
water  and  to  empty  the  bowels,  and  by  forbidding  her  to  lie  on  her 
back. 

7th.  The  drainage  of  lying-in  hospitals  and  private  houses 
should  be  periodically  inspected. 

8th.  Useless  visitors  should  be  prevented  from  infecting  the 
hands  of  the  lying-in  woman  with  their  own  purulent  affections. 

9th.  By  taking  the  temperature  when  first  called  and  during  the 
progress  of  labor  we  may  detect  the  presence  of  typhoid,  appen- 
dicitis and  other  diseases  which  have  nothing  whatever  to  do  with 
puerperal  fever. 

10th.  The  temperature  should  betaken  at  least  every  night  after 
delivery  for  ten  days  so  as  to  obtain  an  early  warning  of  the  pres- 
ence of  infection. 

1  ith.  Raw  surfaces  no  matter  how  small  should  be  immediately 
closed  when  possible  as  they  offer  an  easy  entrance  for  ptomaines. 

12th.  When  there  is  the  slightest  rise  of  temperature,  the  clean 
doctor,  the  clean  nurse  should  with  a  clean  syringe  give  a  vaginal 
injection  of  hot  water  with  or  without  permanganate  of  potash; 
bichloride  may  be  used  with  certain  precautions  before  labor,  but 
on  no  account  after  labor.  The  vaginal  douches  should  be  repeat- 
ed every  eight  hours. 

13th.  If  in  spite  of  this  the  temperature  has  not  fallen  within 
twenty-four  hours  the  uterus  must  be  washed  out  with  plain  hot 
water  and  an  iodoform-gauze  drain  be  lightly  packed  in  the  uterus, 
the  end  being  left  like  a  lampwick  coiled  up  in  the  vagina 

14th.  If  the  temperature  still  keeps  high  after  twenty-four  hours 
we  should  draw  down  the  uterus  gently  and  thoroughly  curette, 
and  again  wash  out  and  drain  with  gauze. 

15th.  From  the  very  first  rise  of  temperature  until  the  patient 
has  recovered  we  should  keep  the  great  main  sewer  of  the  body, 
namely,  the  intestine  constantly  flushed  by  means  of  small  doses 
of  sulphate  of  magnesia  so  as  to  carry  off  the  ptomaines  as  much 
as  possible. 

1 6th.  The  only  drugs  required  for  internal  use  are  quinine  and 
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alcohol.  The  coal-tar  antipyretics  by  bringing  down  the  tempera- 
ture while  the  disease  is  rapidly  progressing  mislead  us  into  false 
security  so  that  precious  hours  may  pass  unutilized.  Better  for  us 
to  know  the  worst  and  deal  with  it  than  to  have  it  concealed  and 
unrecognized.  Besides  the  coal-tar  group  paralyze  the  heart  on 
the  endurance  of  which  the  life  of  the  patient  greatly  depends. 

17th.  If  in  spite  of  all  that  we  have  done  so  far  the  temperature 
continues  to  rise,  and  the  life  of  the  patient  begins  to  be  clearly  in 
danger,  let  us  explore  the  abdomen  and  remove  the  cause,  even  if 
this  necessitates  the  removal  of  the  uterus,  before  pyaemia  or 
general  peritonitis  ensue. 


LABOR  IN  A  CASE  WITH  PROCIDENTIA  UTERI. 

By  J.  N.  Hall,  M.D. 

My  patient  was  Mrs.  L.,  American,  housewife,  aged  twenty- 
seven  years.  I  had  attended  her  in  her  previous  confinement,  in 
1888.%  This  was  normal.  Her  health  was  good  during  the  time 
intervening  between  this  and  her  second  pregnancy,  which  began 
about  November  27,  1890.  She  had  no  history  of  previous  womb 
disease. 

About  the  end  of  the  second  month  of  the  pregnancy  she  com- 
plained a  little  one  day  of  the  womb  being  rather  low,  but,  it  being 
inconvenient  to  make  an  examination  that  day,  I  advised  her  to 
wear  an  abdominal  supporter,  telling  her  that  the  symptoms 
would  probably  pass  away  by  the  fourth  month  owing  to  the  fact 
that  the  womb  would  rise  out  of  the  true  pelvis  by  that  time  to 
such  an  extent  that  she  would  not  be  troubled  further.  The  ban- 
dage gave  her  almost  complete  relief  for  some  months. 

As  the  trouble  did  not  disappear  at  the  beginning  of  the  fifth 
month  as  I  had  led  her  to  expect,  she  reported  again.  At  this 
time  the  cervix  projected  an  inch  whenever  she  had  been  standing 
for  any  length  of  time  and  it  receded  when  she  assumed  the  re- 
cumbent posture.  The  womb  had  risen  to  the  ordinary  height  in 
the  abdomen,  but  the  increase  to  three  inches  in  the  length  of  the 
cervix  allowed  it  to  project  as  noted  above.  She  was  advised  to 
continue  the  use  of  the  bandage,  without  which,  in  fact,  she  was 
helpless,  and  to  lie  down  as  much  as  possible  during  the  day. 

She  continued  thus  until  the  advent  of  labor,  at  1  a.m.,  Septem- 
ber 2,  1 891.    On  my  arrival  at  6  a.m.  the  os  was  the  size  of  a  half- 
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dollar,  0.  L.  A.,  foetal  heart  120,  in  left  flank,  pains  slow  but 
regular,  and  the  cervix  very  long,  so  that,  although  it  projected 
from  the  vulva  on  spreading  the  labia,  the  head  was  some  three 
inches  above.  After  the  escape  of  the  waters  the  head  came  down 
to  the  os  externum,  of  course.  The  os  dilated  very  slowly,  in  spite 
of  the  administration  of  chloral.  At  1  p.m.  bearing-down  pains  be- 
gan, but  they  were  not  very  efficient. 

At  3.45  p.m.  the  os  was  of  the  size  of  a  dollar,  and  the  pains  so 
inefficient  that  it  was  thought  best  to  anaesthetize  her  and  apply 
forceps  for  the  purpose  of  bringing  the  head  through  the  os  exter- 
num. It  was  easily  movable  in  the  pelvis,  the  only  difficulty 
being  in  its  escape  from  the  womb.  A  girl  weighing  seven  and 
three-fourth  pounds  was  easily  delivered,  and  the  cervix  with  one 
or  two  slight  tears,  not  over  a  quarter  of  an  inch  in  depth,  pro- 
jected nearly  an  inch  from  the  vulva.  The  placenta  was  easily 
delivered,  and  the  convalescence  was  normal.  The  cervix  had 
receded  an  hour  after  the  delivery,  but  was  still  visible  just  within 
the  labia. 

She  was  advised  to  take  fluid  extract  of  ergot  for  some  weeks 
and  to  wear  the  supporter  as  before.  If  not  comfortable,  sher  was 
recommended  to  have  the  cervix  amputated.  She  has  continued 
her  ordinary  household  duties  for  the  past  year,  although  a  recent 
examination  showed  the  length  of  the  cervix  to  be  two  and  three- 
eighths  inches,  the  os  presenting  half  an  inch  externally  when  she 
stands.  The  body  of  the  uterus  seems  to  be  normal  in  size  and 
position.  Aside  from  slight  excoriation  of  the  os  uteri,  there  seems 
to  be  nothing  to  cause  much  trouble,  and  she  prefers  to  go  on  as 
at  present  rather  than  undergo  operation  for  the  removal  of  the 
redundant  tissue. 

THE  ADVANTAGES  OF  VERSION  IN  A  CERTAIN  CLASS  OF 
OBSTETRIC  CASES.1 

By  Augustus  R  Clarke,  A.M.,  M.D., 

Cambridge,  Mass. 

Version,  as  an  operation  resorted  to  in  obstetric  practice,  is  of 
very  ancient  date  ;  it  was  evidently  not  unknown  to  Hippocrates 
for  the  art  of  midwifery  received  much  attention  as  early  as  the 

1  Read  before  the  American  Association  of  Obstetricians  and  Gynaecologists 
at  St.  Louis,  Mo.,  September  1892, 
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time  in  which  he  wrote.  From  time  to  time  at  a  later  date  the 
method  by  version  had  its  advocates  and  its  opponents.  The  ad- 
vocates and  opponents  were  in  turn  undoubtedly  sometimes  actuated 
solely  by  caprice,  or  were  influenced,  for  a  while  at  least,  by  the 
occurrence  of  cases  in  which  the  practice  was  to  a  large  extent 
seemingly  successful,  and  at  other  times  were  governed  in  their 
practice  by  the  occurrence  of  cases  in  which  failure  resulted  through 
its  indiscriminate  employment.  The  operation  by  version  was  how- 
ever revived  in  Paris  in  1550  after  the  advantages  had  been  illus- 
trated by  the  teachings  and  practice  of  Ambrose  Pare.  In  Great 
Britain  this  method  of  procedure  seemed  for  some  time  to  have 
fallen  into  disrepute,  owing  no  doubt  to  the  appearance  of  the  ob- 
stetric forceps  invented  by  the  Chamberlens.  Though  the  great 
masters  in  obstetric  work  had  been  in  some  degree  successful  in 
the  employment  of  version,  its  use,  nevertheless,  was  not  generally 
adopted.  The  cases  in  which  it  was  resorted  to  were  indiscrimi- 
nately selected,  the  results  thus  obtained  could  not  be  grouped  in  a 
manner  to  indicate  what  should  be  a  safe  method  of  proceeding. 
Version,  in  falling  into  disuse,  fared  only  the  fate  of  many  other  ex- 
cellent methods  of  management  that  fail  to  gain  preference  with  the 
operator.  The  celebrated  Baudelocque2  first  accoucheur  of  the 
Hospital  La  Maternite  did  much  in  bringing  before  the  profession, 
again  the  advantages  this  method  afforded.  Sir  James  Y.  Simpson 
of  Edinburgh,  in  his  large  contribution  to  the  obstetric  branch,  dem- 
onstrated that  the  fcetal  head  in  diameter  at  its  base  is  often  less 
than  it  is  at  its  vertex,  or  at  its  inter-parietal  segment.  Simpson,  in 
adopting  the  method  of  version,  was  able  to  carry  out  the  practice 
with  great  facility  by  availing  himself  of  the  discovery  made  at 
that  time  of  the  employment  of  anaesthetic  agents.  He  unquestion- 
ably added  an  interest  and  a  dignity  to  the  obstetric  work.  The 
influence  of  his  great  name  did  much  toward  re-establishing  the 
method  of  version.  Among  the  arguments  urged  in  its  behalf  was 
that  it  could  be  resorted  to  in  an  early  stage  of  labor  whereas  in 
using  forceps  it  was  necessary  to  wait  until  the  os  uteri  was  fully 
dilated.  By  an  early  resort  to  version  the  medical  attendant  is 
often  able  to  prevent  exhaustion  and  other  severe  results  which  are 
liable  to  occur  before  the  cervix  uteri  has  dilated  sufficiently  to  in- 
sure the  employment  of  forceps.  It  was  also  thought  that  the 
fcetal  head  sustained  less  compression  than  when  delivery  was  de- 
layed or  was  effected  by  other  means.  The  employment  of  obstet- 
ric instruments,  or  of  any  means  other  than  the  hand  in  delivery, 
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began  to  be  looked  upon  at  best  as  of  doubtful  utility.  As  regards 
the  results  to  the  foetus  it  was  held  that  the  chances  of  saving  its 
life  were  greater  than  by  the  use  of  the  long  forceps.  Compression 
of  the  funis,  and  over-extension  of  the  neck,  which  are  the  chief 
dangers  to  the  child  in  version,  may  be  overcome,  in  great  measure, 
by  the  increasing  dexterity  acquired  on  the  part  of  the  operator. 
Among  the  causes  demanding  artificial  delivery  was  narrowness  of 
the  pelvis  or  contraction  at  the  brim.  In  cases  in  which  the  brim 
was  immoderately  contracted  craniotomy  was  the  alternative. 
Craniotomy  was  also  resorted  to  in  cases  in  which  delivery  by  ver- 
sion was  attempted  when  the  foetal  head  failed  to  pass  the  brim. 
Another  argument  advanced  in  justification  of  version  when  the 
child  could  not  be  saved,  was  that  the  mother  s  life  should  be  re- 
garded as  of  greater  consequence  than  that  of  the  child.  This  no 
doubt  is  a  sound  principle  for  guidance  in  obstetric  practice,  but  it 
should  be  supplemented  by  another  principle  recorded  among  the 
canons  sacredly  preserved  that  in  delivery  no  expedient  should  be 
resorted  to  that  will  jeopardize  the  life  of  the  child  until  the  other 
means,  giving  reasonable  promise  of  happier  results,  have  been  tried 
and  yet  have  failed.  Improvement  from  time  to  time  in  surgical 
instruments  has  aided  in  the  development  of  the  forceps  better 
adapted  for  use  in  cases  in  which  the  head  is  arrested  at  or  above 
the  brim.  The  forceps  should  be  of  sufficient  length  and  of  the  re- 
quisite curve  for  effecting  delivery.  Barnes's  double-curved  forceps 
is  a  most  admirable  instrument  for  cases  in  which  the  head  is 
arrested  above  the  pelvic  brim. 

Tarnier's  axis-traction  forceps,  though  somewhat  complicated, 
often  fulfills  the  highest  expectations.  The  axis-traction  is  particu- 
larly useful  in  cases  in  which  the  head  has  too  great  a  tendency  to 
mount  upward  against  the  symphysis  pubis.  The  force  expended 
in  the  traction  can  be  used  or  distributed  to  greater  advantage. 
The  axis-traction  as  modified  by  A.  R.  Simpson  and  by  others 
affords  an  almost  incalculable  advantage  for  delivery.  In  a  paper8 
entitled  "A  Certain  Class  of  Obstetric  Cases  in  which  the  Use  of 
Forceps  is  Imperatively  Demanded,"  read  in  the  section  of  Obstetrics 
and  Diseases  of  Women  of  the  American  Medical  Association,  I 
have  made  mention  of  the  results  of  my  general  experience  with  the 
use  of  forceps.  In  that  paper  I  have  expressed  my  preference  for 
the  use  of  forceps  instead  of  resorting  to  internal  version.  By  the 
use  of  the  forceps  the  mother  has  escaped  many  dangers;  there  has 
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been  a  great  saving  of  foetal  life.  In  a  paper  which  I  read  before 
the  Middlesex  South  District  Medical  Society,  July  15,  1885,  I  gave 
the  results  of  a  series  of  one  thousand  obstetric  cases  occurring  in 
my  early  practice;  from  a  summary  of  that  contribution  I  abstract 
the  following  facts  relating  to  the  employment  of  the  forceps  and 
of  version. 

Thirty-seven  long  forceps  cases.  One  long  forceps  case  for 
head  in  utero.  Twenty-six  long  forceps  cases  for  head  at  brim. 
Ten  long  forceps  cases  for  head  medium.  Twenty-six  children, 
living.    Eleven  children,  dead. 

One  child  died  next  day  of  haemorrhage  from  the  lungs  ;  this 
child  appeared  perfect  when  born.  Two  children  were  dead  before 
the  forceps  were  applied  ;  five  children  were  very  large  and  the 
pelvis  of  each  mother  was  very  narrow.  One  woman  was  in  labor 
three  days,  the  membranes  having  ruptured  before  the  labor  began. 
She  died  of  hereditary  phthisis  a  few  years  later.  She  was  never 
pregnant  after  the  first  time.  One  child  was  feeble  ;  the  mother 
died  of  uraemic  convulsions. 

One  child  was  dead  and  the  membranes  had  ruptured  before  the 
beginning  of  the  labor ;  the  mother  had  uraemic  convulsions  but 
recovered. 

Sixteen  version  cases.  Four  living  children.  Twelve  children, 
dead. 

One  case  a  breech  presentation  at  brim,  cord  pulseless, — mother 
had  experienced  a  great  deal  of  mental  excitement  from  domestic 
affairs. 

Another  case  was  a  breech  presentation  ;  the  pelvis  was  too 
narrow  for  the  head  of  the  child  to  pass — the  head  was  very  large. 

Another  case,  head  at  brim,  ether  had  been  given  at  an  early 
stage;  there  had  been  some  delay.  This  was  the  thirteenth  child; 
the  twelfth  child  of  this  woman  was  born  by  the  aid  of  forceps, 
applied  by  another  physician;  but  the  child  was  disfigured  and  lived 
but  a  few  minutes.  The  eleventh  child  of  this  woman  was  born 
without  the  aid  of  forceps  but  it  died  of  convulsions  within  twenty- 
four  hours  from  birth.  For  the  tenth  child  I  was  compelled  to  use 
the  long  forceps;  the  head  was  at  the  brim,  and  it  was  with  great 
difficulty  that  I  succeeded  in  extracting  it.  During  the  labor  in  this 
case  I  gave  constant  attendance  for  nearly  three  days. 

Another  case,  the  head  was  at  the  brim.  Exhausting  haemor- 
rhage previous  to  my  being  called.  Long  forceps  failed.  Version 
was  resorted  to  but  the  child  was  cyanosed.  The  mother  did  not 
rally  owing  to  the  great  loss  of  blood  previously  sustained. 
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Another  case,  the  second  labor.  Version  was  resorted  to  ;  the 
child  was  still-born.  In  the  first  labor,  the  long  forceps  failed ;  the 
perforator  had  to  be  employed.  In  this  case  the  mother  had  a 
figure-of-eight  pelvis;  it  was  narrow,  too  narrow  for  a  living  child 
at  full  term  to  pass. 

Another  case  in  which  uraemic  convulsions  occurred  before  the 
labor  pains  began.  Manual  dilatation  and  version  were  tried.  The 
child  was  dead,  mother  did  not  recover. 

Another  case,  head  at  the  brim  ;  long  forceps  slipped  ;  version  ; 
child  was  feeble  and  lived  but  a  short  time;  the  mother  died  of 
septicaemia. 

Another  case,  in  which  the  pelvis  was  very  narrow;  the  mem- 
branes ruptured  two  days  before  the  labor  began.  Long  forceps 
failed  ;  head  at  the  brim  ;  there  was  much  haemorrhage.  Version 
was  attempted;  perforation  of  the  head  was  finally  resorted  to.  The 
mother  was  a  feeble  woman.  She  sank  and  died  from  the  combined 
effects  of  shock  and  loss  of  blood. 

Another  case  in  which  the  child  was  dead  ;  the  cord  had  pro- 
lapsed and  was  found  pulseless.  The  head  was  large.  No  move- 
ment of  the  child  had  been  felt  for  some  days  before  the  labor 
began.  Long  forceps  failed  ;  had  recourse  to  version  ;  mother 
recovered. 

Another  case  in  which  a  shoulder  presented.  External  manipu- 
lation and  long  forceps  failing,  version  was  resorted  to.  The 
placenta  was  found  diseased. 

Another  case  in  which  uraemic  convulsions  occurred;  manual 
dilatation  and  version  were  tried.  The  head  was  at  the  brim ;  the 
child  lived  but  a  few  hours.  The  mother  ultimately  recovered. 
Brief  summary  of  the  version  cases.  Both  mother  and  child  lived 
in  four  cases.  Both  mother  and  child  died  in  four  cases — eight 
mothers  recovered  but  lost  their  children. 

Brief  summary  of  the  long  forceps  cases.  Both  mother  and  child 
died  in  four  cases.  Both  mother  and  child  lived  in  twenty-four 
cases.  Two  children  lived  but  their  mothers  died.  Seven  mothers 
lived — their  children  died. 

It  will  thus  be  seen  that  the  results  of  the  management  of  the 
cases  here  given  are  largely  in  favor  of  the  employment  of  forceps 
instead  of  version.  Cases  occasionally  occur  in  which  delivery 
cannot  with  any  degree  of  safety  be  effected  by  the  use  of  forceps. 
A  case  of  this  kind  occurred  in  my  practice  April  2 2d.  The  patient 
was  aged  forty  years;  this  was  the  thirteenth  labor.  She  had  been 
in  labor  some  six  hours  before  my  arrival.    The  membranes  had 
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ruptured,  and  the  os  was  fully  dilated.  The  conjugate  diameter  of 
the  pelvis  was  three-and-one-fourth  inches,  the  transverse  diameter 
was  four  inches,  the  oblique  or  the  diameter  of  Deventer  was  four- 
and  three-fourths  inches.  The  labor-pains  were  very  strong  with 
occiput  presenting  anteriorly.  The  head  engaged  at  the  brim  but 
made  no  farther  descent.  The  promontory  of  the  sacrum  was  un- 
duly developed,  the  soft  parts  were  fully  relaxed.  The  funis  had 
prolapsed  and  was  pulseless.  For  the  next  two  hours  the  pains 
were  strong  and  regular;  soon  after  the  patient  complained  of  being 
weak  and  her  symptoms  indicated  that  she  was  becoming  exhausted. 
Ether  was  administered  and  the  long  forceps  was  applied  but  the 
head  refused  to  descend.  Strict  antiseptic  precautions  had  been  in- 
stituted from  the  onset  of  the  labor.  Dr.  A.  H.  Tuttle  came  to  my 
assistance;  ether  was  continued,  and  the  forceps  with  axis-traction 
was  tried  again  but  failed  us.  Version  was  then  attempted;  a 
little  difficulty  in  reaching  the  feet  was  encountered  owing  to  the 
unyielding  condition  of  the  head  which  was  closely  wedged  within 
the  pelvic  brim.  With  careful  management  and  perseverance  the 
feet  were  seized  and  brought  down.  The  head  at  its  base  readily 
entered  the  brim  but  became  arrested  at  its  interparietal  segment ; 
continued  traction  at  the  feet  with  manipulation  of  the  head  quickly 
resulted  in  effecting  a  reduction  of  the  transverse  diameter.  The 
head  then  readily  passed  the  introitus  and  emerged  at  the  angustia 
perinaealis.  The  foetus  though  large  was  not  disfigured.  The 
measurements  of  the  several  diameters  of  the  head  exceeded  those 
of  a  typical  one.  The  bi-parietal  diameter  was  upwards  of  five 
inches;  the  occipito-mental  six  inches,  the  occipito-fontal  five-and- 
one-half  inches,  and  the  occipito-bregmatic  four  inches.  It  will 
moreover  be  seen  that  each  of  the  several  diameters  of  the  foetal 
head  was  greater  than  the  corresponding  diameters  of  the  pelvis  of 
a  well-formed  woman  and  considerably  greater  than  each  of  the 
diameters  of  the  mother's  pelvis  as  mentioned  in  this  paper.  The 
measurements  of  this  mothers  child  born  at  her  twelfth  labor  which 
occurred  September  6,  1888,  were  not  as  great.  The  bi-parietal 
diameter  was  only  four-and-a-half  inches;  the  other  diameters  ex- 
cept the  occipitofrontal  were  also  less.  When  I  was  called  to  the 
patient  in  her  twelfth  labor  she  had  been  in  pain  many  hours,  and 
her  physician  had  been  in  constant  attendance.  The  os  and  cervix 
were  fully  dilated  but  the  head  had  not  engaged  at  the  pelvic  brim. 
After  the  patient  had  been  fully  etherized  the  use  of  the  long  forceps, 
which  had  been  curved  sufficiently  to  allow  the  convex  edges  to 
sweep  the  hollow  of  the  sacrum,  brought  the  labor  to  a  happy  ter- 
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mination.  It  is  surprising  to  see  what  a  slight  difference  in  the 
increase  in  some  of  the  diameters  of  the  foetal  head  will  retard  the 
progress  of  labor. 

Two-and-a-half  years  ago  I  was  called  to  a  woman  whom  I  had 
before  attended  in  nine  consecutive  labors.  In  this  tenth  labor  I 
experienced  unusual  difficulty  in  effecting  delivery.  I  was  com- 
pelled to  resort  to  the  use  of  the  long  forceps.  The  head  had  en- 
gaged the  pelvic  brim  but  could  make  no  farther  descent.  The  bi- 
parietal  diameter  of  this  child  was  four-and  a-half  inches.  It  was 
only  from  one-third  to  one-half  inch  greater  than  had  occurred  in  the 
same  diameter  of  any  one  of  the  other  nine  children.  I  have  had 
an  occasion  before  to  remark  that  the  help  to  be  derived  by  the  use 
of  forceps  implies  a  normal  or  a  nearly  normal  proportion  of  the 
pelvic  cavity.  When  however,  the  pelvis  has  undergone  any  con- 
siderable deformity  the  employment  of  the  forceps  is  liable  to  be 
attended  with  failure  to  effect  delivery.  In  a  case,  of  pelvic  de- 
formity of  the  right  side,  to  which  I  was  called  in  consultation,  the 
first  stage  of  labor  went  on  well.  The  head  failing  to  engage  at 
the  brim,  forceps  by  the  attending  physician  was  unsuccessfully 
applied  before  my  arrival.  Ether  was  again  administered,  and 
version  was  decided  upon  and  was  effected  by  carrying  the  foetus 
to  the  left,  and  by  directing  the  base  of  the  head  to  the  right  aceta- 
bulum so  that  the  bregma  could  easily  sweep  the  left  sacro-iliac 
synchondrosis  and  then  pass  beneath  the  acetabulum  where  the 
pelvic  basin  had  suffered  the  least  from  the  distortion.  The  child 
survived  and  the  mother  did  well.  Fortunately  the  interparietal 
diameter  measured  only  three-and-one-half  inches.  The  occipito- 
frontal diameter  exceeded  a  normal  one  but  the  passage  of  the  head 
was  favored  by  an  originally  large  conjugate  diameter  of  the 
mother's  pelvis,  though  the  pelvis  as  a  whole  was  markedly  dis- 
torted. An  advantage  to  be  gained  in  resorting  to  version  and  in 
having  the  head  engage  at  the  base  is  that  compression  of  the 
parietal  segments  will  go  on  more  regularly,  naturally  and  safely. 
In  a  case  to  which  I  was  called  in  consultation  some  weeks  since, 
I  was  able  to  adjust  fairly  well  both  blades  of  the  forceps,  but  on 
making  firm  traction  I  observed  that  there  was  beginning  to  take 
place  an  undue  compression  or  an  over-lapping  of  the  right  parietal 
at  the  junction  of  the  temporal  bone.  The  pelvic  cavity  on  the 
right  was  distorted  in  a  marked  degree.  I  have  no  doubt  had  I 
persevered  with  forceps,  delivery  could  have  been  accomplished,  but 
only  at  the  risk  of  the  life  of  the  child.  The  child  was  born  alive 
but  the  appearance  of  the  head  justified  the  course  I  pursued  in  re- 
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sorting  to  version.  Another  advantage  version  sometimes  has  over 
the  employment  of  forceps  is  seen  when  the  head  rests  over  or  upon 
the  brim  and  the  blades  of  the  forceps  can  only  be  applied  at  the 
occipito-frontal  portion.  In  such  a  case  when  there  is  contraction 
at  the  brim,  compression,  following  traction  on  the  forceps,  will 
cause  projection  of  the  lateral  segments  toward  either  extremity  of 
the  antero-posterior  diameter  of  the  pelvis  and  thus  prevent  engage- 
ment of  the  head  or  its  descent  through  the  pelvic  cavity.  Version 
offers  an  advantage  in  a  case  in  which  craniotomy  in  a  previous 
labor  was  found  necessary  by  reason  of  a  contracted  brim.  I  have 
records  of  such  a  case  in  which  I  saved  the  child  by  version.  The 
mother  in  the  two  previous  labors  according  to  her  history  was  de- 
livered by  craniotomy,  after  the  long  forceps  had  failed. 

To  another  patient  Mrs.  C,  aet.  twenty-three  years  I  was  called: 
it  was  her  third  labor.  Delivery  in  the  two  previous  labors  was 
effected  by  instruments;  the  children  were  still-born.  When  I  was 
called  the  head  was  at  the  brim  but  did  not  engage.  The  conjugate 
diameter  was  three  inches,  the  transverse  was  three-and-one-half 
inches  and  the  diameter  of  Deventer  was  four-and-one-half  inches. 
The  left  side  was  straighter  than  the  right.  This  seemed  to  be  a 
case  in  which  version  should  be  employed.  The  patient  was  pro- 
foundly etherized,  but  it  was  found  necessary  to  exercise  unusual 
traction  before  the  head  could  be  made  to  enter  the  brim.  There 
was  much  delay  in  disengaging  the  head  at  the  outlet.  The  child 
however,  was  born  alive  and  did  well.  The  foetal  head  was  hard 
and  broad  at  the  vertex.  The  head  had  been  slow  in  under^oin^ 
compression  sufficient  for  its  descent  through  and  along  the  arch  of 
the  pubes.  Careful  examination  after  the  child  was  born  showed 
that  the  bones  of  the  foetal  head  overlapped  in  such  a  manner  as  to 
cause  no  serious  damage  to  the  brain.  Another  case  to  which  I  was 
called  was  that  of  Mrs.  C. .  aet.  twenty  years;  it  was  her  first  preg- 
nancy. She  had  been  in  labor  twenty-seven  hours;  the  chin  pre- 
sented under  the  arch  of  the  pubes.  The  left  side  of  the  pelvis  was 
straight.  Version  was  resorted  to,  and  the  child  was  born  alive, 
though  the  forehead,  eyes,  and  lips  were  much  discolored  and 
swollen.  Version  can  be  advantageously  resorted  to  in  that  class 
of  cases  in  which  much  flatness  of  the  pelvis  prevails  and  in  which 
the  head  presents  at  the  brim,  with  a  cervical  lateral  obliquity 
having  the  anterior  or  posterior  portion  of  the  parietal  bone  and  the 
sagittal  suture  appear  in  a  transverse  direction.  The  presentation 
may  be  either  posteriorly  at  the  promontory  of  the  sacrum  or  an- 
teriorly at  the  arch  of  the  pubes.    In  a  case  with  such  factors  to  be 
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dealt  with  the  forceps  may  be  tried,  but  my  experience  justifies  me 
in  saying  that  the  timely  use  of  version  will  yield  the  larger  per- 
centage of  successful  results.  Among  the  causes  adding  to  the 
difficulty  in  version  is  the  impinging  on  the  scapula  or  the  grasping 
of  it  by  the  fibres  of  the  internal  cervix  when  in  a  partial  state  of 
dilatation.  This  condition  of  things  interferes  with  the  accomplish- 
ment of  the  necessary  rotation  of  the  foetal  body,  and,  if  not  recog- 
nized by  the  obstetrician,  the  management  may  be  fraught  with 
much  disaster.  The  remedy  as  pointed  out  by  Dr.  Herman 4  is 
most  simple.  It  consists  in  pressing  the  point  of  the  shoulder 
toward  the  middle  line  of  the  cervical  canal  while  traction  is  made 
on  the  feet;  this  method  of  procedure  liberates  the  shoulder  and 
allows  delivery  to  be  easily  effected. 

The  employment  of  the  long  forceps  for  high  operations  has, 
with  some  obstetricians,  become  very  popular.  The  practice  has 
been  more  general  since  the  introduction  of  the  axis-traction 
method.  Barnes 5  formerly  resorted  to  version  but  his  greater  ex- 
perience has  led  him  to  believe  that  the  cases  were  very  rare  in 
which  Tarnier's  forceps  was  not  superior  to  version.  In  answer  to 
this  statement  it  should  be  said  that  it  is  in  this  rare  class  of  cases 
the  appeal  is  offered  for  the  employment  of  version.  Dr.  Peter  Lod- 
wick  Burchell6,  surgeon  accoucheur  to  the  City  of  London  Lying-in 
Hospital,  makes  mention  in  detail  of  forty-five  cases  of  lingering 
labor  which  occurred  out  of  a  total  of  8,000  cases.  These  lingering 
cases  were  successfully  managed  by  resort  to  version.  By  this 
plan  thirty-eight  children  were  saved  with  no  fatal  results  to  any  of 
the  mothers. 

Other  writers  also  have  offered  evidence  in  favor  of  the  advan- 
tages to  be  derived  by  version  in  certain  cases  of  contracted  brim 
or  of  lingering  labor.  The  employment  of  version  in  all  cases  of 
lingering  labor  is  far  from  what  I  intend  to  advocate.  Such  a 
practice  to  be  adopted  for  all  cases  now  that  we  have  other  means 
that  can  be  used  for  relief  would,  I  believe,  be  most  unwise  if  not 
pernicious.  In  those  exceptional  cases  which  sometimes  appear  to 
baffle  the  highest  skill  the  method  for  relief  should  not  be  according 
to  any  iron-clad  rule,  because  success  in  this,  as  in  all  difficult  accom- 
plishments, can  be  expected  to  follow  only  after  the  exercise  of  good 
judgment,  after  taking  wise  counsel  and  often  after  the  attainment 
of  large  experience.     In  this  connection  I  cannot  refrain  from 


4  Transactions  Obstetrical  Society  of  London;  also  Braithwaite.  Part  94. 
8  See  Hraithwaite  Ret.   Part  90,  page  190. 
«  Op.  cit.  189. 
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mentioning  what  Dr.  Champneys7  has  so  aptly  said  in  regard  to  the 
use  of  version,  "that  a  fallacy  surrounds  the  frequent  use  of  all 
operative  procedures;  the  practitioner  who  turns  all  children  or  puts 
forceps  on  all  heads  will  of  course  get  the  best  percentage  in  the 
results  of  operation  cases,  but  will  by  no  means  save  the  most 
women  and  children.  '' 

Against  the  employment  of  version  it  has  been  urged  that  the 
foetus  is  liable  to  suffer  from  many  accidents.  Fractures  of  the 
bones  of  the  upper  and  of  the  lower  extremities  have  occurred; 
serious  or  fatal  injuries  connected  with  the  chest,  with  the  spine 
and  with  other  parts  have  not  unfrequently  resulted  in  the  employ- 
ment of  version.  The  occurrence  of  such  mishaps  has  undoubtedly 
taken  place  in  those  cases  in  which  proper  discrimination  as  to 
choice  of  the  best  means  of  delivery  has  not  been  exercised.  It 
may  be  laid  down  as  a  general  rule  that,  in  all  cases  in  which  the 
antero-posterior  diameter  of  the  pelvis  of  the  mother  is  less  than  six 
centimetres,  version  should  not  be  attempted.  In  applying  this 
rule  other  important  factors  in  some  cases  will  have  to  be  taken 
into  consideration.  The  employment  of  forceps  with  axis-traction 
in  high  operations  is  by  no  means  unattended  in  all  cases  with 
serious  injury  to  the  foetus.  Fracture  of  the  cranium,  compression 
of  the  brain,  lesion  to  the  great  nerves  and  to  other  parts  are  often 
sustained.  The  induction  of  premature  labor,  the  employment  of 
craniotomy  when  done  under  the  strictest  antiseptic  precautions, 
cannot  but  expose  the  mother  to  many  dangers. 

The  employment  of  the  Caesarean  section,  the  adoption  of  Porro's 
operation  in  those  cases  in  which  they  are  the  most  clearly  indi- 
cated, can  never  be  attempted  without  the  patient's  assuming  many 
risks  and  such  operations,  before  being  undertaken  for  the  relief  in 
any  class  of  cases,  must  ever  be  regarded  as  measures  requiring  the 
profoundest  consideration. 


Op.  cit.,  page  190. 
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VAGINAL  HYSTERECTOMY,  COLPORRHAPHY  AND  COLPO- 
PERINEORRHAPHY,  FOR  PROCIDENTIA  OF  THE  GEN- 
ITAL ORGANS  IN  WOMEN  WHO  HAVE  REACHED  OR 
SOON  WILL  REACH  THE  MENOPAUSE. 

By  Beverly  McMonagle,  M.  D. , 

San  Francisco,  Cal. 

In  June,  1888,  there  came  to  me  a  laundress,  fifty-two  years  of 
age,  for  whom  colporrhaphy  and  perineorrhaphy  had  been  done 
by  my  esteemed  friend  and  predecessor,  Dr.  Scott,  two  years  be- 
fore. She  considered  herself  well  after  leaving  Dr.  Scott,  and 
returned  to  her  work  again.  In  a  short  time  she  began  to  suffer, 
and  gradually  the  genital  organs  prolapsed  until  at  the  time  I  saw 
her  the  anterior  and  posterior  wall  of  the  vagina  and  the  cervix 
were  in  plain  sight  as  she  stood  on  her  feet.  Knowing  that  I  could 
not  hope  for  better  results  from  a  secondary  plastic  operation  than 
Dr.  Scott  had  secured  in  the  first  instance,  I  determined  to  remove 
the  uterus  through  the  vagina,  and  at  a  second  sitting  do  colpor- 
haphy  and  colpo-perineorrhaphy;  I  took  the  usual  care  in  pre- 
paring the  patient  and  all  the  antiseptic  precautions  known  to 
me  in  preparing  for  and  doing  the  operations. 

I  made  a  circular  incision  around  the  vagina  and  as  far  from 
the  cervix  as  seemed  safe.  I  then  dissected  through  Douglas'  cul- 
de-sac  until  I  had  opened  the  peritoneal  cavity.  Passing  a  sponge 
through  this  opening  to  take  up  the  blood  and  protect  the  intes- 
tines, I  separated  the  bladder  from  the  uterus  until  the  peritoneal 
cavity  was  opened  in  front;  I  then  passed  a  strong  silk  ligature 
well  up  on  each  side  of  the  uterus,  cut  the  latter  free  as  far  as  pro- 
tected by  the  ligatures,  then  inserted  another  ligature  and  cut  again 
as  before.  Previous  to  passing  the  third  ligature  I  drew  the  uterus 
well  down,  passed  my  finger  up  as  far  outside  the  ovary  and  fim- 
briated extremity  of  the  left  Fallopian  tube  as  possible,  put  on  a 
pair  of  long-handled  clamp  forceps  and  tied  the  third  ligature  on 
the  left  side,  between  the  clamp  and  the  pelvis  of  the  same  side; 
then  a  fourth  ligature  between  the  clamp  and  the  uterus  on  the 
left  side.  This  same  process  of  ligaturing  was  carried  out  on  the 
right  side. 

My  object  in  having  two  ligatures  on  the  upper  part  of  the  broad 
ligament  was  to  have  a  firm  hold  by  which  I  could  draw  the  upper 
part  well  down  into  the  wound  and  stitch  it  together  with  catgut 
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and  in  this  way  close  the  peritoneal  cavity  and  give  as  firm  an 
attachment  to  the  upper  part  of  the  vagina  as  possible.  My  reason 
for  going  as  far  as  possible  from  the  cervix  on  the  vaginal  side  was 
to  get  as  much  contraction  in  healing  as  possible.  The  vagina  was 
filled  with  iodoform-gauze,  firmly  enough  to  be  some  support  and 
a  T  bandage  applied.  The  patient  made  a  good  recovery,  the  last 
ligature  being  removed  on  the  tenth  day.  She  sat  up  on  the 
twenty-first.  I  did  the  colporrhaphy  and  colpo-perineorrhaphy  on 
the  thirty-fourth  day  after  the  hysterectomy. 

In  doing  these  operations  I  followed  as  nearly  as  possible  the 
methods  of  Dr.  Emmet,  excepting  that  I  used  silk-worm  gut  instead 
of  silver  wire. 

The  result  was  all  that  could  be  desired  when  the  patient  left 
my  care.  I  examined  her  again  in  June,  1892,  four  years  after  the 
operation.  Everything  seemed  all  right  and  she  claimed  to  be  in 
perfect  health.  I  have  since  operated  upon  eight  cases,  making 
nine  in  all.  In  the  first  six  the  operations  were  performed  as  I 
have  described  with  good  results  and  all  claimed  to  be  in  good 
health  and  to  suffer  no  inconvenience  when  last  seen,  viz:  within 
three  months. 

The  objections  to  this  procedure  from  the  patients  point  of 
view,  and  I  found  them  to  be  the  same  in  each  case,  were  the  ne- 
cessity of  having  to  take  ether  twice  and  the  time  required,  viz: 
about  three  months,  before  they  could  return  to  their  occupation. 

As  I  considered  rest  on  the  inclined  plane  added  much  to  the 
successful  result,  and  as  I  had  not  thought  of  doing  all  the  opera- 
tions at  one  sitting,  I  was  quite  well  satisfied  until  I  spent  six 
months  in  Europe  and  found  several  gentlemen  doing  a  lapa- 
rotomy, curetting,  and  colpo-perineorrhaphy  at  one  sitting  with 
apparently  good  results.  I  also  had  the  good  fortune  to  see  Dr. 
August  Martin  do  a  vaginal  hysterectomy  for  cancer  and  at  the 
same  sitting  a  colporrhaphy  and  a  colpo-perineorrhaphy,  and  was 
allowed  to  assure  myself  that  the  result  was  good. 

In  operating  upon  my  last  three  cases  I  refrained  from  using 
silk  ligatures,  using  catgut  in  the  vaginal  hysterectomy  and 
operating  after  the  method  of  Martin;  still  being  very  careful  to 
bring  the  upper  part  of  the  broad  ligament  well  down  into  the 
wound  and  to  close  the  perinseum.  The  colporrhaphy  and  the 
colpo-perineorrhaphy  I  do  in  the  same  way  as  in  the  first  six  cases, 
and  I  still  use  silk-worm  gut. 

The  results  have  so  far  been  equally  good  and  the  objections  to 
two  etherizations  and  to  so  much  loss  of  time  are  met,  and  the 
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patient  is  better  satisfied;  but  my  cases  operated  on  in  this  way  are 
not  yet  old  enough  to  justify  an  opinion  as  to  the  permanency  of 
the  result.  In  only  one  of  these  cases  was  the  patient  still  men- 
struating. She  was  forty-five  years  old  and  had  given  birth  to  six 
children,  the  youngest  born  when  she  was  thirty;  there  had  been 
one  miscarriage  since,  when  she  was  thirty-four  years  old. 

Though  I  have  no  doubt  that  these  three  operations  have  been 
performed  for  procidentia  long  before  June,  1888,  I  had  seen  no 
report  of  the  operations  for  this  purpose  before  this  date.  During 
the  past  year,  however,  I  remember  to  have  seen  something  on 
vaginal  hysterectomy  for  prolapsus  which  I  think  was  by  Dr.  Polk, 
of  New  York,  but  I  cannot  now  find  the  journal  in  which  I  saw  it. 

While  nine  cases  prove  very  little,  yet  the  first  was  done  long 
enough  ago  to  show  the  permanency  of  the  result,  and  the  un- 
broken success  shows  that  under  the  improved  technique  of  the 
day  the  procedure  is  comparatively  safe.  It  certainly  justifies  a 
trial  by  gentlemen  who  are  accustomed  to  operate  through  and  on 
the  vagina. 


Nine  Successful  Cases  of  Vaginal  Hysterectomy  With  Colpo- 
Perineorrhaphy  for  Procidentia  in  Women  Who  Had 
Reached  or  Were  Near  the  Menopause. 


Patient. 

Menopause. 

Date  of 
Operation. 

Result. 

Remarks. 

Mrs.  S.,  52. 

June  16,  1888. 

Recovery. 

Had    been  operated 
upon  two  years  be- 
f  0  r  e   by  colpor- 
rhaphy  and  colpo- 
perineorrhaphy.  At 

the  time  of  last  op- 
eration, total  proci- 

dentia. 

Mrs.  B.,  54. 

53 

Jan.  12,  1888. 

Mrs.  P.,  58. 

50 

July  14,  1889. 

Mrs.  A.,  60. 

56 

Feb.  6,  1890. 

Mrs.  N.,  51. 
Mrs.  H.,  56. 

49 

March  10,  1890. 

52 

Jan.  4,  1891. 

The    first    six  were 

Mrs.  C,  45. 

Menstruated 

Dec.  2,  1892. 

done  at  two  sittings; 

ten  days  be- 
fore the  op- 
eration. 

the  last  three  at  one. 

Mrs.  M.,  45. 

45 

Feb.  5,  1892. 

<« 

Mrs.  R.,  49. 

47 

April  3,  1892. 
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types or  engravings  will  be  furnished  at  cost. 

Alterations  in  the  proof  will  be  charged  to  authors  at  the  rate  of  sixty  cents  an  hour,  this  being 
the  expense  that  the  Journal  incurs  by  such  changes. 


EDITORIAL. 

OUR  ANNIVERSARY. 

With  this  number  of  the  Journal  begins  our  second  year  of  exis- 
tence. We  cannot  allow  so  important  a  date  to  pass  without  some 
reference  to  ourselves  and  to  our  friends. 

In  our  first  issue  we  defined  the  object  of  the  Journal  and  the 
course  which  we  meant  to  pursue.  We  asserted  our  intention  to 
maintain  an  entirely  independent  journal,  one  which  would  show 
favor  to  no  man  nor  to  any  particular  set  of  opinions  unless  we 
ourselves  were  convinced  of  their  truth.  While  we  have  not,  with 
intentional  offence,  attacked  any  man's  opinions,  we  have  never 
hesitated  to  discuss  all  subjects  with  decision  and  to  advise  our 
readers  for  or  against  any  operative  procedure  or  method  of  treat- 
ment which  may  have  been  occupying  the  attention  of  the  medical 
world  at  the  time.  We  have  felt  that,  our  readers  being  intelligent 
men,  it  was  due  to  them  as  well  as  to  ourselves  to  express  no 
opinion  without  giving  clearly  and  logically  the  causes  of  our 
judgments,  as  well  as  those  of  our  opponents.  We  willingly  pub- 
lish anything  which  may  be  sent  us,  if  it  come  from  a  physician  in 
good  standing  and  if  in  point  of  literary  style  and  general  interest 
it  be  fit  to  place  before  our  readers,  but  in  our  Editorials  we  have 
freely  exercised  the  right  to  criticise  any  article  we  may  publish. 
As  the  Journal  is  owned  and  edited  by  medical  men  in  active  prac- 
tice, and  as,  therefore,  its  first  and  main  object  can  never  be  one  of 
commercial  enterprise,  we  can  rightfully  claim  our  independence 
not  only  of  any  society  but  of  all  men.    Being  medical  men  our- 
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selves  we  have  opinions  on  medical  subjects,  and,  more  than  that, 
we  have  the  courage  of  them. 

Although  we  have  not  been  strangers  to  the  worries  and  diffi- 
culties inseparable  from  the  founding  of  any  journal,  our  course 
has  been  made  smoother  and  our  courage  much  strengthened  by 
the  many  unsolicited  kind  words  and  good  wishes  expressed  by 
the  Journal's  friends.  To  these  we  make  grateful  acknowledge- 
ment, and  to  them  as  well  as  to  those  who  are  about  to  become 
our  friends  during  the  current  year  we  promise  to  maintain  not 
only  the  high  standard  of  excellence  which  the  Journal  has  already 
reached,  but  to  make  the  good  better  and  to  be  even  more  watchful 
over  any  short-comings  than  we  have  been  in  the  past. 

We  have  presented  our  readers  with  a  remarkable  number  of 
original  articles  by  eminent  men  during  the  past  year ;  for  that 
which  has  begun  we  can  promise  a  greater  number  and  of  equal 
distinction. 

The  Editorial  Department,  which  we  believe  to  be  as  important 
to  a  journal  as  character  is  to  a  man,  shall  be  conducted  in  as  wide- 
awake, incisive,  and  fearless  a  manner  as  in  the  past.  It  shall  re- 
main a  special  feature. 

The  Review  and  Abstract  Departments  shall  be  improved  in 
matter,  in  variety  of  subjects,  and  in  extent. 

Finally,  we  remain  the  official  Journal  of  the  Obstetrical  Society, 
because,  being  ourselves  members  thereof,  its  interests  must  neces- 
sarily be  our  own.  We  take  this  opportunity  to  state  to  our 
esteemed  contemporaries  that,  while  this  Journal  has  the  exclusive 
right  to  the  Transactions  of  this  Society,  we  shall  be  glad  to  furnish 
"galley-proof"  of  these  Proceedings  each  month  to  any  medical 
journal  which  may  apply  to  us. 


FADS  IN  GYNECOLOGY  AND  OBSTETRICS. 

The  distinguishing  mark  of  this  century  is  the  following  of  fads. 
More  than  that,  it  is  the  especial  mark  of  the  terse  and  expressive 
French  date — "le  fin  du  siecle."  It  is  then  scarcely  to  be  expected 
that  Medicine  should  escape  the  all-prevailing  fashion.  Neverthe- 
less, as  the  practice  of  medicine  is  the  arbiter  of  the  lives  and  hap- 
piness of  human  beings,  fads  cannot  be  accorded  here  the  smile  of 
amused  complaisance  granted  to  the  foibles  of  an  idle  life,  seeking 
distraction.  While  the  object  of  the  fad  may  be  a  thing  worthy  and 
useful  in  itself,  it  is  more  often  merely  a  verisimilitude — a  Simula- 
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crum  of  truth.  And  the  reason  of  this  is  that  a  fad,  of  its  very  nature, 
must  appeal  to  the  superficial  judgment  of  men — as  truth  does  fre- 
quently; it  must  have  that  indiscribable  quality  called  the  "ele- 
ments of  popularity " ;  finally,  a  fad  must  offer  to  its  followers  a 
compensation  far  greater  than  the  cost  in  labor.  Moreover  this 
compensation  must  be  immediate  and  personal.  Fad-following  is 
the  sign  of  decadence  as  well  as  of  an  effort  at  progress  ;  in  either 
case  it  shows  the  rule  of  the  Spirit  of  Mediocrity. 

The  habitual  followers  of  fads  may  be  divided  into  three  classes: 
those  who  are  well-meaning  but  stupid  ;  those  who  are  clever  but 
lazy;  and  those  who  are  conscienceless,  who  practice  their  profes- 
sion "for  revenue  only," — for  gain  and  personal  ambition  alone. 
These  latter  missed  their  vocation  at  birth — they  should  have  been 
still-born.  • 

It  is  of  very  recent  years  that  the  fad  has  become  a  staple  prod- 
uct of  gynaecological  activity  in  America,  though  it  has  now,  in- 
deed, established  a  "full  market.'*  Let  us  look  over  the  fads  which 
have  flourished  within  the  memory  of  even  the  youngest  specialist, 
note  their  course,  and  follow  their  decline. 

Let  us  take  first  the  posterior  section  fad  for  the  cure  of  ante- 
flexion. This  was  immensely  popular  and  even  survives  to  a  lim- 
ited extent  its  loss  of  fashion.  And  yet  ten  years  ago  the  surgeon, 
whose  name  was  most  closely  connected  with  this  operation  as  ad- 
vocate, told  us  that  he  was  not  satisfied  with  its  results  and  only 
practiced  it  because  he  knew  nothing  else  to  do.  We  ourselves 
have  never  known  a  case  to  remain  permanently  better,  although  we 
have  known  of  several  deaths  and  of  many  made  worse  thereafter, 
in  less  skilful  hands  than  those  of  the  surgeon  to  whom  we  refer. 

Consider  next  the  pessary  fad.  Its  reign  was  a  long  one  and 
the  suffering  and  physical  disability  entailed  by  its  cruel  and 
inordinate  use  is  still  in  daily  evidence.  Yet  no  instrument  is  more 
useful  or  more  necessary  under  proper  conditions.  What  would  be 
thought  of  the  carpenter  who  tried  to  sharpen  a  lead-pencil  with  an 
adze,  or  of  the  tailor  who  would  consider  it  unnecessary  to  take 
measurements  before  cutting  out  a  coat  ?  For  no  less  wild  extra- 
vagances, however,  is  the  pessary  fad  responsible.  So  great  to- 
day is  the  reaction,  that  many  men,  in  despite  of  logic,  have  re- 
nounced the  use  of  pessaries  altogether 

Then  comes  the  ovary  and  tube  fad,  the  appalling  record  of  which 
is  still  but  a  "half-told  tale."  We  need  not  pursue  this  fad  further 
— its  horrors  are  too  recent — save  to  congratulate  ourselves  that  a 
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shamed-face  and  very  strong  reaction  has  set  in  within  the  past  two 
years. 

We  glance  at  the  divulsion  fad,  with  the  recorded  cases  of  epi- 
thelioma following  its  use. 

And  this  brings  us  to  the  fads  of  to-day — those  which  are  in  the 
very  hey-day  of  their  popularity. 

These  are  vaginal  hysterectomy ;  abdominal  hysterectomy ;  curett- 
age and  drainage;  Apostolis  treatment  for  fibroids. 

The  first  two  operations  may,  for  our  purpose,  be  considered  to- 
gether. Their  popularity  contains  all  the  elements  of  a  fad.  The 
comparative  immunity  from  danger,  due  to  our  present  methods  of 
asepsis,  following  a  so  long  and  apparently  hopeless  death-rate, 
and  their  happy  adaptability  to  the  purpose  of  statistics,  have  made 
the  very  frequent  performance  of  them  a  dangerous  temptation  to 
all  ambitious  surgeons.  Hysterectomy  of  both  kinds  is  daily  re- 
commended for  "conditions  of  convenience,"  z*. £.  where  life  and 
death  are  not  involved  nor  even  permanent  disability  and  where 
the  remedy  may  often  be  found  in  the  so-called  minor  operations 
without  danger,  but  at  the  same  time,  without  glory. 

The  curettage  and  drainage  fad  next  claims  our  attention.  This 
is  a  fad  rejuvenated  by  asepsis,  and  very  attractive  it  is.  We  have 
no  fault  to  find  with  this  operation />er  se,  but  have,  on  the  contrary, 
expressed  our  admiration  both  by  pen  and  in  practice  of  its  benefi- 
cial effects  when  indicated.  But  as  a  fad  it  is  too  commonly  be- 
lieved to  be  a  "cure-all "  for  every  condition  of  disease  which  does 
not  clearly  indicate  laparotomy.  It  is  the  same  fad-curse  which 
dogs  the  steps  of  hysterectomy  and  which  bids  fair  to  bring  this  op- 
eration into  disuse  in  many  of  its  necessary  or  at  least  very  impor- 
tant applications. 

Apostolis  treatment  for  fibroids  has  been  and  is,  even  to-day,  a 
pronounced  fad.  The  results  claimed  for  it  and  believed  of  it  by 
many  of  its  votaries  have  been  marvelous.  It  is  true  that  unlike 
the  majority  of  other  medical  fads  it  has  not  been,  except  when  used 
for  its  electrolytic  effect,  of  positive  physical  injury  to  those  upon 
whom  it  has  been  used,  and  yet  it  is  responsible  for  much  disap- 
pointment and  loss  of  time  and  money.  When  used  for  its  electroly- 
tic effect,  it  has  proved  a  most  dangerous  weapon  in  the  hands  of 
many  over-enthusiastic  practitioners.  Instead  of  proving  a  cure 
for  fibroids  as  was  once  fondly  hoped  of  it,  it  has  now  taken,  in 
the  opinion  of  the  majority  of  gynaecologists,  its  proper  place  as 
an  important  aid  in  the  treatment  of  many  distressing  symptoms 
connected  with  these  tumors,  whose  growth  it  may  retard  and 
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whose  size  it  may  even  diminish — at  least  for  a  time.  It  is  un- 
doubtedly the  best  therapeutical  agent  at  our  command  for  this 
disease  but  like  other  good  things  it  has  been  much  misused  in  its 
character  of  fad. 

Of  obstetrical  fads  we  may  mention  Craniotomy;  The  use  and  dis- 
use of  forceps  ;  and  Ccesarean  section.  To  this  list  may  be  added 
Foeticide  by  electricity  and  other  means  in  tubo. 

As  for  the  forceps,  it  has  reached,  like  Beau  Brummel,  both  the 
heights  of  fashion  and  the  depths  of  ostracism.  In  no  procedure, 
save  in  the  use  of  the  pessary,  has  such  general  ignorance  both  in 
use  and  disuse  been  displayed  or  such  unthinking  acceptance  of  the 
theory  in  vogue  been  manifested.  The  forceps  to-day,  fortunately, 
has  passed  out  of  faddism. 

No  fad,  -not  even  excepting  "Tait's  operation,"  has  had  so  much 
to  answer  for  as  foeticide  by  craniotomy.  Entirely  apart  from  those 
cases  in  which  immediate  danger  to  the  life  of  the  mother  has  given 
plausible  indication  for  this  operation,  there  are  an  appalling  num- 
ber of  instances  in  which  it  has  been  proposed  or  done  almost  in  a 
spirit  of  wantonness.  We  have  all  known  cases  where  craniotomy 
has  usurped  the  place  of  time  and  patience,  and  many  others  where 
the  forceps  was  alone  indicated. 

Ccesarean  section  has  shown  in  its  course  certain  features  dis- 
tinctly faddish  though,  on  account  of  its  frightful  mortality  until 
recently,  it  has  never  been  a  fad  in  the  sense  of  popularity.  For 
instance,  the  cases  are  not  few  in  which  ignorance  of  obstetrical 
indications  or  the  temptation  to  laparotomy-statistics  or  both  has 
induced  the  surgeon,  often  with  fatal  effect,  to  deliver  through  the 
belly,  where  the  natural  passages  afforded  ample  space.  All  honor 
to  those,  however,  who,  with  an  appreciation  of  the  equal  rights  of 
the  child,  have  preferred  this  operation  to  craniotomy,  even  when 
their  judgment  may  have  been  faulty  in  the  matter  of  its  indication. 

A  word  in  regard  to  symphysiotomy.  This  operation  possesses, 
unfortunately  for  its  future,  all  the  elements  of  a  fad  in  posse  as  de- 
fined in  the  beginning  of  this  article.  Let  us  hope  that  a  procedure 
apparently  promising  such  great  benefits  to  mankind  may  not  be- 
come discredited  by  thoughtless  over-zeal  on  the  part  of  its  projec- 
tors in  this  country. 

There  is  hardly  a  single  procedure  in  this  list  of  fads  which,  under 
given  circumstances,  is  not  the  proper  one  and  often  the  only  one 
to  use.  It  is  in  the  indiscriminate,  unthinking  use  in  which  the 
fad-quality  lies.  No  operation  is  of  universal  application,  and  every 
new  operative  proposal  by  whomsoever  offered  should  be  looked 
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upon,  while  still  sub  judice,  with  scientific  suspicion  and  watchful- 
ness. 

When  medical  men  cease  to  follow  blindly  the  oratorical  dicta  of 
a  few  men  with  hobbies,  when  they  will  assure  themselves  that 
they  understand  exactly  and  in  its  entirety  any  special  surgical 
method  offered  for  their  adoption,  when  in  other  words  they  will  do 
their  own  thinking  and  add  thereto  not  only  the  application  of 
general  medical  laws  but  a  ground-work  of  common,  sense,  the  fad 
will  retire  permanently  to  its  natural  tatters  and  obscurity. 


THE  FIRST  CASE  OF  SYMPHYSIOTOMY  IN  AMERICA. 

Among  the  Transactions  of  the  New  York  Obstetrical  Society 
which  appear  in  this  number  will  be  found  the  report  of  a  case  of 
symphysiotomy  by  Dr.  Charles  Jewett,  of  Brooklyn.  The  child 
died  at  the  end  of  twenty-four  hours  from  the  effect  of  long-con- 
tinued pressure  ;  the  head  had  been  at  the  vulvar  orifice  for  more 
than  eleven  hours.  The  condition  of  the  mother,  to  quote  Jewett's 
words,  "  could  not  have  been  more  satisfactory  had  the  child 
been  extracted  by  craniotomy."  We  predict  a  great  future  for 
symphysiotomy. 


A  CORRECTION. 

In  our  last  issue  we  printed  the  Annual  Address  of  Doctor  John 
Byrne  as  President  of  the  American  Gynaecological  Society  among 
our  "  Original  Communications."  The  Address  was  given  to  us 
to  reproduce  in  its  entirety  as  part  of  the  Transactions  and  was  set 
up  in  its  proper  place.  It  was  changed  by  error  at  the  last 
moment  and  when  noticed  it  was  too  late  to  rectify  the  mistake. 
We  heartily  endorse  the  stand  taken  by  the  Brooklyn  Medical 
Journal,  to  whom  the  article  belonged,  in  regard  to  publishing  as 
original  matter  articles  which  have  before  appeared  in  print,  and 
we  wish  to  clear  them  of  any  possible  criticism  in  this  respect, 
should  they  republish  the  Address. 


WILLIAM  M.  POLK,  M.D.,  LL.D. 


New  York  Journal  of  Gynecology 
and  Obstetrics. 

Eminent  Living  Gynaecologists  and  Obstetricians  of  America. 
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Sketches  of  Eminent  Living  Gynecologists  and  Obstetricians  of 

America. 

WILLIAM  M.  POLK,  M.D.,  LL.I). 

Dr.  William  Mecklenburg  Polk  was  born  in  Ashwood,  Maury 
Co.,  Tenn.,  Aug.  15,  1844.  He  is  a  son  of  Leonidas  Polk,  bishop 
of  Louisiana,  and  lieutenant-general  in  the  Confederate  army,  who 
was  killed  on  the  Kennesaw  line.  In  1861  he  was  a  student  under 
General  Stonewall  Jackson  at  the  Virginia  Military  Institute,  Lex- 
ington, Va. ,  from  which  institution  he  was  graduated  for  services 
in  the  field  in  July,  1864.  At  the  outbreak  of  the  war  he  with  one 
hundred  and  fifty  cadets  accompanied  General  Jackson  to  Rich- 
mond for  the  purpose  of  drilling  Confederate  troops.  He  served 
from  that  time  until  General  Johnston's  surrender  in  1865,  having 
reached  the  grade  of  Captain  in  the  Adjutant  and  Inspector-General's 
department,  serving  first  with  the  artillery  and  subsequently  on  the 
staff. 

He  began  the  study  of  medicine  in  the  medical  school  of 
the  University  of  Lousiana,  in  1867,  and  was  graduated  from  the 
College  of  Physicians  and  Surgeons,  New  York,  in  1869.  After 
serving  on  the  House-Staff  of  Bellevue  Hospital  for  a  year-and-a- 
half,  he  was  appointed  Curator  to  the  Pathological  Museum  of 
Bellevue  Hospital  and  Assistant  Demonstrator  of  Anatomy  in 
Bellevue  Medical  College.  He  served  as  Professor  of  Materia 
Medica  and  Clinical  Medicine  in  Bellevue  College  from  1876  to 
1879  and  as  Professor  of  Obstetrics  and  Diseases  of  Women  and 
Children  in  the  medical  department  of  the  University  of  the  City 
of  New  York  from  1879  until  the  present  date.  He  is  Consulting 
Gynaecologist  to  St.  Vincent's  and  to  St.  Luke's  Hospitals,  and  to  the 
Hospital  of  the  Women's  Medical  College,  Gynaecologist  at  Belle- 
vue Hospital,  and  Visiting  Physician  to  the  Emergency  Hospital  for 
Lying-in  Women. 

He  is  a  member  of  the  New  York  County  Medical  Society,  of 
the  Academy  of  Medicine,  of  the  Pathological  Society,  the  New 
York  Obstetrical  Society,  the  Medical  and  Surgical  Society,  and  of 
the  Practitioners'  Society.  He  is  proposed  as  one  of  the  honorary 
Presidents  of  the  Anglo-American  Medical  Society  of  Paris,  to  fill 
the  place  made  vacant  by  the  death  of  Dr.  Fordyce  Barker.  He 
is  corresponding  member  of  the  "  Societe  Obstetricale  et  Gynaecolo- 
gicale,  Paris."  He  is  a  member  of  the  American  Gynaecological 
Society,  of  the  Association  of  American  Physicians,  of  the  British 
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Gynaecological  Society,  and  of  the  Southern  Gynaecological  and 
Surgical  Society.  He  has  been  President  of  the  New  York  Ob- 
stetrical Society  and  Vice-President  of  the  American  Gynaecological 
Society.  The  University  of  the  South  conferred  upon  him  the  de- 
gree of  LL.  D. 

Among  Dr.  Polk's  contributions  to  medical  literature  may  be 
noted  "  Original  Observations  upon  the  Anatomy  of  the  Female 
Pelvic  Organs,"  "  Remarks  upon  the  Surgical  Anatomy  of  the 
Gravid  Uterus,"  "Original  Observations  upon  the  Causes  and 
Pathology  of  the  Pelvic  Inflammations  of  Women,"  "  Certain  Oper- 
ations Designed  to  Preserve  the  Uterine  Appendages,"  "  Drainage 
with  Gauze-Packing  as  Applied  to  the  Uterus  in  Chronic  Endome- 
tritis and  Chronic  Metritis,  not  only  when  these  conditions  Exist 
Independently  of  Salpingitis  or  other  Forms  of  Peritonitis,  but  also 
where  they  are  Associated  with  such  Disorders,"  "The  Treat- 
ment of  Acute  Endometritis  by  Drainage,"  "Drainage  with  Gauze- 
Packing  in  Recurrent  Salpingitis  and  Peritonitis  as  a  Means  of  Cure 
and  as  a  Preliminary  to  Conservative  Operations  upon  the  Append- 
ages," "An  Argument  for  the  Complete  Removal  of  the  Uterus  by 
the  Abdominal  Method  in  Fibroma,  with  a  Report  of  Eighteen 
Cases,"  as  well  as  the  Annual  Address  before  the  Academy  of  Medi- 
cine, in  1890  on  "The  Relation  of  Medicine  to  the  Problem  of 
Socialism." 

During  the  last  three  years  Dr.  Polk  has  devoted  much  of  his 
time  and  attention  to  the  improvement  of  the  facilities  for  surgical 
clinical  teaching  in  Bellevue  Hospital.  In  the  new  amphitheatre, 
recently  built  on  the  site  of  the  old  one  in  that  hospital,  all  surgi- 
cal operations,  including  peritoneal  work,  are  done  before  the 
classes  and  with  excellent  results. 


REVIEWS. 


These  articles  are  written  by  men  noted  for  their  ability,  prominent  stand- 
ing in  the  profession,  and  peculiar  excellence  in  this  work,  but  the  Journal 
does  not  hold  itself  responsible  for  any  views  expressed  unless  such  articles 
appear  unsigned.  Furthermore,  should  principles  be  advocated  or  opinions 
expressed  in  any  Review  which  are  radically  opposed  to  those  maintained  by 
this  Journal,  it  reserves  the  right  to  note  this  editorially  at  the  end  of  such 
article. 

VORLESUNGEN  UEBER  KLINISCHE  GYNAEKOLOGIE  VON  Dr.  PaUL  ZwEIFEL, 

ordentlich  Professor  der  Geburtshiilfe  und  GynakoJogie,  und 
Director  der  Universitats  Frauenklinik  in  Leipzig.  Mit  1 1 
lithographischen  Tafeln  und  61  Figuren  irn  Text.  Berlin,  1892, 
pp.  440. 

Clinical  Lectures  on  Gynecology.    By  Prof.  Paul  Zweifel. 

A  book  by  Zweifel  promises  much  of  interest  and  value.  This 
one  will  not  disappoint  the  reader  in  either  respect.  Yet  we  demur 
to  the  title.  That  it  is  in  accord  with  the  spirit  of  the  age  cannot 
be  denied.  "Gynaecology"  now  seems  to  mean  the  treatment  of 
diseases  of  women  by  surgical  procedures,  and  to  mean  that  only. 
Not  a  chapter  of  this  work  but  is  related,  more  or  less  closely,  to 
operations.  Believing,  as  we  do,  in  a  far  wider  application  of  the 
term,  recognizing  that  there  are  other  measures  of  relief  for  the  suf- 
ferings of  the  sex  than  the  edge  of  the  scalpel,  we  cannot  but  ex- 
press dissatisfaction  that  the  title  of  this  treatise  does  not  express 
more  clearly  its  aims  and  objects. 

The  author  opens  with  a  retrospect.  He  has  just  finished  four- 
teen years  of  active  work  in  this  branch  of  medicine  and  he  con- 
trasts its  condition  now  with  what  it  was  when  he  began.  Then 
recoveries  from  ovariotomy  were  subjects  of  surprise  and  gratifica- 
tion, the  mortality  of  the  operation  in  the  best  hands  was  nearly 
thirty  per  cent. ;  now  with  more  than  one  per  cent,  it  is  felt  that  the 
ideal  has  not  been  reached.  Then,  the  operator  was  dismayed  at 
finding  himself,  by  faulty  diagnosis,  in  the  presence  of  a  uterine 
myoma;  now  hysterectomy  is  performed  daily  with  far  better  results 
than  was  ovariotomy  then.  The  author  might  have  added  that  then 
extra-uterine  pregnancy  was  recognized  only  in  its  advanced  stages 
and  was  a  subject  of  wonder  and  amazement;  now  the  cross-road- 
practitioner  would  take  it  into  consideration  in  any  case  of  obscure 
pelvic  trouble. 

Progress  in  gynaecology  began  with  Sims  working  from  below 
and  McDowell  from  above.  Ovariotomy  was  the  ' 1  exercise-ground  " 
of  abdominal  surgery.  And  due  credit  is  given  to  our  countryman 
as  the  pioneer  in  this  operation.  As  the  author  well  says,  it  matters 
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little  by  whom  or  when  single  operations  were  performed,  McDow- 
ell repeated  it  often  enough  to  establish  it.  Ovariotomy  was 
successful  in  the  New  World  because  there  "the  operation-was  per- 
formed either  in  small  private  hospitals  [?]  or  in  large,  clean,  airy 
rooms.  In  Europe  the  attempts  were  made,  as  a  rule,  in  large  and 
old  hospitals." 

Antisepsis  and  improved  modes  of  examination,  these  have  been 
the  chief  factors  in  gynaecological  progress.  In  sketching  the  rise 
of  the  former  the  author  does  full  justice  to  Lister,  yet  at  the  same 
time  pays  a  high  tribute  to  Koeberle.  From  personal  observation 
he  is  enabled  to  say  that  in  essential  points,  and  in  many  of  the 
particulars,  this  operator  made  a  near  approach  to  the  antiseptic 
measures  of  to-day.  In  cleanliness,  in  care  of  instruments,  in  prep- 
aration of  sponges,  even  in  the  dry  treatment  of  wounds,  Koeberle 
was  very  near  to  the  present  and  had  published  as  well  as 
practiced  his  measures.  Why,  then,  did  the  surgical  world  not  re- 
spond as  it  did  to  Lister's  presentation  of  the  new  doctrines  ?  The 
author  finds  an  answer  in  what  the  Germans  term  the  "Zeitgeist" 
— the  spirit  of  the  age.  Semelweiss'  discovery  of  the  influence  of 
decomposing  organic  matter,  ridiculed  at  first,  had  gained  recogni- 
tion. "Infection"  and  "germs"  came  to  be  "in  the  air,"  and  this 
rendered  easy  the  acceptance  of  doctrines  which  had  before  failed 
to  gain  a  footing. 

The  improvements  in  examination  are  a  better  position  of  the 
patient,  the  use  of  both  hands  in  exploring  the  pelvis  and,  more  impor- 
tant still  because  more  effective,  the  administration  of  an  anaesthe- 
tic. By  these  means  the  sound  is  restricted  to  the  narrowest  limits, 
almost  banished  from  our  armamentarium.  To  the  above  im- 
provements the  author  adds  Sims'  speculum.  Yet  he  does  not  make 
use  of  this  instrument;  it  has  been  superseded  by  Simon's  retractors. 
Nor  does  he  place  his  patients  in  Sims'  position  for  operations  on 
the  uterus,  but  prefers  that  for  lithotomy.  For  laparotomy  he 
adopts  Martin's  method  and  sits  between  the  legs  of  the  patient  as 
they  hang  over  the  end  of  the  table.  It  is  curious  here  to  see  Tren- 
delenburg's position  rejected  by  a  countryman  "after  repeated 
trials."  The  objection  is  urged  that  in  this  position  fluids  gravitate 
even  up  to  the  diaphragm,  while  the  claim  in  its  favor  of  affording 
a  better  view  down  into  the  pelvis  is  denied  especially  when  the 
light  is  over-head. 

We  present  some  statistics  of  the  surgical  work  upon  which  these 
lectures  are  based,  with  the  results.  One  hundred  ovariotomies 
are  reported  of  which  three  proved  fatal,  two  from  pneumonia 
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and  one,  it  is  claimed,  as  the  result  of  placing  a  sponge  saturated 
with  oil  in  the  abdominal  cavity.  The  mortality  is  therefore  one 
per  cent.  With  this  the  author  compares  his  experience  in  Erlan- 
gen  before  taking  his  position  at  Leipsic.  There  he  had  fifty-nine 
ovariotomies  with  ten  deaths — a  mortality  of  16.9  per  cent.  He 
admits  that  this  looks  very  badly  now,  but — "it  was  during  the 
developmental  period  of  operative  gynaecology — it  was  during  my 
years  of  gaining  experience:  Lehrjahre."  Salpingo-oophorectomy 
was  performed,  for  various  diseased  conditions,  103  times  with 
but  one  death.  Hysterectomy,  fifty-one  cases  with  two  deaths. 
Total  extirpation  of  the  uterus  by  the  vagina,  seventy-seven  cases 
with  four  deaths,  the  last  forty-six  cases  being  successive  recoveries. 
There  were  eight  cases  in  which  the  uterus  could  be  removed  only 
by  laparotomy  after  an  attempt  at  removal  per  vaginam,  and  of 
these  six  recovered. 

"The  total  of  fatal  cases  in  346  operations  is  nineteen  or  a 
general  mortality  in  all  the  laparotomies  performed  here  of  5.5  per 
cent.  Among  these  were  six  fatal  cases  following  an  exploratory 
incision  which  revealed  carcinoma  peritonei,  and  two  after  total 
extirpation  of  the  uterus  which  could  only  be  effected  by  performing 
laparotomy  in  addition  to  the  vaginal  operation.  Deducting  these 
cases  with  special  features  there  remain  333  laparotomies  of  all  kinds 
with  eleven  deaths,  or  a  mortality  of  3.3  per  cent.  Of  the  twenty- 
five  cases  of  Caesarean  section  performed  by  myself  or  by  my  assist- 
ants one  woman  has  died — a  mortality  of  iom  per  cent." 

The  two  cases  of  death  from  pneumonia  following  ovariotomy 
lead  to  an  interesting  point  as  to  anaesthetics.  The  author  ascribes 
the  origin  of  the  disease  to  an  irritation  of  the  air  passages  caused  by 
gases  arising  from  the  decomposition  of  chloroform  under  the  in- 
fluence of  gaslight.  He  thinks  he  has  fully  established  the  facts  of 
decomposition,  of  irritation,  of  the  consequent  inflammation,  and 
substantiated  the  whole  by  the  "control-experience  "  of  abandoning 
chloroform  as  an  anaesthetic  and  seeing  no  more  pneumonias.  He 
has  fully  presented  the  subject  in  the  Berliner  klinische  Wochenschri/t 
(1889,  No.  15)  and  makes  references  here  to  other  observers  who 
have  testified  to  the  same  facts.  Like  experience  has  befallen  some  ■ 
New  York  surgeons.  The  current  in  Germany  is  slowly,  very  slowly, 
setting  towards  ether  as  an  anaesthetic  and  the  author  is  one  of 
the  few  who  advocates  the  use  of  this  agent;  he  prefers  it  for  laparot- 
omies to  chloroform  but  admits  that  it  will  never  displace  its  more 
powerful  rival. 
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The  author's  experience  with  exploratory  incision  of  the  abdo- 
men is  of  interest  in  these  days  when  we  hear,  on  the  one  hand, 
that  diagnostic  skill  should  be  such  as  to  render  it  unnecessary,  and 
on  the  other  that  not  the  slightest  danger  attends  this  procedure. 
He  has  performed  it  twenty-one  times ;  ten  times  revealing  malig- 
nant disease  and  eight  times  tuberculosis  of  the  peritonaeum.  Of 
the  latter  none  proved  fatal,  several  were  much  benefited  and  one 
was  entirely  cured.  Of  the  ten  cases  of  malignant  disease,  how- 
ever, four  proved  fatal.  In  six  cases  the  incision  was  very  limited 
and  the  operation  conducted  under  the  most  stringent  antiseptic  pre- 
cautions, yet  there  were  two  deaths  from  septic  peritonitis.  The  author 
therefore  considers  laparotomy  in  this  condition  of  especial  danger. 

The  technique  of  the  various  operations  is,  of  course,  fully  pre- 
sented but  requires  no  detailed  notice  here.  In  hysterectomy  the 
author  treats  the  pedicle  by  the  intra-peritoneal  method.  He 
ligates  it  in  portions  and  then  stitches  over  the  stump  flaps  of  the 
peritoneum  made  for  the  purpose.  Much  here  is  controversial  in 
support  of  this  procedure  as  against  the  etage  suture  of  Schroder  and 
the  methods  of  other  operators.  Several  points  in  the  chapter  on 
myomectomy  and  hystero-myomectomy  are  of  general  interest.  His 
statement  of  the  indications  for  the  operation  is  clear  and  excellent, 
and  his  advice  to  the  practitioner  as  to  the  course  to  pursue  in  doubtful 
cases  attest  the  honest  and  conscientious  man.  A  skilful  and  bold 
operator,  extirpation  is,  of  course,  his  first  choice  and  his  experience 
therefore  with  removal  of  the  ovaries  as  a  measure  of  symptomatic 
treatment  is  limited.  He  has  resorted  to  it  only  when  the  tumor 
was  entirely  immovable,  and  prefers  the  major  operation  as  being, 
in  healthy  subjects,  no  more  dangerous  while  far  more  beneficial. 
In  eight  cases  oophorectomy  was  entirely  successful,  growth  and 
haemorrhage  ceased,  the  tumors  became  smaller  but  did  not  entirely 
disappear.  In  a  ninth  case  the  bleeding  continued,  but  it  was 
shown  by  total  extirpation  to  depend  upon  an  endometritis  and  not 
upon  the  myoma.  Enucleation  of  these  tumors  per  vaginam  he 
has  performed  ten  times,  all  the  patients  recovered.  The  conditions 
for  the  successful  performance  of  this  operation  are  clearly  stated: 
"  the  tumor  by  its  descent  must  have  abolished  the  cervical  canal 
and  have  opened  the  external  os  at  least  two  finger-breadths;  nor  must 
the  tumor  be  very  large,  e.g.  not  larger  than  the  fist."  The  oppor- 
tunities for  the  operation  under  these  restricted  condition  cannot  be 
frequent.  The  application  of  electricity  in  the  treatment  of  these 
tumors  is  one  of  the  burning  subjects  of  the  day  and  what  the 
author  says  of  it  cannot  but  be  of  interest.    He  claims  to  have  been 
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the  first  in  his  country  to  test  this  measure  and  to  have  employed 
it  even  before  Apostoli  appeared  in  the  field.  He  speaks  upon  the 
subject  therefore  from  personal  experience.  His  great  objection  to 
it  is  the  pain  it  causes,  and  he  will  admit  no  suggestion  that  he  has 
in  any  way  failed  in  the  technique.  On  the  other  hand  he  admits 
frequent  beneficial  results,  rapid  growth  is  sometimes  checked,  the 
tumor  sometimes  shrinks  and  pressure-symptoms  are  relieved,  but 
above  all  the  haemorrhage  is  frequently  held  in  abeyance.  "The 
measure  must  be  judged  only  as  a  symptomatic  treatment  and  com- 
pared with  other  measures  of  like  kind;  judged  in  this  way  its  supe- 
riority over  all  other  measures  must  be  recognized."  In  cases 
where  the  removal  of  the  tumor  or  of  the  ovaries  is  impracticable 
it  is  the  most  rational  treatment.  Through  a  considerable  number 
of  pages  devoted  to  this  subject,  many  more  than  were  to  be  ex- 
pected from  one  so  purely  an  operator,  we  looked  closely  for  one 
thing  which  we  did  not  find:  testimony  as  to  the  injury  resulting 
from  the  application  of  electricity  in  the  way  of  increasing  the 
dangers  of  a  subsequent  removal  of  the  tumor.  The  omission  is 
noteworthy  and  as  important  as  any  positive  statements  upon  the 
subject.  There  is  abundant  opportunity  for  the  expression  of 
experience  of  this  kind,  had  he  had  any.  In  cases  of  rapidly  grow- 
ing tumors  he  warns  against  pursuing  the  symptomatic  treatment 
too  long;  four  times  he  has  performed  hysterectomy  in  cases  which 
had  been  submitted  to  electricity,  yet  not  a  word  is  given  as  to  in- 
jurious results.  This  should  shame  the  unjust  partisanship  of  this 
country  which  would  attribute  every  danger  and  every  difficulty 
encountered  in  hysterectomy  to  preceding  applications  of  electricity. 

The  subject  of  extra-uterine  pregnancy  with  retro-uterine 
hematocele  occupies  a  chapter  of  about  sixty  pages.  It  consists 
almost  entirely  of  reports  of  the  fifteen  cases  he  has  met  with  and 
the  commentary  upon  them.  As  to  diagnosis,  he  about  limits  it 
to  recognition  of  the  presence  of  a  foetus  or,  by  the  microscope, 
of  the  villi  of  the  chorion.  He  believes  in  a  stringent  criticism  of  all 
cases  reported  as  ectopic  gestation. 

"Extra-uterine  pregnancy  was  formerly  considered  to  be  very 
rare.  If  we  do  not  keep  closely  to  the  facts,  if  play  to  the 
imagination  is  allowed,  it  is  in  the  nature  of  the  human  mind  to 
pass  to  the  other  extreme  and  to  accept  other  pathological  con- 
ditions as  cases  of  misplaced  gestation." 

None  of  his  cases  afforded  opportunity  for  injection  of  the  sac 
with  morphine;  in  but  one  could  a  needle  have  been  introduced 
into  it;  in  several  other  cases  the  attempt  could  not  have  sue- 
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ceeded  because  ''the  gestation-sac  was  not  in  the  situation  where, 
from  the  vaginal  examination,  it  was  believed  to  be." 

There  is  no  mention  here  of  Winckel's  experience  with  this 
method  of  treatment.  The  author  also  has  had  no  experience  with 
the  application  of  electricity,  and  hesitates  to  accept  the  connection 
between  application  of  the  current  and  termination  of  the 
pregnancy. 

We  have  touched  upon  a  sufficient  number  of  points  to  enable 
our  readers  to  form  some  estimate  of  the  value  of  this  book.  It  is 
not  a  complete  treatise  on  gynaecology  because  too  purely  surgical. 
Neither  does  it  fully  present  the  subjects  treated  of  because  it  gives 
little  or  nothing  of  the  work  of  other  men.  References  to  French 
and  British  authorities  are  very  few  indeed.  As  to  our  own  country 
there  is  very  little  later  than  McDowell  and  Sims!  From  the  chap- 
ter upon  amputation  of  the  cervix  it  cannot  be  learned  that  any  one 
besides  Veit  and  Ruge  ever  showed  or  aided  in  showing  that  the 
condition  following  laceration  is  not  "ulceration/'  Emmet's  name 
is  not  mentioned,  nor  is  his  operation  alluded  to!  Yet  as  a  personal 
record  of  good  work  done  in  a  rich  field  this  is  a  most  commendable 
treatise.  The  minute  care  with  which  the  author  investigates  the 
causes  of  failure  and  studies  his  unsuccessful  cases,  is  a  marked 
feature  which  inspires  a  conviction  of  honesty  and  reliability.  The 
mechanical  execution  of  the  book  also  deserves  praise ;  the  litho- 
graphic plates  are  excellent  and  but  few  of  the  wood-cuts  have 
done  service  before.  J.  C.  R. 


Book  on  the  Physician  Himself,  and  Things  that  Concern  his  Repu- 
tation and  Success.  By  D.  W.  Cathell,  M.D.  .New  Tenth 
Edition  (Author's  Last  Revision).  Thoroughly  revised,  en- 
larged and  rewritten.  In  one  handsome  Royal  Octavo  volume. 
348  pages.  Bound  in  Extra  Cloth.  Price,  post-paid,  $2.00, 
net.  Philadelphia:  The  F.  A.  Davis  Co.,  Publishers,  1231  Fil- 
bert Street. 

A  book  that  has  reached  a  tenth  edition  is  not  in  need  of  praise, 
nor  can  it  be  harmed  by  criticism.  This  book  has  really  "  met  a 
long-felt  want."  It  points  out  to  the  young  practitioner  (and  to 
many  an  old  one  too)  the  pitfalls  that  beset  his  path  and  shows 
him  how,  in  a  large  measure,  he  may  avoid  them.  Our  advice  is  : 
read  the  book  through  from  cover  to  cover.  It  is  very  "scrappy," 
but  its  matter  is  good.  Though  divided  into  chapters  the  author 
has  prudently  not  given  titles  to  them,  for  they  would  defy  such  an 
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I  have  long  wished  to  explain  how  I  came  to  publish  an  illus- 
tration which  is  so  incorrect,  as  to  "turn  the  perinaeum  wrong  side 
out  when  the  stitches  are  tightened  after  having  been  placed  as 
Munde's  diagram  represents,"  according  to  Dr.  McLaren's  graphic 
attempt.  Apparently  there  is  no  system  in  the  arrangement  of  the 
subject  matter,  the  object  has  been  to  jot  down  every  thought 
that  has  any  bearing  upon  the  conduct  of  the  physician  himself, 
and  his  personal  relations  to  his  patients.  Hence  one  must  read  it 
through  so  as  not  to  miss  what  at  any  time  may  become  a  useful 
hint  or  suggestion.  Having  once  gone  through  it,  the  excellent 
index  will  enable  the  reader  to  keep  track  of  what  he  wishes  to 
refer  to  again. 

The  author  has  several  times  revised  and  enlarged  his  work, 
without  making  any  change  in  its  style  or  character.  He  now  an- 
nounces that  this  is  its  "  final  revision."  He  does  not  need  to  add 
to  it,  it  contains  all  that  can  be  of  service  to  anyone  in  this  line. 
No  other  book  occupies  this  field.  It  could  now  be  entirely  re- 
written with  great  advantage.  But  probably  it  will  remain,  what 
it  has  been,  the  book  of  practical  suggestions  to  active  physicians, 
who,  if  not  made  better  practitioners  by  its  perusal,  will,  at  any  rate, 
practice  their  profession  with  more  satisfaction  to  themselves  and 
possibly  to  their  patrons.  The  book  inculcates  what  has  recently 
been  admirably  expressed  by  Sir  George  Murray  Humphry. 
"Energy  and  boldness,  quietude  and  modesty,  keenness  and  in- 
ventiveness, patience  and  perseverence,  each  and  all  have  in- 
fluence in  the  work  of  acquiring  professional  knowledge  and  in 
gauging  and  influencing  the  bodily  and  mental  constitution  of  the 
sick."  S. 


CORRESPONDENCE. 
EMMET'S  OPERATION   FOR   RESTORATION   OF  THE 
PELVIC  FLOOR. 

To  the  Editors  of  the  N.  Y.  Journal  of  Gynecology  and  Obstetrics. 
Gentlemen  ; 

I  have  just  seen  in  your  September  number  Dr.  Archibald  Mc- 
Laren's rather  unnecessarily  emphatic  warning  to  his  readers, 
while  describing  Dr.  Emmet's  new  perineal  operation  not  to 
"  fall  into  the  error  of  consulting  Munde's  'Minor  Gynaecology,''  or 
Thomas's  new  work  on  gynaecology  (which  was  revised  by  Munde), 
while  studying  up  this  operation." 
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I  am  aware,  Messrs.  Editors,  from  remarks  made  to  me  by  Dr. 
Emmet  himself,  that  he  considers  the  illustrations,  which  I  gave 
of  his  new  perinseum  operation  incorrect  and  misleading,  and  I  be- 
lieve you  make  this  criticism  in  your  review  of  Thomas  and  Munde. 
statement.  (By-the-way,  I  would  like  to  have  it  explained  to  me 
how  a  perinaeum  looks  when  it  is  turned  "wrong  side  out."  I 
have  never  seen  one  in  that  condition,  although  I  have  performed 
Emmet's  "  new  perineal  operation"  after  the  method  I  saw  him 
use  and  which  I  thought  I  had  represented  correctly,  some  twenty 
times.) 

But  to  the  point!  When  Emmet  first  described  his  new  opera- 
tion at  the  meeting  of  the  American  Gynaecological  Society  held  in 
Philadelphia  on  September  18th  to  21st,  1883,  I  was  not  able  to  be 
present.  I  therefore  first  saw  the  report  of  the  meeting  in  the 
medical  journals,  and  later  in  the  Transactions  of  the  Society.  But 
I  heard  of  Dr.  Emmet's  new  operation,  a  fewT  days  after  the  meet- 
ing had  adjourned,  from  my  friends  who  were  present,  and  none 
seemed  to  be  able  to  give  me  a  clear  idea  of  the  new  method.  On 
reading  the  printed  reports  I  was  in  the  same  condition.  I  there- 
fore asked  Dr.  Emmet  to  allow  me  to  see  him  operate,  and  soon 
he  very  kindly  acceded  to  my  request. 

I  remember  the  steps  of  the  operation  perfectly,  and  very  soon 
after  had  occasion  to  put  the  new  operation  to  the  test.  It  was 
easy  enough  of  comprehension  and  execution,  and  apparently  en- 
tirely successful  in  its  results.  But  the  first  patient,  when  the 
wound  was  entirely  healed  and  she  was  discharged,  complained 
that  her  vaginal  opening  gaped  as  much  as  before.  She  was  not 
satisfied. 

Of  course  it  was  my  fault  in  not  having  denuded  the  labia  high 
enough  and  picked  up  sufficient  of  the  deep  fibres  of  the  pelvic 
fascia  and  levator  ani  muscles.  I  endeavored  to  remedy  this  defect 
in  my  later  operations  with  more  or  less  success.  This  operation,  as  I 
saw  its  author  once  do  it  at  the  Woman's  Hospital,  is  the  operation 
I  described  in  my  "Minor  Surgical  Gynaecology"  written  chiefly  in 
1884  and  published  early  in  1885.  Soon  after,  I  ceased  to  perform 
the  operation,  because  having  seen  Hegar's  triangular  denudation 
of  the  posterior  vaginal  wall  and  labia,  performed  by  Wiedow  in 
Freiburg  in  1886,  I  preferred  it  and  since  have  performed  it  ex- 
clusively for  rectocele,  with  no  reason  to  regret  my  course. 

In  a  foot-note  to  my  description  of  Emmet's  new  operation,  on 
page  205  of  Thomas  and  Munde,  I  admit  that  the  failure  to  close  the 
vulvar  orifice  sufficiently  is  probably  due  to  the  operator's  not  de- 
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nuding  sufficiently  inward  and  upward,  and  I  would  add,  not  pass- 
ing his  stitches  to  a  sufficient  depth. 

But  I  feel  compelled  to  submit  to  the  impartial  judgment  of  the 
profession  whether  any  illustrations  of  Dr.  Emmet's  new  operation 
show  it  better  (as  I  thought  I  saw  him  do  it)  than  those  given  in 
my  "Minor  Surgical  Gynaecology,"  Figs.  283  to  286.  Surely  that 
given  in  Emmet's  own  book  (Ed.  of  1884,  Fig.  71)  is  not  the  opera- 
tion known  as  his  which  "new"  operation  I  describe  and  'illus- 
trate?" It  seems  to  me  to  be  nothing  but  the  old  clover-leaf 
denudation  which  I  first  became  acquainted  with  when  I  returned 
from  abroad  full  of  the  teachings  of  Gustav  Simon  on  this  very 
subject.  It  is  curious  how  difficult  it  seems  to  be  to  describe  in- 
telligibly, so  that  readers  can  understand  and  operators  perform,  a 
new  operation  for  the  restoration  of  the  female  perinaeum.  I  well 
remember  how  my  fellow-students  and  I  at  Heidelberg  in  May 
1872,  racked  our  brains,  for  a  time  at  least,  in  vain  endeavor  to 
understand  Simon's,  then  new,  triangular  denudation  with  three 
sets  of  sutures,  now  so  simple  and  well-known.  And  so  it  has 
been  with  Emmet's  "new  operation,"  and  still  later  with  the  "flap- 
splitting  method"  revived  by  Tait.  How  many  well-known  gynae- 
cological surgeons  have  asked  me  to  show  them  the  last  named 
operation  as  they  could  not  understand  if  from  the  printed  de- 
scriptions !    And  nothing  can  be  more  simple  when  once  seen  ! 

Why  does  not  Dr.  McLaren,  who  is  so  ready  to  criticise  and  warn 
against  the  descriptions  of  others,  give  us  a  diagram  and  a  descrip- 
tion which  we  poor  benighted  mortals  can  understand?  But  he 
contents  himself  with  the  transparent  excuse  that  "  an  intelligent 
description  would  be  impossible  without  charts  and  a  tedious  ex- 
planation." How  can  he  expect  the  writers  of  text-books  then,  like 
myself,  to  enter  into  "tedious  explanations,"  when  he,  whose  article 
is  limited  to  the  one  subject,  cannot  spare  space  or  time  therefor? 
Why  does  not  Emmet  himself,  the  author  of  the  "new  operation," 
give  us  a  clear,  intelligible  diagram  of  the  operation  which  the  rest 
of  us  can  understand  who  do  not  see  him  operate  every  week? 

I  sincerely  wish  he  would  do  so,  not  only  for  his  own  sake  and 
that  of  suffering  woman  whom  we  all  wish  to  benefit,  but  also 
for  the  sake  of  those  of  us  who  have  unwittingly  and  to  our  great 
regret  helped,  as  McLaren  puts  it,  to  "'reflect  discredit  upon  New 
York's  greatest  gynaecological  plastic  surgeon,"  whom  nobody  de- 
lights more  to  honor  than  his  sincere  friend  and  admirer, 

Paul  F.  Munde. 

October  17,  1S92,  20  WTest  45th  Street. 
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"CCELIOTOMY,"  VERSUS  "LAPAROTOMY,"  AS  A 
SURGICAL  TERM. 

By  Robert  P.  Harris,  A.M.,  M.D., 

Philadelphia 

When  you  perform  an  abdominal  section,  and  report  the  case; 
under  what  scientific  term  do  you  describe  the  operation  ?  You 
probably  call  it  a  "Laparotomy,"  because  hundreds  of  operators 
are  in  the  habit  of  using  the  same  word,  or  its  synonym,  in  a 
dozen  countries  and  languages. 

Where  did  this  term  originate  ?  You  say  it  has  a  Greek  deriva- 
tion (the  language  of  Greece  having  been  the  tongue  of  the  first 
anatomist)  and  comes  from  two  words  lapara  and  tomce,  to  cut. 
Now,  what  did  the  Greeks  call  the  lapara ?  It  was  certainly  never 
the  abdomen. 

Did  you  ever  look  carefully  into  an  ancient  Greek  anatomy  to 
find  out  what  the  abdomen  was  really  called  in  their  language  ? 
The  word  belly  appears  ten  times  in  the  English  version  of  the 
New  Testament;  did  you  ever  note  that  the  original  Greek  has  the 
word  koilia,  and  never  lapara,  in  these  ten  places? 

Rufus,  of  Ephesus,  a  distinguished  physician  and  writer,  born 
a.d.  112,  wrote  a  paper  entitled  "  Names  of  the  Parts  of  the  Human 
Body,"  in  which  he  has  this  significant  sentence:  "The  omphalos 
(navel)  is  the  hollow  which  occupies  the  middle  of  the  koilia,  where 
we  cut  the  veins  that  nourish  the  foetus;  the  middle  part  of  the 
hollow  is  the  akromphalon"  (top  of  the  navel). 

"  Lapara"  is  a  very  old  Greek  term,  and  was  applied  in  the  time 
of  Hippocrates  to  the  parts  between  the  short  ribs  and  the  iliac 
bone  (the  flank),  and  scores  of  old  lexicographers  have  thus  defined 
it.  The  operation  for  lumbar  hernia,  or  laparocele,  was  a  true 
laparotomy;  and  so,  also,  is  that  of  lumbar,  or  laparo-colotomy. 
The  term  lapara  originally  meant  a  hollow,  and  was  for  this  reason 
applied  by  the  early  anatomists  to  the  hollow  of  the  waist.  It  was 
never  used  to  designate  a  convexity. 

The  misapplication  of  the  term  "laparotomy"  commenced  in 
the  year  1 8 1 1  in  the  medical  thesis  of  a  Wittenberg  student  of  the 
name  of  Fiedler,  who  wrote  in  Latin  under  the  title  "  De  Laparo- 
tomia."  He  had  witnessed  a  true  laparotomy  performed,  on  Octo- 
ber 17,  1810,  upon  a  man  of  fifty  with  a  diseased  colon,  as  he  lay 
on  his  right  side.  Fiedler  wrote  again  in  181 7,  and  took  it  upon 
himself  to  coin  such  distortions  as  "  laparo-gastrotomia,"  "laparo- 
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raphia,"  and  "  laparo-hysterotomia  " — his  desire  seeming  to  be  to 
supplant  the  term  "  gaster,"  which  really  meant  the  belly,  by  the 
word  "lapara,"  which  a  careful  investigation  would  have  taught 
him  was  not  its  Greek  synonym.  The  mystery  is  how  an  error  of 
this  kind  ever  made  the  progress  that  it  has  in  leading  the  medical 
world  astray. 

"  Koilia"  being  the  Greek  word  for  abdomen,  the  natural  syno- 
nym of  gastrotomy  in  its  old  meaning  is  "  cceliotomy,"  pronounced 
soft  (se-le-otomy).  This  is  not  a  new  coinage  except  as  to  its  ter- 
minal, for  we  have  long  had  coelio- paracentesis  for  tapping  the  ab- 
domen. The  term  cceliotomy  has  been  adopted  by  Prof.  Sanger, 
of  Leipzig;  by  Dr.  J.  Greig  Smith,  in  his  Abdominal  Surgery;  by 
Profs.  Keene  and  White,  in  their  Text-Book  of  Surgery;  and  by  a 
number  of  well-known  medical  writers.  This  adoption  gives  us 
the  compound  terms  ccelio-hysterolomy  (Cesarean  section),  coslio- 
hysterectomy  (exsection  of  uterus  through  the  abdomen),  puerperal 
ccelio-hysterectomy  (Porro-Caesarean  operation),  cozlio-nephrectomy  (ab- 
dominal exsection  of  the  kidney),  etc. 

What  characterizes  the  present  position  of  our  condemned  term 
is  its  wonderful  tenacity  of  hold  in  the  nomenclature  of  gynaeco- 
logical writers  who  have  admitted  the  error  of  its  application  in 
abdominal  surgery.  Two  years  ago  I  published  a  classical 
pamphlet  on  the  subject  and  sent  it  to  prominent  writers  in  thirty 
different  countries.  I  also  sent  a  copy  to  every  Fellow  of  one  of 
our  leading  national  medical  societies  just  before  it  met  in  annual 
session  in  1890,  and  their  letters  attested  its  effect  upon  their  sense 
of  reason.  It  convinced  them  that  lapara  was  not  the  abdomen, 
and  that  koilia  was;  but  it  did  not  break  up  the  habit  of  use,  as 
shown  by  the  fact  that  four  papers  entitled  ''laparotomy"  appeared 
in  their  Transactions  for  1 891,  and  the  term  was  time  and  again 
made  use  of  throughout  the  volume,  but  no  one  said  "cceliotomy" 
as  much  as  once.  The  old  rut  is  so  easy  to  run  in,  and  the  laparo- 
tomy wheel  will  get  in.  It  took  eighty  years  to  propagate  the 
error,  and  it  will  take  time  to  correct  it. 


Pathological  Laboratory,  Johns  Hopkins  Hospital. 

Baltimore,  September  28,  1892. 

I  am  engaged  in  the  study  of  extra-uterine  pregnancy  from  an 
anatomical  standpoint  and  desire  to  obtain  as  much  material  as 
possible  upon  which  to  base  my  work. 
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Through  the  courtesy  of  the  editor,  I  therefore  appeal  to  those 
who  come  in  contact  with  this  class  of  cases,  to  aid  me  by  sending 
me  any  specimens  with  which  they  may  meet. 

The  specimens  should  be  handled  as  little  as  possible  and  as 
soon  as  possible  after  the  operation  placed  in  jars  containing  cotton 
and  covered  by  more  than  their  bulk  of  ninety-five  per  cent,  alco- 
hol or  Miiller  s  fluid,  and  sent  to  the  above  address.  They  should 
also  be  accompanied  by  a  brief  outline  of  the  history  of  the  case 
and  the  measurements  of  the  fresh  specimen. 

To  any  one  aiding  me  in  this  way  I  will  be  glad  to  send  a  re- 
port on  the  specimen  and  in  my  article  will,  of  course,  make  due 
mention  of  those  who  have  kindly  assisted  me  in  my  researches. 

J.  Whitridge  Williams. 


For  the  benefit  of  our  Correspondent  asking  for  information  in 
regard  to  the  gynaecological  service  in  New  York  hospitals  we  give 
further  information. 

New  York  Cancer  Hospital,  corner  One  Hundred  and  Sixth 
Street  and  Eighth  Avenue.  There  are  ninety  ward-beds  and  forty 
private  rooms,  Dr.  Clement  Cleveland  and  H.  C.  Coe  are  Attend- 
ing Gynaecologists;  and  Drs.  G.  A.  Kletzsch,  G.  W.  Jarman,  J. 
Brettauer,  G.  Bratenahl,  Assistant  Gynaecologists. 

Patients  when  applying  for  admission  to  the  hospital  may  select 
any  member  of  the  staff  to  operate  on  them  or  are  assigned  to  the 
appropriate  service  in  rotation. 

The  house-staff  consists  of  house-surgeon,  senior  and  junior, 
appointments  being  made  in  January  and  July  for  eighteen  months, 
competitive  examinations  being  held  in  June  and  December.  All 
the  members  of  the  staff  reside  in  the  hospital. 

The  following  list  comprises  the  gynaecological  work  as  re- 
ported for  1 89 1  : 

Amputation: — Cervix  uteri,  Carcinoma  3,  Clitoris  — .  Epithe- 
lioma 1. 

Coeliotomies: — Salpingo-oophorectomy,  cystic  oophoritis  8;  Pyo- 
salpinx  5;  Fibroma  uteri  6;  Ovarian  abscess  2;  Ovarian  cyst  1; 
Enterorrhaphy.Carcinoma  uteri  2 ;Explorative, Carcinoma  intestines3 ; 
Carcinoma  kidney  1;  Carcinoma  rectum  1;  Extra-uterine  gestation  2; 
fibroma  uteri  2;  floating  kidney  1;  prolapsed  and  fixed  kidney  1; 
excision  fibroma  recti-abdominis  1 ;  herniotomy,  ventral  hernia  1; 
hysterorrhaphy,    retroversion   uteri  3;  hysterectomy-abdominal, 
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fibroma-uteri  2;  carcinoma  uteri  2;  laparo-vaginal,  fibroma  uteri  1; 
carcinoma  uteri  1;  inguinal  colotomy,  carcinoma  recti  1;  supra- 
vaginal amputation  uterus,  fibroma  1 ;  separation  adhesions  follow- 
ing operation  1. 

Curettement,  chronic  carcinoma  uteri  21;  endometritis  fungosa 
13;  epithelioma  posterior  vaginal  wall  1;  fibroma  uteri  1. 

Dudley's  operation  anteflexion  uteri  1;  Divulsion: — Anteflexion 
uteri  2;  stricture  urethra  1;  cervical  stenosis  1;  vaginismus  1.  Ex- 
cision:— Fibro-polypus  uteri  1;  fistula  in  ano  2;  recto-vesical  fistula 
1;  urethral  caruncle  1;  vulvar  cyst  4;  part  sacrum,  epithelioma 
posterior  vaginal  wall  1.  Incision  and  drainage: — Abdominal  ab- 
scess 1 ;  perineal  abscess  1 ;  pelvic  abscess  1 ;  ligation  haemorrhoids 
4.  Tracheoplasty  or  excision  cervix  uteri,  lacerated  cervix  39. 
Vaginal  hysterectomy: — Carcinoma  uteri  7. 

As  there  is  not  a  training-school,  the  managers,  desiring  to  give 
nurses  who  graduate  from  small  hospitals  the  advantage  of  a  larger 
experience  in  surgical  work,  have  established  a  Post-Graduate 
Course  of  one  year.  Lectures  by  the  Atten ding-Staff  and  Superin- 
tendant  will  be  given,  and  each  nurse  will  have  an  opportunity  to 
witness  operations  and  be  given  a  term  of  service  in  the  operating- 
room. 

The  executive  management  is  in  the  hands  of  Mrs.  A.  M.  Lawson. 


TRANSACTIONS   OF    THE    NEW    YORK  OBSTET- 
RICAL SOCIETY. 

Stated  Meeting,  October  4,  1892. 

The  President,  Dr.  Clement  Cleveland,  in  the  chair. 

Dr.  Andrew  F.  Currier  read  the  histories  of  the  cases  and  pre- 
sented the  following  specimens: 

Myomatous  Uterus  Reinoved  by  Section. 

Case  I. — Dr.  Andrew  F.  Currier  presented  a  uterus  with  two 
myomata,  and  the  tubes  and  ovaries  attached.  The  larger  myoma 
was  about  six  and  the  smaller  about  four  inches  in  diameter.  The 
uterus  was  removed  about  September  7th,  and  the  patient  was 
allowed  to  go  home  October  2d.    The  Trendelenburg  position  was 
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used  in  performing  the  operation  and  the  speaker  desired  to  cor- 
roborate the  statements  made  by  Drs.  Krug  and  Polk  as  to  the  ease 
with  which  the  operation  could  be  performed.  The  patient's  pulse 
was  full  and  strong  at  the  close  of  the  operation  and  78  per  minute. 
The  ligatures  were  passed  through  the  vaginal  wound  into  the 
vagina  and  then  through  the  same  opening  strips  of  borated  gauze 
were  carried.  There  was  nothing  noteworthy  in  the  history  for  the 
next  nine  days.  The  temperature  reached  ioo°  F.  only  once,  that 
being  about  twenty-four  hours  after  the  operation.  The  rest  of  the 
time  it  was  not  far  from  normal.  The  sutures  were  removed  from 
the  abdominal  wound  on  the  eighth  day,  and  healing  by  first 
intention  was  apparent  throughout.  Two  or  three  days  afterward, 
however,  an  abscess  developed  in  the  lower  portion  of  the  wound. 

This  was  probably  caused  by  the  bruising  of  the  tissues  at  the 
time  of  the  operation  by  the  retractors,  the  deposit  of  fat  on  the 
abdominal  wall  being  very  thick.  Drainage  from  the  abdomen  per 
zaginam  was  very  satisfactory.  The  first  dressing  was  removed 
one  week  after  the  operation,  another  dressing  was  introduced  and 
retained  for  two  days,  and  after  that  drainage  was  left  to  the  liga- 
tures, the  vagina  being  irrigated  twice  daily.  After  the  removal 
of  the  uterus  quite  a  pocket  remained  behind  the  bladder,  and 
under  the  peritoneal  fold.  It  was  feared  that  the  gauze  packing 
might  not  drain  this  cavity  efficiently,  but  the  fear  proved  ground- 
less. I  would  suggest  that  in  similar  cases  the  peritonaeum  be 
gathered  up  into  a  fold,  its  under  surface  being  doubled  up  as  closely 
as  possible,  and  a  line  of  cobbler's  suture  carried  from  the  point  at 
which  the  peritonaeum  leaves  the  bladder  directly  backward  to  the 
edge  of  the  peritoneal  flap,  thus  bringing  the  under  surface  of  the 
flap  in  contact  with  the  connective  tissue  of  the  pelvis  and  obliter- 
ating the  pocket.  When  the  patient  was  discharged  most  of  the 
ligatures  were  still  too  firmly  attached  to  be  removed,  (three-and-a- 
half  weeks  after  the  operation).  The  vaginal  wound  had  nearly 
closed,  but  there  was  still  a  moderate  discharge  of  pus.  The  value 
of  this  method  of  hysterectomy  over  others  in  which  a  stump  is 
retained  can  only  be  appreciated  by  personal  experience,  and  until 
such  experience  becomes  general  it  seems  to  me  desirable  that  all 
cases  should  be  reported  with  the  experience  during  and  after  the 
operation. 

Dr.  W.  T.  Lusk  asked  Dr.  Currier  why  he  removed  so  small  a 
uterus  instead  of  simply  confining  himself  to  extirpation  of  the 
ovaries;  and  whether  an  equally  satisfactory  result  could  not  have 
been  obtained  by  simply  removing  the  ovaries. 
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Dr.  H.  C.  Coe  said  that  in  doing  Caesarean  section  this  summer 
on  a  patient  who  had  had  a  previous  cceliotomy,  he  noticed  evi- 
dences that  the  uterus  had  undoubtedly  been  adherent  to  the 
abdominal  wall  after  the  former  operation.  At  the  time  at  which 
he  operated  with  the  uterus  at  term,  the  adhesions  were  drawn  out 
in  the  form  of  thin  threads. 

Double  Pyosalpinx  of  Supposed  Gonorrheal  Origin;  Recovery  of 

Patient. 

Case  II. — Dr.  Currier  also  presented  a  very  large  pair  of  appen- 
dages removed  September  7th.  The  patient  was  twenty-five 
years  old,  had  been  married  four  years,  was  sterile,  and  had  been 
ill  since  her  marriage.  The  history  pointed  to  a  gonorrhceal  origin 
of  the  disease.  Each  appendage  was  as  large  as  a  good-sized  saus- 
age, the  tube  and  ovary  being  conglomerate.  They  had  been 
universally  adherent,  and  each  uterine  cornu  was  distended  and 
infiltrated  with  pus.  Such  cases  are  often  very  troublesome  on 
account  of  haemorrhage  from  the  stumps,  the  ligature  cutting 
readily  through  the  friable  tissue.  The  tumor  in  such  cases  should 
be  cut  off  with  the  Paquelin  knife,  thus  securing  not  only  an 
aseptic  surface  but  immunity  from  oozing  also.  Of  course 
the  conspicuous  arteries  must  be  ligated.  In  the  case  in 
question  the  temperature  reached  1010  but  the  general  appearance 
and  behavior  of  the  patient  was  good  from  the  time  she  recovered 
from  the  anaesthesia.  The  abdominal  wound  healed  by  first 
intention.  In  the  second  week  after  the  operation  there  was 
apparently  a  thrombus  in  the  left  femoral  vein  which  gave  her 
discomfort  for  a  few  days.  She  was  discharged  during  the  fourth 
week  after  the  operation,  the  vein  evidently  having  relieved  itself 
without  inflammation.  An  interesting  question  which  suggested 
itself  in  connection  with  this  case  concerned  the  futility  of  attempts 
at  draining  such  cases  by  means  of  the  intra-uterine  tampon.  A 
number  of  similar  cases  had  been  seen  by  the  speaker  in  which 
drainage  of  certain  diseased  areas  in  the  tubes  was  entirely  feasible, 
but  could,  by  no  means  within  the  speaker's  comprehension,  extend 
to  abscess-accumulations  which  were  extra-tubal.  If  those  accu- 
mulations remained  what  advantage  was  it  to  the  patient  that  she 
had  been  relieved  of  a  portion  of  her  disease.  Certainly  her  steril- 
ity remained  and  also  the  possibility  of  becoming  septic.  Therefore 
it  would  seem  more  scientific,  and  more  satisfactory  because  more 
thorough,  to  attack  disease  of  this  character,  after  a  fair  trial  of  the 
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palliative  measures,  by  going  directly  at  it  and  removing  all  that 
should  be  removed. 

Dr.  Currier  also  reported  a  case  of  Retroflexion  of  the  Uterus  operated 
on  by  Schultze's  Method;  Later  Return  of  Retroflexion  associated  with 
Diseased  Appendages ;  One  Ovary  and  Tube  removed  and  a  Small 
Cyst  from  the  Other  Ovary;  Uterus  sutured  to  Abdominal  Wall; 
Recovery  and  Subsequent  Pregnancy  with  Normal  Delivery. 

Case  III. — Dr.  Currier  further  narrated  the  history  of  a  case  also 
occurring  September  7th.  The  patient,  an  Irish  woman,  twenty- 
six  years  of  age,  married  five  years,  came  under  his  observation 
three  years  ago  suffering  with  uterine  retroflexion  and  adhesion 
with  its  consequences,  including  sterility,  the  latter  being  a  great 
trial  and  reproach  to  her.  After  a  period  of  ineffectual  office-treat- 
ment Schultze's  operation  was  performed,  to  relieve  the  adherent 
uterus,  but  without  satisfaction.  For  about  a  year  nothing  was 
seen  of  her,  but  at  the  end  of  that  period  she  returned  with  the 
uterus  again  firmly  adherent  to  the  rectum  and  with  decided  enlarge- 
ment of  the  appendages  on  either  side.  An  abdominal  section  was 
advised  and  submitted  to  in  January,  1891,  but  the  earnest  request 
was  made  that  if  possible  one  of  the  ovaries  might  be  retained. 
Both  ovaries  were  found  decidedly  enlarged  and  diseased;  one  was 
removed  with  its  tube,  the  fluid  in  the  other  was  evacuated,  the 
sac  excised  and  the  ovarian  wound  closed.  The  uterus  was  liber- 
ated from  its  attachments  with  some  difficulty,  a  silver  wire  was 
carried  through  each  uterine  cornu,  and  the  ends  were  drawn  out 
through  the  abdominal  wall,  on  either  side  of  the  abdominal  wound 
and  twisted  in  the  median  line,  (that  is,  the  upper  end  of  one  suture 
was  attached  to  the  upper  end  of  the  other,  and  the  lower  ends 
were  similarly  secured.  The  method  was  described  in  the  New 
Fork  Medical  fonrnal  1891).  The  results  of  this  operation  were  all 
that  could  be  desired.  The  patient's  health  improved  greatly, 
the  uterus  retained  its  enforced  position,  dysmenorrhcea  van- 
ished, and  in  about  eleven  months  from  the  time  of  the  operation 
she  became  pregnant.  Her  pregnancy  was  comparatively  unevent- 
ful and  on  the  night  of  September  7th,  I  delivered  her  instrumen- 
tally  of  a  large  and  healthy  female  child.  There  was  a  moderate 
rupture  of  the  vagina  which  was  closed  immediately  after  the  con- 
clusion of  the  labor,  and  she  recovered  her  health  and  strength 
again  without  mishap.  The  uterus  is  still  attached  to  the  abdominal 
wall  and  I  could  not  see  that  its  contraction  was  less  efficient 
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or  regular  after  the  evacuation  of  its  fcetal  contents  than  is  the  con- 
traction of  the  uterus  under  ordinary  circumstances. 

Dr.  Currier  said  the  point  which  he  wished  to  bring  out  was 
that  the  use  of  the  Paquelin  cautery  to  cut  off  the  tumor  in  cases  in 
which  there  was  danger  of  sepsis,  as  in  this  case  in  which  the  tissue 
was  infiltrated  with  pus,  was  much  superior  to  any  steel  cutting 
instruments  which  may  leave  a  purulent  surface  after  the  tumor  is 
tied  and  cut. 

Dr.  Lusk  said  he  always  cut  off  the  tumor  with  the  Paquelin 
cautery. 

Dr.  W.  Gill  Wylie  thought  the  trouble  usually  was  with  the 
ligature  becoming  poisoned,  when  it  then  acted  as  a  foreign  body. 
The  diseased  tissue  is  not  so  prominent  a  cause  of  fistula  as  the 
thread. 

Dr.  Currier  had  found  in  a  number  of  cases  in  which  he  had 
operated  for  this  condition,  that  tying  through  the  friable  tissue  was 
very  apt  to  be  followed  by  provoking  oozing  which  might  require 
a  good  deal  of  sewing  and  even  then  might  leave  an  unsatisfactory 
condition,  but  by  thoroughly  searing  the  entire  surface  of  the  stump, 
as  in  this  method,  for  which  he  claimed  no  originality,  he  thought 
that  very  important  objection  would  be  obviated. 

Dr.  Cleveland  for  these  same  reasons  was  in  the  habit  two 
years  ago  of  taking  off  the  tubes  and  ovaries  in  the  same  way  with 
the  Paquelin  cautery  but  had  since  abandoned  it,  though  for  no 
particular  reason.  He  thought  it  was  an  excellent  method,  that 
the  tumor  .could  be  cut  off  very  cleanly  with  the  Paquelin  cautery 
and  the  danger  of  sepsis  be  done  away  with  to  a  great  degree. 

Dr.  Malcolm  McLean  emphasized  the  point  that  in  using  the 
Paquelin  cautery  only  a  low  degree  of  heat  is  necessary  or  proper. 
It  is  a  cutting  instrument  and  it  also  chars  the  tissues.  If  a  very 
low  cherry-red  heat  is  used  and  quick  light  touches  are  made,  it 
cuts  through  the  tissues  just  as  well,  and  only  cooks  the  tissues. 
Dr.  Keith  brought  that  point  out,  that  these  tissues  which  are  left 
are  absolutely  ' '  digestible,"  and  he  has  proved  by  autopsies  that 
all  of  the  cooked  portion  has  been  absorbed.  The  speaker  referred 
to  this  because  the  objection  had  been  made  that  it  might  produce 
a  foreign  body  by  charring  the  tissue. 

Dr.  H.  N.  Vineberg  asked  Dr.  Currier  if  he  discovered  any  gono- 
cocci  in  the  contents  of  the  tubes. 

Dr.  Vineberg  had  had  some  experience  in  the  treatment  of  retro- 
flexions by  Brandt's  method  and  had  succeeded  in  a  number  of 
cases  in  correcting  the  retroflexion.    He  saw  Brandt  succeed  in  six 
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weeks  in  a  casein  which  Schultze  failed  on  three  different  occasions 
with  the  patient  under  chloroform.  He  scarcely  thought  the  opera- 
tion justifiable  under  any  condition,  for  if  the  uterus 'cannot  be 
brought  forward  by  pelvic  massage,  the  case  is  unfit  for  forcible 
breaking-up  of  adhesions.  He  had  a  case  at  present  under  obser- 
vation in  which  Schultze's  method  had  been  carried  out  by  a 
member  of  this  Society,  and  the  patient  was  worse  after  the  opera- 
tion. When  Dr.  Vineberg  saw  her  the  uterus  presented  a  large 
fundus  and  was  fixed  in  Douglas's  cul-de-sac.  In  about  three 
weeks'  time,  treating  her  every  other  day,  he  got  the  uterus  forward 
and  removed  the  adhesions,  but  the  uterus  still  had  a  tendency  to 
go  back.  The  case  was  still  under  observation,  and  he  would 
report  later  on. 

Dr.  Lusk  had  practiced  Shultze's  method  for  the  past  two  years 
and  it  had  been  extraordinarily  successful.  He  thought  there  were 
very  few  cases  where,  with  a  certain  amount  of  patience,  it  was  not 
possible  to  tear  up  the  adhesions  and  restore  the  uterus  to  its 
proper  position,  and  in  most  cases  without  much  difficulty.  One 
case  came  to  him  in  which  the  patient  was  sterile,  and  as  there  was 
a  large  property  at  stake  she  was  very  anxious  to  have  a  child. 
She  had  a  retroflexion  and  old  adhesions,  and  he  succeeded,  in  two 
sessions,  by  Schultze's  method,  in  tearing  up  the  adhesions  and 
restoring  the  position  of  the  uterus.  Three  or  four  months  later 
she  came  back  with  signs  of  pregnancy,  which  proved  to  be  tubal, 
the  foetus  died,  and  he  had  occasion  afterwards  to  extirpate  the  sac. 
In  this  instance  there  had  been  a  law-suit,  and  the  section  of  the 
will  which  made  the  advent  of  a  child  so  desirable  was  overturned 
by  the  courts,  so  the  family  were  satisfied.  Those  who  had  never 
tried  Schultze's  method  for  restoring  the  uterus  he  did  not  wish  to 
see  discouraged,  as  he  considered  it  a  most  valuable  addition  to 
our  methods  of  treatment. 

Dr.  Cleveland  asked  how  long  the  patient  was  treated  at  each 
sitting. 

Dr.  Lusk  replied  about  three-quarters  of  an  hour  each  time,  but 
in  many  cases  where  the  adhesions  were  slight,  ten  minutes  would 
be  sufficient 

Dr.  A.  P.  Dudley  thought  Dr.  Currier's  case  demonstrated  the 
fact  that  the  ovaries  could  be  surgically  treated  with  the  result  of 
relieving  sterility.  He  did  not  believe  in  breaking  up  adhesions 
without  knowing  what  you  are  doing  when  breaking  them  up.  He 
thought  it  was  hazarding  a  good  deal,  because  diagnosis  could  not 
always  be  made  between  pyosalpinx  and  hydrosalpinx,   and  he 
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preferred  to  make  abdominal  section  and  break  up  the  adhesions 
rather  than  give  ether  and  forcibly  do  that,  as  Schultze  does.  He 
would  also  rather  do  that  than  to  trust  to  Brandt's  method  and 
promise  the  patient  a  cure,  for  the  same  reason,  that  you  cannot 
tell  just  what  caused  the  pelvic  adhesions.  We  all  know  pelvic 
adhesions  are  due  to  inflammation  and  that  it  usually  starts  in  the 
appendages,  and  if  so  they  must  be  involved  to  a  more  or  less 
degree,  and  simple  laparotomy  would  not  be  as  hazardous  as 
forcibly  breaking  up  the  adhesions  in  the  dark.  The  possibility 
exists  that  if  Dr.  Lusk  had  made  a  laparotomy  and  freed  the  tubes 
she  might  have  had  a  pregnancy  in  the  uterus  instead  of  in  the 
tube. 

Dr.  Joseph  Brettauer  asked  if  Dr.  Lusk's  case  was  a  simple 
retroflexion  adherent  in  Douglas's  cul-de-sac. 

Dr.  Lusk  replied  that  the  adhesions  were  firm  and  strong,  but 
there  was  no  trouble  in  the  tube  or  broad  ligament. 

Dr.  Brettauer  thought  Schultze's  method  should  only  be  carried 
out  in  cases  where  one  is  sure  that  there  is  no  pus-tube  or  ovarian 
abscess,  because  if  the  adhesions  are  forcibly  broken  loose  in  cases 
where  these  conditions  are  present,  one  is  very  apt  to  break  up  a 
pus-tube  or  existing  abscess  and  complicate  the  whole  case.  He 
thought  Schultze's  method  very  good  in  simple  cases  of  adherent 
retroflexion,  but  not  in  cases  like  Dr.  Currier's,  where  there  was 
pyosalpinx  on  both  sides. 

Dr.  Lusk  said  that  Schultze  particularly  cautions  against  employ- 
ing the  method  in  such  cases,  and  that  it  should  only  be  adopted  in 
those  cases  where  the  tubes  are  free  from  disease. 

Dr.  Currier  in  closing  the  discussion  thought  Dr.  Lusk's  ques- 
tion a  perfectly  fair  one,  and  a  year  ago  he  would  have  asked  the 
same  question  himself.  He  referred  to  the  experience  of  Drs. 
Krug  and  Polk  with  this  operation,  the  ease  with  which  it  could 
be  performed,  and  the  good  results  following  it.  In  this  case,  the 
question  of  removing  the  ovaries  and  bringing  on  the  menopause 
in  that  way  had  occurred  to  him.  The  diagnosis  was  not  complete 
before  he  opened  the  abdomen.  The  question  in  his  mind  was 
whether  it  was  a  cyst  of  the  broad  ligament,  an  ovarian  abscess 
with  firm  walls,  or  a  fibroid  tumor  of  the  uterus;  so  that,  while  the 
case  was  one  which  seemed  to  demand  an  operation,  he  did  not 
feel  certain,  beforehand,  what  operation  would  be  required.  Re- 
moval of  the  ovaries  for  a  fibroid  of  the  uterus  was  eminently 
proper  in  cases  in  which  there  was  troublesome  haemorrhage,  but 
haemorrhage  was  not  a  serious  trouble  in  this  case.    The  woman 
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had  been  suffering-  for  years  from  severe  pain,  had  always  been 
sterile,  and  the  object  of  the  operation  was  to  relieve  the  pain.  In 
consideration  of  that  fact  also  that  with  a  hard  tumor  of  this  char- 
acter retrogressive  changes  are  not  likely  to  be  rapid  after  removal 
of  the  ovaries,  he  thought  removal  of  the  uterus  was  the  proper 
operation.  He  had  been  much  impressed  with  the  experiences  of 
Drs.  Polk  and  Krug  and  was  able  to  corroborate  their  statements 
in  this  case,  finding  the  operation  easy  to  perform  and  con- 
valescence uneventful. 

With  regard  to  the  question  of  gonococci  in  the  second  case, 
the  clinical  history  pointed  to  gonorrhoea  on  the  part  of  the  hus- 
band, but  no  examination  was  made  to  prove  it.  He  thought  Dr. 
Lusk  was  perfectly  correct  in  saying  that  Schultze's  operation  was 
not  indicated  in  cases  in  which  the  ovaries  and  tubes  were  mani- 
festly diseased,  but  if  he  would  recall  some  of  his  own  cases  he 
would  remember  that  there  were  other  cases  where  the  tubes  and 
ovaries  were  apparently  healthy,  in  which  the  operation  was  also 
not  indicated ;  for  instance,  cases  in  which  the  adhesions 
were  very  long,  in  which  the  uterus  was  movable  through 
quite  a  large  arc,  and  possibly  the  idea  would  arise 
that  by  passing  the  uterus  through  such  an  arc  the  adhesions  would 
be  broken.  This  did  not  occur  in  all  cases.  He  had  seen  such 
cases  post  mortem,  where  the  adhesions  remained  and  nothing  was 
gained  by  such  an  operation.  Again,  a  uterus  might  have  been  in 
a  vicious  position  so  long  on  account  of  adhesions,  and  the  circu- 
lation and  entire  structure  of  the  organ  so  changed,  that  breaking 
up  the  adhesions  and  correcting  the  displacements  would  give  only 
temporary  relief,  the  vicious  position  being  quickly  resumed.  Dr. 
Currier  agreed  with  Dr.  Dudley,  that  in  cases  in  which  the  patient 
had  a  fair  chance  of  getting  over  the  operation  (and  he  would  not 
operate  otherwise)  more  could  be  accomplished  by  opening  the 
abdomen  and  effectually  securing  the  uterus  in  a  proper  position 
than  by  working  blindly  and  tentatively  as  was  apt  to  be  the  case 
in  such  an  operation  as  Schultze's.  The  very  satisfactory  result  in 
this  case  seemed  to  justify  the  course  which  had  been  pursued. 

Carcinoma  Uteri;  Acute  Mania  Following  Vaginal  Hysterectomy ;  Re- 
covery. 

Dr.  H.  C.  Coe  exhibited  a  specimen  of  cancerous  uterus,  with 
the  following  history:  The  patient,  aet.  fifty-nine,  never  pregnant, 
had  passed  the  menopause  seventeen  years  before.  In  November, 
1889,  she  noticed  a  slight  discharge  of  blood  after  violent  exertion. 
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A  few  months  after  she  was  examined  under  ether  and  a  fragment 
of  tissue  was  removed  for  microscopical  examination,  which  was 
pronounced  to  be  non-malignant.  A  year  later,  haemorrhages 
having  became  more  frequent,  the  diagnosis  of  carcinoma  of  the 
cervix  was  made  and  the  curette  and  cautery  were  used  thoroughly 
with  relief  of  the  symptoms.  Two  months  before  coming  under 
Dr.  Coe's  observation  the  operation  was  repeated.  Total  extir- 
pation was  regarded  by  the  surgeon  as  unjustifiable.  Pain  had  not 
been  a  prominent  symptom,  the  haemorrhages  were  slight,  and  her 
general  health  was  not  visibly  affected.  Her  mind  was  sound  but 
she  was  very  apprehensive  about  her  future.  She  entered  the 
Cancer  Hospital  April  18th  1892  and  was  examined  under  ether  the 
following  day.  Uterus  small,  fairly  movable.  Cord-like  indura- 
tions at  the  bases  of  the  broad  ligaments  were  regarded  as  inflam- 
matory  rather  than  malignant.  The  cervix  was  patulous  and  some- 
what eroded:  it  was  evident  that  the  growth  had  extended  upward 
along  the  canal  rather  than  externally.  Operation  April  23d.  It 
was  unusually  difficult  on  account  of  the  narrowness  of  the  vagina 
and  introitus,  which  rendered  it  impossible  to  apply  ligatures  to  the 
upper  portions  of  the  broad  ligaments  until  after  the  uterus  had 
been  removed.  Clamps  were  used  temporarily.  There  were  some 
perimetric  adhesions  and  considerable  induration  in  the  left  broad 
ligament.  Both  ovaries  and  tubes  were  removed.  The  usual  gauze 
packing  was  introduced — lateral  strips  covering  the  stumps  and  a 
central  column  of  gauze-bandage.  Time  of  operation  one  hour. 
No  reaction,  the  pulse  being  68  at  the  close. 

April  24th.  Temperature  990,  pulse  120.  Patient  very  restless. 
Passed  gas  freely  per  rectum.  April  25th.  Extremely  restless  and 
excitable,  Temperature  normal,  pulse  120  to  140.  Calomel  and 
salines.  April  26th.  Bowels  moved  naturally.  Difficult  to  keep 
the  patient  in  bed.  She  threw  herself  out  upon  the  floor  once  or 
twice.  April  28th.  Restless  and  unruly.  Delirious  at  night.  Got 
out  of  bed  two  or  three  times  and  walked  about.  Pulse  and  tem- 
perature normal.  Bowels  moved  naturally.  April  29th.  Part  of 
the  gauze  removed.  May  1st.  Gauze  removed.  A  faecal  odor 
noticed  on  the  last  piece.  May  2d.  A  small  amount  of  faecal 
matter  escaped  per  vaginam.  Patient  violent  and  refused  medicine 
and  nourishment.  5th.  Restrained  by  force.  Resisted  so  that  it 
was  impossible  to  make  an  examination  or  to  give  vaginal  douches. 
Faeces  escaped  constantly  per  raginam,  evidently  from  the  descend- 
ing colon,  as  enema  came  through  the  vagina.  14th.  Mental 
perversion  continued  for  a  week  without  any  signs  of  improvement 
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Melancholia,  alternating  with  periods  of  violent  excitement.  Pulse 
and  temperature  normal.  As  the  fistula  was  evidently  closing,  the 
bowels  were  kept  constipated  for  several  days  at  a  time  with  bismuth 
and  opium.  1 8th.  The  patient  gradually  sank  into  a  condition  of 
stupor,  passed  her  urine  involuntarily  and  became  comatose,  but  ral- 
lied and  was  again  violent,  though  she  began  to  show  signs  of  return- 
ing reason.  As  the  fistula  had  entirely  closed  and  she  was  taking 
nourishment  freely,  she  was  allowed  to  sit  up  and  eventually  to 
walk  about  the  hospital  grounds,  though  closely  watched,  as  she 
was  liable  to  have  sudden  outbreaks  of  maniacal  excitement. 

June  i st.  Wound  examined  for  the  first  time  since  the  operation 
(five  weeks)  and  the  last  ligature  was  removed.  It  had  healed 
perfectly.  When  the  patient  was  assured  of  this  she  became  calmer 
and  during  the  last  ten  days  of  her  stay  in  the  hospital  there  was  a 
rapid  improvement  in  her  mental  condition.  She  was  discharged 
June  1 2th,  and  continued  to  improve  after  she  returned  home, 
being  now  in  good  health  mentally  and  physically. 

There  were  several  interesting  points  in  connection  with  the 
case.  Inspection  of  the  cervix  gave  no  clue  to  the  extent  of  the 
disease,  which  involved  the  entire  corpus  uteri — an  argument  in 
favor  of  total  extirpation  versus  high  amputation.  The  presence  of 
indurations  in  the  broad  ligaments  and  some  limitation  of  the 
mobility  of  the  uterus  could  not  be  regarded  as  a  positive  contra- 
indication to  operation,  if  a  careful  examination  under  ether  showed 
that  the  indurations  were  probably  merely  inflammatory.  The 
prognosis,  under  these  circumstances,  however,  must  be  regarded 
as  somewhat  doubtful. 

The  cause  of  the  intestinal  fistula  was  not  clear.  It  might  have 
been  due  either  to  the  tearing  away  of  an  adherent  loop  of  gut, 
from  the  violent  movements  of  the  patient,  or  possibly  to  ulceration 
secondary  to  the  denuding  of  its  serous  covering  over  a  small  area 
during  the  operation.  In  another  case  of  vaginal  hysterectomy 
in  Dr.  Coe's  practice,  a  fistula  appeared  after  an  attack  of  dysen- 
tery, six  months  subsequent  to  the  operation,  when  the  patient  was 
in  good  health,  and  persisted  until  her  death  several  months  later, 
there  having  been  no  recurrence  of  the  disease.  The  mania  devel- 
oped too  soon  after  operation  to  be  regarded  as  a  psychosis  directly 
due  to  the  same.  It  was  probably  the  culmination  of  long-stand- 
ing mental  depression.  That  it  was  aggravated  by  the  local  con- 
dition was  shown  by  the  patient's  constant  worry  over  the  discharge 
of  faecal  matter  per  vaginam  and  the  fact  that  as  soon  as  the  fistula 
closed,  she  began  to  improve  rapidly.    Many  so-called  "psycho- 
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ses,"  following-  gynaecological  operations,  might  have  followed 
operations  in  any  part  of  the  body.  The  reporter  had  had  three 
cases  of  mania  and  melancholia  in  women  who  had  passed  the 
menopause — two  after  vaginal  hysterectomy  and  one  after  ampu- 
tation of  the  breast.  In  each  instance  the  patient  had  long  been 
anxious  and  depressed  through  the  suspicion,  or  positive  knowl- 
edge, of  existing  malignant  disease. 

Dr.  Dudley  asked  if  there  were  any  symptoms  of  iodoform 
poisoning  in  this  case,  and  whether  Dr.  Coe  used  the  glycerine 
preparation  of  moist  gauze.  He  asked  this  question  because  he 
had  had  two  such  cases  of  acute  mania  coming  on  after  removal 
of  ovarian  tumors,  and  in  both  cases  he  thought  he  could  attribute 
it  to  iodoform  absorption.  In  one  case  the  woman  was  wild  for 
weeks  and  had  to  be  kept  in  a  straight-jacket.  As  soon  as  he  could 
eliminate  the  iodoform  from  her  system  she  began  to  improve.  He 
had  packed  the  wounds  with  a  ten  per  cent,  moist  iodoform-gauze 
prepared  in  glycerine,  and  he  believed  that  these  patients  had 
absorbed  more  or  less  of  that  glycerine  impregnated  with  iodoform. 

Dr.  Wylie  thought  this  question  of  insanity  following  removal 
of  the  ovaries  and  uterus  was  beginning  to  assume  a  rather  serious 
aspect.  Only  to-day  in  consultation  with  an  eminent  surgeon  in 
this  city,  in  a  case  where  the  tubes  and  ovaries  were  plainly  dis- 
eased on  one  side,  the  objection  to  operation  was  that  insanity  so 
frequently  followed  the  operation.  The  speaker  s  experience  was 
that  it  does  not  very  frequently  follow  it.  That  it  follows  it  is 
sometimes  true,  but  in  this  very  class  of  people  where  insanity 
does  follow,  many  of  them  are  imperfectly  developed  to  start  with, 
and  in  doing  so  many  operations  it  is  natural  to  strike  a  case  of 
insanity  now  and  then.  He  had  concluded  that  the  insanity  that 
follows  operations  follows  them  no  oftener  in  women  after  the 
removal  of  the  uterus  than  after  removal  of  other  organs  unless  the 
patient  has  some  condition  or  brain-disorder  that  would  make  it 
possible  from  other  causes.  In  thirty-two  vaginal  hysterectomies 
he  had  had  only  one  case  of  insanity  follow,  and  it  did  not  show 
itself  until  several  weeks  after  operation.  The  ovaries  were  not 
removed  but  the  patient  did  have  an  abscess,  one  of  the  ovaries 
retracting  so  as  to  allow  the  tissues  to  close  below  a  slow-forming 
abscess,  which  he  opened  and  drained  and  the  patient  recovered, 
but  the  insanity  persisted.  The  only  other  case  which  he  could  recall, 
out  of  a  good  many  hundred  laparotomies  performed,  where  insanity 
seemed  to  follow  the  operation,  came  on  the  third  or  fourth  day  and 
was  due  directly  to  the  operation,  and  was  probably  a  form  of 
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acute  sepsis.  Sepsis  of  some  form  may  produce  acute  insanity 
by  affecting-  the  brain  or  nervous  system  directly,  but  he  thought  it 
was  a  mistake  to  consider  laparotomy  or  removal  of  the'  tubes  and 
ovaries  as  being  the  direct  cause  of  insanity.  If  it  is  a  cause  at  all 
it  is  indirectly  so,  as  any  operation  might  be  in  a  patient  predis- 
posed to  insanity. 

Dr.  Lusk  said  that  some  two  years  ago  he  had  occasion  to 
remove  a  uterus  for  carcinoma  in  an  otherwise  perfectly  healthy 
patient,  who  made  a  good  recovery  from  the  operation. 
There  was  no  disturbance  whatever,  but  about  two  weeks  after  the 
operation  when  she  was  progressing  rapidly,  she  developed  melan- 
cholia and  insanity  and  died  about  six  months  afterwards  from 
recurrence  of  the  carcinoma;  these  symptoms  of  mental  pertur- 
bation continued  until  the  time  of  her  death.  In  that  case  there 
was  no  family  history  or  predisposition,  or  anything  whatever  to 
account  for  the  mental  disturbance,  excepting  the  operation. 

Dr.  J.  Duncan  Emmet  agreed  with  Dr.  Wylie  in  his  view  of 
insanity  after  laparotomy.  He  had  known  of  a  case  of  insanity 
following  acute  mania  after  operation  for  severe  laceration  of  the 
cervix,  in  which  the  result  was  excellent.  He  thought  insanity 
in  such  cases  was  hereditary  or  due  to  hereditary  bias,  and  any 
great  shock  to  the  nervous  system  would  bring  it  on.  The  fact 
that  the  removal  of  the  tubes  and  ovaries  or  hysterectomy  pro- 
duces greater  shock  than  any  other  operation,  and  thus  more 
profoundly  affects  the  nervous  system  would  account  for  its 
appearing  after  these  operations  rather  than  after  less  serious 
ones.  There  is  no  legitimate  relation  of  cause  and  effect  between 
hysterectomy  or  removal  of  the  ovaries  and  tubes  and  mania. 

Dr.  Currier  has  seen  two  cases  of  this  kind;  one  after  vaginal 
hysterectomy,  and  the  other  after  the  removal  of  the  tubes  and 
ovaries.  In  the  second  case  the  mania  came  on,  as  in  Dr.  Coe's 
case,  the  day  after  the  operation,  and  the  speaker  thought  that  in 
these  two  cases  the  cause  was  limited  either  to  the  anaesthesia  or  to 
some  disorder  of  the  kidneys.  In  the  hysterectomy  case  there  was 
kidney  disturbance,  and  in  the  second  case  it  could  be  accounted 
for  in  no  way  except  possibly  by  the  effect  of  the  anaesthesia  in  an 
extremely  nervous  person.  He  agreed  with  Dr.  Emmet  that  if  the 
history  of  most  of  these  cases  were  traced  it  would  be  found  that 
the  temperament  was  of  a  decidedly  nervous  character. 

Dr.  Brettauek  recalled  a  case  of  incomplete  abortion  with 
retention  of  the  decidua  and  profuse  haemorrhage.  The  patient 
was  brought  to  the  clinic,  curetted  at  once  and  a  strip  of  iodoform- 
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gauze  introduced  as  drainage.  It  was  gauze  of  fifteen  to  twenty 
per  cent,  simply  soaked  in  iodoform-ether,  not  glycerine-gauze. 
On  the  following  day  the  patient  suddenly  became  raving  and  it 
was  necessary  to  transfer  her  to  the  observation-ward.  The  iodo- 
form-strip  was  then  taken  out,  the  uterus  washed  out  and  a  strip  of 
bichloride-gauze  introduced,  and  seven  days  afterwards  the  patient 
was  transferred  back  again  perfectly  well.  She  had  a  perfectly 
good  family  history,  no  mania  or  insanity,  and  she  was  perfectly 
well  afterwards,  so  the  speaker  thought  iodoform  absorption  was 
the  reason  of  her  mania. 

Dr.  Coe  said  that  he  could  hardly  attribute  the  symptoms  in 
this  case  to  the  cause  suggested  by  Dr.  Dudley.  His  gauze  was 
dry  iodoform-gauze  of  fifteen  to  twenty  per  cent,  and  there  were 
no  evidences  of  iodoform  poisoning.  He  agreed  with  Dr.  Wylie 
regarding  the  explanation  in  the  majority  of  these  cases,  and  said 
that  at  the  Cancer  Hospital  they  had  had  several  cases  of  acute 
mania  and  melancholia  after  operations,  and  that  there  seemed  to 
be  something  about  malignant  disease  which  causes  a  decided 
depression  in  the  mind  of  the  patient  and  predisposes  to  melan- 
cholia. Two  of  his  patients  who  were  insane  after  hysterectomy 
had  long  passed  the  menopause,  so  the  question  of  the  ablation  of 
the  tubes  and  ovaries  did  not  come  up.  A  lady  whose  breast  the 
speaker  had  removed  last  winter  had  melancholia.  Dr.  Coe  thought 
that  the  insanity  was  not  so  much  due  to  the  operation,  as  to  the 
brooding  of  the  patients  over  their  condition  and  the  possibility  of 
its  recurrence.  [Mental  perturbation  after  cceliotomy  for  the  re- 
moval of  tubes  and  ovaries  in  young  women  might,  in  exceptional 
cases  perhaps,  be  attributed  to  the  sudden  bringing  on  of  the 
menopause,  but  was  sure  that  such  cases  were  less  frequent  than 
was  formerly  supposed. 

Dr.  A.  P.  Dudley  presented  the  specimen  and  read  the  history 
of  a  case  entitled: 

Uterine  Fibroid  removed  by  Supra-pubic  Uterine  Section;  Recovery 

of  the  Patient. 

This  specimen  was  removed  from  a  patient  thirty-seven  years 
of  age,  single,  who  gave  the  following  history:  She  matured  at 
fifteen,  was  regular,  changes  appearing  every  three  weeks  and 
three  days,  the  flow  normal  in  quantity,  lasting  four  days  with  no 
pain  until  six  years  ago  except  backache  and  pain  down  the  limbs 
during  the  month,  the  latter  had  continued  for  thirteen  years.  In 
1885  she  had  a  miscarriage  at  three  months,  brought  on  by  first 
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injecting-  the  uterus  with  air  and  then  with  water;  she  recovered 
from  the  miscarriage  apparently  without  trouble.  In  1889,  four  years 
later,  she  first  noticed  some  enlargement  of  the  abdomen  over  the 
pubes;  it  was  not  attended  by  any  symptoms  and  she  did  not  con- 
sult a  physician  with  reference  to  it  until  1890;  her  changes  had 
not  increased  in  quantity  and  her  only  suffering  was  backache  and 
pain  down  the  limbs  with  general  weakness.  She  was  told  by  her 
physician,  Dr.  Shufelt,  that  she  had  a  fibroid  tumor  of  the  uterus 
and  received  treatment  by  electricity,  Apostoli's  method,  twice  a 
week  during  the  following  eighteen  months.  At  first  the  electricity 
materially  reduced  the  growth  and  checked  the  backache  and  pain 
down  the  limbs,  but  after  a  time  the  treatment  seemed  to  stimulate 
the  growth  of  the  tumor,  so  the  pain  having  been  relieved  and  the 
patient  not  flowing  more  than  normal,  the  electricity  was  aban- 
doned. 

In  July  last  she  had  flooding,  a  flow  at  first  sharp,  continuing 
in  small  quantity  from  day  to  day  for  three  weeks  and  attended 
with  a  good  deal  of  pain;  she  was  unable  to  earn  her  living  and  Dr. 
Shufelt  advised  her  to  have  the  growth  removed  and  for  that  pur- 
pose secured  her  admittance  to  the  Post-Graduate  Hospital.  Pre- 
vious to  her  admission  I  saw  her  in  consultation  with  him  several 
times  and  concurred  with  him  in  the  opinion  that  the  growth  should 
be  removed.  It  was  thought  that  possibly  the  growth,  being  mural 
and  submucous,  could  be  removed  per  vaginam,  but  efforts  to 
dilate  the  uterus  with  tents  soon  proved  the  rashness  of  such  an 
attempt.  Hysterectomy  seemed  to  be  the  only  alternative,  which 
the  patient  readily  consented  to,  and  on  Tuesday  last  she  was  put 
under  the  influence  of  an  anaesthetic,  abdominal  section  made  and 
the  uterus  with  its  contained  fibroid  lifted  through  the  incision.  The 
growth  proved  to  be,  as  we  had  thought,  a  single  fibroid  occupy- 
ing the  posterior  wall  of  the  uterus;  the  ovaries  and  tubes  were  free 
from  adhesions  and,  with  the  exception  of  some  cysts  in  the  right 
ovary,  apparently  free  from  disease.  It  was  my  desire,  if  possible, 
to  avoid  hysterectomy  in  this  case  and  I  determined  to  make  the 
effort  to  remove  the  growth  and  leave  the  uterus.  A  ligature  was 
quickly  cast  about  the  neck  of  the  uterus  beneath  the  ovaries  and 
tubes,  the  latter  having  been  lifted  up;  this  was  drawn  sufficiently 
tight  to  check  the  haemorrhage  and  fastened.  An  incision  about  five 
inches  long  was  then  made  through  the  uterine  tissue  over  the  most 
prominent  part  of  the  growth,  incising  the  capsule  at  the  same  time, 
when  a  quantity  of  water  escaped,  demonstrating  the  growth  to  be  a 
fibro-cyst,  which  accounts,  in  my  judgment,  for  the  increase  in 
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size  of  the  tumor  after  electricity  had  been  used  for  a  time.  After 
having  removed  the  growth,  trie  sac  was  dissected  out;  the  latter 
had  covered  over  the  uterine  canal  and  as  I  desired  to  make  through 
and  through  drainage,  Dr.  Tull,  who  was  present,  kindly  passed  a 
Peaslee  sound  into  the  uterus  and  I  cut  down  upon  it,  dilated  the 
canal  from  above  with  Wylie's  dilator  sufficiently  to  allow  me  to 
pass  a  strip  of  iodoform-gauze  through  it  into  the  vagina  and 
sewed  the  tumor-cavity  up  with  continuous  catgut  suture,  going 
back  and  forth  over  the  wall  towards  the  fundus  on  either  side  of 
the  gauze.  The  last  row  of  sutures  brought  the  peritoneal  covering  of 
the  uterus  together,  the  entire  tumor  cavity  having  been  obliterated 
and  only  a  narrow  canal  remained  from  the  fundus  of  the  uterus 
through  to.  the  cervix;  this  was  filled  with  the  strip  of  gauze,  the 
latter  only  about  an  inch  wide.  The  ligature  was  then  removed  and 
haemorrhage  looked  for,  but  I  am  happy  to  say  that  the  method  of 
suturing  used,  completely  closed  the  uterine  sinuses  and  only  a 
slight  oozing  from  two  needle  punctures  in  the  fundus  followed  the 
removal  of  the  ligature  about  the  uterus;  the  latter  was  then  put 
back  into  the  abdominal  cavity  and  the  cysts  in  the  right  ovary 
tapped  and  drained,  the  pelvic  cavity  thoroughly  irrigated  and  the 
peritonaeum  closed.  I  had  purposely  left  the  two  catgut-sutures 
with  which  I  closed  the  fundus  of  the  uterus  and  with  these  I 
fastened  the  latter  to  the  peritonaeum  in  the  centre  of  the  incision; 
the  abdominal  wound  was  then  closed,  the  only  drainage 
used  being  that  of  the  gauze  through  the  uterus,  out  through  the 
vagina,  and  up  through  the  abdominal  incision.  The  patient  went 
to  bed  in  very  good  condition  and  she  rallied  quickly;  as  soon  as 
she  came  out  of  ether  she  was  given  the  usual  treatment  with 
Sedlitz  powders,  one  half  every  half  hour  until  four  had  been  taken. 
The  bowels  moved  freely  at  the  end  of  twenty-four  hours;  her 
temperature  has  not  so  far  gone  above  101,0  neither  has  she  been 
tympanitic  nor  shown  any  evidence  of  peritonitis.  The  pulse  is  nor- 
mal and  the  gauze  has  been  gradually  removed  day  by  day  until 
yesterday,  when  I  removed  the  last  of  the  original  gauze  and  carried 
through  with  it  a  fresh  piece  from  above  downwards  as  I  did  not 
feel  like  removing  all  drainage  from  the  uterus  just  at  present.  The 
patient  is  practically  convalescent  and  I  anticipate  no  further  trou- 
ble with  her  case. 

I  believe  the  method  of  operation  and  its  result  another  bit  of 
evidence  in  favor  of  catgut-suture  and  also  Caesarean  section,  in 
cases  requiring  it,  for  it  demonstrates  the  fact  that  uterine  tissue 


Transactions  of  Societies. 


can  be  incised  and  will  heal  as  kindly  as  any  other  tissue  in  the 
body  if  properly  cared  for. 

Dr.  Vineberg  thought  it  was  hardly  fair  to  condemn  *the  elec- 
trical treatment,  for  the  reason  that  it  was  not  indicated  in  such  a 
case  as  this.  Anyone  who  was  familiar  with  the  treatment  would 
know  that  Apostoli's  method  should  not  be  applied  in  cases  of  fibro- 
cystic growth.  Another  point  which  the  case  illustrated  was  that 
in  spite  of  the  fact  that  it  was  a  fibro-cystic  growth,  the  electrical 
treatment  did  not  produce  suppuration.  Electricity  had  been 
accused  of  all  sorts  of  things,  among  others  that  it  produced  sup- 
puration, and  that  had  been  claimed  as  one  of  the  dangers  of 
Apostoli's  method.  Here  was  a  case  in  which  if  it  was  likely  to 
do  anything  of  the  kind  the  conditions  were  very  favorable,  and 
yet  suppuration  was  not  produced.  Before  the  speaker  would  be 
willing  to  put  any  case  down  as  a  failure  of  Apostoli's  method  he 
would  like  to  know  more  definitely  about  the  manner  in  which  it 
was  applied,  and  whether  the  man  who  treated  her  was  familiar 
with  the  method. 

Dr.  DuDLEy  said  it  was  hardly  necessary  for  him  to  say  that  he 
appreciated  Apostoli's  method  as  much  as  anyone,  having  seen  him 
work,  and  knowing  what  he  has  done.  As  he  stated  in  his  history 
of  the  case,  for  some  time  after  the  electricity  was  used  the  growth 
decreased  in  size,  and  then  afterwards  it  seemed  to  stimulate  it, 
and  it  grew  more  in  the  last  six  months  than  in  the  year  previous, 
notwithstanding  the  fact  that  electricity  was  used  twice  a  week 
with  an  intra-uterine  probe  and  the  clay-pad  over  the  growth. 
Apostoli  claims  that  no  growths  are  more  amenable  to  electricity. 
He  considered  that  the  growth  had  become  cystic  as  a  result  of  the 
electrical  application,  the  electricity  breaking  up  the  molecular 
construction  in  the  fibroid.  It  was  a  case  not  attended  with  haem- 
orrhage, and  he  had  seen  Apostoli  treat  many  non-hsemorrhagic 
cases  by  electricity.  The  growth  was  removed  for  the  purpose  of 
saving  the  uterus  to  the  women.  He  thought  he  could  remove  the 
entire  tumor  and  leave  the  uterus,  because  it  did  not  involve  either 
tube  or  ovary.  The  growth  was  posterior  to  the  tubal  entrance 
into  the  uterus  on  both  sides.  Dr.  Dudley  also  reported  this  case 
to  show  that  catgut  in  uterine  tissue,  as  a  continuous  suture, 
the  parts  being  properly  brought  together,  would  procure  primary 
union  without  any  danger  of  haemorrhage. 

Presentation  of  Instruments. 
Dr.  Malcolm  McLean  presented  a  simple  appliance  for  irriga- 
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tion  during  operations  through  a  Sims'  speculum.  It  consisted  of 
a  simple  metal  band  carrying  a  small  nozzle,  connected  by  rubber 
tubing  with  a  reservoir.  The  metal  band  could  be  attached  to  the 
speculum,  and  would  afford  thorough  irrigation  of  the  cervix  and 
vagina,  without  obstructing  the  field  of  vision. 

Dr.  McLean  said  the  chief  advantages  of  the  instrument  were 
its  simplicity,  and  the  fact  that  it  enabled  a  direct  stream  to  be 
thrown  upon  the  cervix.  He  had  found  it  very  useful  in  Dr.  Polk's 
operation  for  endometritis,  or  in  cervical  lacerations,  and  had  used 
it  in  one  case  of  laceration  of  the  uterus  extending  up  into  the  broad 
ligament,  and  in  other  vaginal  and  cervical  operations.  The  instru- 
ment is  instantly  detachable,  it  being  merely  slipped  on  or  off  the 
speculum  at  pleasure. 

Narration  of  Cases. 

Dr.  Charles  Jewett  read  the  history  of  a  case  in  which  he  had 
three  days  ago  performed  symphysiotomy  in  a  patient  with  a  con- 
tracted pelvis  and  delivered  a  live  foetus;  the  patient  at  the  time  of 
the  report  progressing  well;  death  of  the  foetus  on  the  second  day, 
due  to  long-continued  pressure  on  the  head  at  the  outlet  and 
previous  attempts  at  delivery  with  forceps. 

A  CASE  OF  SYMPHYSIOTOMY. 
By  Charles  Jewett,  M.  D. , 

Brooklyn,  N.  Y. 

Ox  September  30th  I  was  requested  to  see  a  case  of  difficult 
labor  with  Drs.  J.  H.  Hunt  and  W.  R.  A.  Carley,  of  Brooklyn.  On 
reaching  the  case  at  about  7  p.m.,  I  obtained  the  following  his- 
tory: The  patient,  a  healthy,  robust  woman,  twenty- two  years 
of  age  and  a  primipara,  fell  in  labor  at  one  o'clock  in  the  morning. 
At  10  a.m.  the  occiput  appeared  at  the  vulvar  orifice.  For  two  or 
three  hours  from  that  time  the  pains  were  of  the  most  vigorous 
character,  but  the  head  remained  immovably  fixed.  Several 
attempts  had  been  made  to  extract  with  forceps  but  to  no  purpose. 
The  instrument  could  not  be  locked  upon  the  head.  This  history  at 
once  suggested  a  contracted  outlet,  a  suspicion  which  was  verified 
on  examination. 

While  all  else  was  obviously  ample  there  was  a  marked  trans- 
verse narrowing  at  the  outlet,  the  bisischial  diameter  measuring 
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about  three  inches.  The  vaginal  walls  had  been  cut  through  along 
the  line  of  the  ischio-pubic  rami  by  the  pressure  of  the  forceps. 
Otherwise  the  passages  were  apparently  intact.  Craniotomy  would 
have  easily  accomplished  the  delivery,  but  the  foetal  heart  was  still 
strong  though  the  rate  was  somewhat  rapid,  ranging  from  150  to 
170  to  the  minute.  The  mother's  pulse  had  not  risen  above  100 
and  the  temperature  was  substantially  normal.  On  consent  of  the 
father  I  determined  to  deliver  by  symphysiotomy  in  the  hope  of 
saving  the  child.  The  operation  was  delayed  till  9.30,  owing  to 
delay  in  getting  the  necessary  instruments.  During  the  intervening 
time  the  foetal  heart  had  not  apparently  lost  force  nor  had  it  in- 
creased in  frequency.  The  pubes  had  been  shaved  and  carefully 
cleansed  and  was  for  about  two  hours  kept  covered  with  a  com- 
press wet  with  a  1-2000  mercuric  iodide  solution.  An  incision  of 
about  an  inch-and-a-quarter  in  length  was  carried  down  to  the 
upper  end  of  the  symphysis.  A  strong  probe-pointed  bistoury  was 
then  passed  down  behind  the  joint,  keeping  the  point  pressed 
strongly  against  the  symphysis.  The  joint  structures  were  then 
cut  through  from  behind  forward  and  to  some  extent  from  below 
upward,  the  knife  being  withdrawn  as  soon  as  the  bones  were  felt 
to  give  way.  Delivery  was  then  easily  completed,  the  head  was 
shelled  out  by  the  fingers  in  the  rectum  while  powerful  pressure 
was  applied  above  the  pubes.  The  wound  meantime  was  pro- 
tected by  a  few  layers  of  sterilized  gauze  wet  with  the  mercurial 
solution.  The  separation  of  the  joint  did  not  apparently  exceed  an 
inch.  On  examination  the  bladder  and  urethra  were  found  unin- 
jured. The  incision  through  the  overlying  soft  structures  was 
closed  with  three  silk  sutures  and  the  wound  dressed.  The  vagina 
was  douched  with  the  mercurial  solution  followed  with  a  plain 
water  douche  and  the  introitus  and  vulva  dusted  with  iodoform. 
The  pelvis  was  immobilized  by  a  firm,  strong  muslin  bandage. 
The  uterus  contracted  well,  the  bladder  emptied  itself  on  the 
following  morning  and  the  patient  up  to  this  time  has  scarcely  had 
a  bad  symptom  and  at  this  writing  bids  fair  to  make  a  satisfactory 
recovery. 

The  child  which  was  a  well-developed  male  was  resuscitated 
with  little  difficulty  but  died  at  the  end  of  about  twenty-four  hours 
from  the  effects  of  the  long  continued  pressure,  mainly  from  cere- 
bral injuries.  The  head  was  enormously  disfigured.  The  position 
was  a  left  occiput  anterior.  A  deep  sulcus  extended  from  the  top 
of  the  right  auricle  to  a  point  directly  in  front  of  the  bregma  corre- 
sponding to  the  position  of  the  right  ischio-pubic  ramus.  The 
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occipital  pole  beyond  this  line  had  been  moulded  to  a  long-,  narrow- 
cylinder.  There  was  also  a  marked  asymmetry  of  the  face.  On 
the  following  day  the  occipito-mental  diameter  measured  6^  inches 
the  occipito-frontal  5J-,  the  biparietal  3J-,  the  sub-occipito-bregmatic 
circumference  13^-  inches. 

In  conclusion  I  may  say  that  owing  to  the  prolonged  pressure 
of  the  head  at  the  outlet  and  the  forceps  injuries,  the  condition  of 
the  passages  was  not  promising  for  symphysiotomy.  The  obvi- 
ously impaired  viability  of  the  child,  too,  would  have  been  suffi- 
cient justification  for  craniotomy  but  as  the  foetal  heart  was  fairly 
strong  at  the  time  of  operating  I  preferred  the  course  pursued 
rather  than  the  only  alternative  of  taking  the  child's  life,  or  worse 
still  the  subterfuge  of  waiting  for  it  to  die. 

Dr.  Wylie  had,  in  his  service  at  the  Bellevue  Hospital,  three 
women  in  whom  a  separation  of  the  symphysis  of  an  inch  or  more 
had  taken  place  spontaneously,  in  two  of  them  very  markedly  so. 
All  became  more  or  less  broken  up  by  other  troubles,  but  mainly 
by  separation  of  the  symphysis,  so  that  they  could  not  walk.  In 
two  of  them  the  forceps  had  been  used.  The  trouble  was  corrected 
by  keeping  the  patient  still  and  using  firm  bandages.  He  thought 
that  nature  thus  pointed  to  pubic  section  as  being  a  most  feasible 
way  of  enlarging  the  pelvis.  He  related  another  case,  seen  in  con- 
sultation, where  the  woman  had  been  delivered  two  days,  and  the 
physician  had  been  unable  to  draw  the  urine  or  pass  a  catheter, 
and  the  real  cause  of  the  trouble  was  not  suspected.  When  he  saw 
the  case.he  at  once  recognized  that  the  whole  symphysis  had  been 
not  only  separated,  but  torn  apart  so  that  he  could  easily  move  a 
small  piece  of  bone  that  had  been  broken  off  of  one  edge.  The 
urethra  had  been  separated  in  such  a  way  that  the  attendants  could 
not  find  it,  but  Dr.  Wylie  found  it  and  withdrew  more  than  a  quart 
of  bloody  urine.  The  forceps  had  torn  completely  asunder  not  only 
the  symphysis  but  the  soft  tissues  and  killed  the  patient  by  the 
ensuing  sepsis. 

Dr.  Lusk  congratulated  Dr.  Jewett  on  being  the  first  to  perform 
symphysiotomy  safely  in  this  country.  The  Morisani  modified 
operation  had  been  performed  only  yesterday  in  Philadelphia  by 
Dr.  Harris,  but  the  Society  was  to  be  congratulated  that  Dr.  Jewett 
had  the  advantage  by  two  days. 

Dr.  Coe  was  impressed  in  a  recent  case  of  difficult  version  in  a 
small  flattened  pelvis,  not  only  with  the  risk  to  the  woman  of 
delivering  a  child  with  a  biparietal  diameter  of  four  inches  through 
a  conjugate  of  three-and-a-half  inches,  but  the  fatal  injuries  to  the 
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child,  and  how  a  question  of  half-an-inch  would  have  made  all  the 
difference  in  the  world  to  the  child,  and  the  woman's  convalescence- 
would  have  been  much  shortened.  The  child  received  such  severe 
injuries,  among  other  things  laceration  of  the  kidney,  that  it  died. 
He  thought  that  this  operation  in  cases  where  there  was  slight 
contraction  might  take  the  place  of  craniotomy  and  the  forceps 
applied  to  the  after-coming  head,  which  in  a  narrow  pelvis  is  a 
serious  operation.  He  asked  the  question  whether  any  of  the 
members  present  had  ever  seen  a  case  of  injury  to  the  kindey  in 
the  new-born,  suffering  from  long  pressure. 

Dr.  LusKsaid  that  in  Italy,  as  he  read  the  reports,  it  was  customary 
in  cases  of  difficult  labor  to  put  on  the  forceps,  and  if  the  head  was 
not  delivered  with  ease,  pubic  section  was  made,  which  gave  them 
the  advantage  of  operating  on  a  patient  who  had  not  been  pre- 
viously mutilated  by  forceps. 

Dr.  A.  M.  Jacobus  referring  to  Dr.  Wylie's  remarks,  asked  if  it 
would  not  be  a  good  plan  to  suture  the  symphysis  as  well  as  the 
soft  parts  after  the  operation. 

Dr.  Jewett  thought  that  within  a  limited  field  symphysiotomy 
might  take  the  place  of  Caesarean  section,  and  certainly  ought  to 
take  the  place  of  craniotomy.  As  to  the  suture,  the  present  prac- 
tice is  to  suture  the  soft  tissues  only,  the  bones  uniting  firmly  with- 
out suture.  In  regard  to  the  causes  of  spontaneous  rupture  and 
the  tear,  it  occurred  to  the  speaker  from  his  experience  in  one  or 
two  cases  that  the  rupture  through  the  soft  structure  of  the  front  of 
the  vagina  into  the  peritonseum,  is  made  by  malapert  manipula- 
tions by  the  obstetrician;  that  is  to  say,  there  is  no  necessity  for 
tearing  the  tissues  in  separating  the  joint,  but  these  injuries  maybe 
otherwise  accidental  in  such  cases. 

Dr.  A.  J.  C.  Skene  read  a  paper  entitled:  The  Use  of  the  Cautery  in 
the  Treatment  of  Urethral  Diseases.     (See  pp.  1005) 

Dr.  Currier  referred  to  the  ignorance  of  many  gynaecologists 
on  the  subject  of  endoscopy,  and  thought  Dr.  Skene's  paper  ought 
to  be  a  stimulus  to  the  development  of  this  portion  of  our  knowl- 
edge. Certainly  without  the  endoscope  the  work  detailed  by  him 
would  be  impossible  to  us. 

Dr.  J.  Duncan  Emmet  asked  Dr.  Skene  if  he  frequently  came  in 
contact  with  neoplasms  of  the  urethra.  He  had  always  been  inter- 
ested in  the  subject  of  diseases  of  the  urethra,  but  neither  in. 
hospital  nor  private  practice  had  he  ever  seen  a  case. 
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He  also  asked  Dr.  Skene  if  he  had  never  found  any  bad  effects 
from  the  presence  of  scars  in  erectile  tissue.  The  speaker  had  seen 
a  great  many  instances  of  that  sort  of  scars  from  the  use  of  the 
cautery,  from  the  use  of  the  knife  or  scissors,  and  non-instrumental 
tears  healing  by  granulation.  He  had  seen  such  a  variety  of 
severe  nervous  symptoms  from  these  scars  in  the  vagina, 
urethra,  and  about  the  anus  and  rectum,  that  he  desired  to  know 
what  Dr.  Skene's  experience  was  in  the  matter.  He  also  wished 
to  know  in  what  way  the  electro-cautery  in  these  diseases  of  the 
urethra  was  superior  to  the  use  of  the  knife  or  scissors  followed  by 
suture,  where  the  operation  could  be  made  in  that  way. 

Dr.  Dudley  said  the  interesting  part  of  the  paper  to  him  was  the 
use  of  the  endoscope  for  diagnostic  purposes.  The  reason  the 
paper  was  not  more  discussed  was,  perhaps,  because  not  much  was 
known  about  the  subject.  The  use  of  the  cautery  with  the  endo- 
scope is  certainly  expert  work,  and  it  is  a  fact  that  the  members 
of  this  Society  have  ordinarily  passed  by  the  urethra  and  got  into 
the  vagina  as  soon  as  possible.  The  removal  of  malignant  disease 
of  the  bladder,  as  Dr.  Skene  has  described  it,  seems  advantageous, 
and  especially  so  from  the  standpoint  of  relief  of  haemorrhage. 
The  paper  would  certainly  stimulate  the  speaker  to  extra  study  in 
its  special  field. 

Dr.  McLean  wished  to  add  the  testimony  of  his  limited  experi- 
ence to  Dr.  Skene's  methods.  He  had  used  the  cautery  only  in  the 
lower  part  of  the  urethra  in  the  manner  described,  and  all  he  knew 
about  operating  upon  the  urethra  and  neck  of  the  bladder  in  women 
he  had  learned  from  Dr.  Skene's  writings. 

Dr.  Skene,  in  reply  to  Dr.  Currier  said  he  had  omitted  to  read 
the  part  of  his  paper  which  dealt  with  the  use  of  the  endoscope  and 
cystoscope,  and  in  giving  credit  for  the  benefit  to  be  derived  from 
their  use  he  had  given  his  ways  of  making  a  differential  diagnosis 
between  urethral  and  cystic  diseases  without  the  use  of  either.  It 
occurred  to  him  that  if  it  was  found  difficult  or  inconvenient  to  use 
either  of  those  instrumenrs  for  diagnostic  purposes,  that  possibly 
in  the  great  majority  of  cases  the  diagnosis  might  be  made  without 
either.  We  certainly  can  make  a  diagnosis  of  cystitis  or  the  ab- 
sence of  it,  by  an  examination  of  the  urine;  differential  diagnosis 
can  be  made  between  inflammatory  troubles  and  displacements  by 
the  touch  and  by  the  history,  so  really  that  portion  of  the  paper 
was  intended  to  show  how  one  could  get  along  without  the  endo- 
scope and  cystoscope  as  far  as  possible;  still  he  would  not  be  with- 
out either  of  them.    He  did  not  believe  any  one  could  make  a  dif- 
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ferential  diagnosis  between  commencing  malignant  disease  of  the 
bladder  or  encysted  calculus  or  some  forms  of  circumscribed  cys- 
titis, without  the  cystoscope.  He  was  making  some  improvements 
upon  the  urethral  endoscope.  The  one  he  had  used  for  a  long 
time  was  not  easy  to  use,  but  in  cases  of  doubt  he  always  used  it 
with  advantage. 

In  regard  to  the  frequency  with  which  he  saw  neoplasms  ot  the 
urethra,  his  experience  differed  entirely  from  Dr.  Duncan  Emmet's — 
he  saw  them  almost  daily.  The  speaker  called  certain  conditions 
neoplasms  which  Dr.  Emmet  would  probably  call  by  some  other 
name. 

Pathologists  might  not  endorse  the  statement,  but  he  looked 
upon  the  old  caruncle,  which  everybody  sees,  as  a  neoplasm. 
Again,  what  is  generally  spoken  of  as  prolapse  of  the  lower  por- 
tion of  the  meatus  urinarius  he  called  a  neoplasm,  and  described 
it  as  an  angioma.  If  we  call  a  rectal  hsemorrhoid  an  angioma,  we 
can  certainly  do  the  same  here;  so  the  difference  between  Dr. 
Emmet  and  myself  is  simply  a  difference  in  the  use  of  terms. 

In  reference  to  the  presence  of  scar-tissue,  Dr.  Skene  said  there 
was  a  sentence  in  the  paper  which  was  to  the  effect  that  most  of 
his  time  in  dealing  with  these  cases  was  taken  up  in  the  manage- 
ment of  old  scars,  the  result  of  treatment.  Scar-tissue,  the  result 
of  heroic  and  rough  treatment,  gives  more  trouble  than  all  the  path- 
ological conditions  put  together  in  the  urethra. 

In  regard  to  the  advantages  of  the  cautery  over  the  knife  and 
scissors,  to  one  who  is  an  expert  in  manipulation  it  might  be  an 
easy  matter  to  take  out  a  section  of  mucous  membrane  of  the  ure- 
thra and  stitch  it  together,  but  he  found  it  was  difficult;  the  bleed- 
ing is  not  easily  controlled,  the  mucous  membrane  is  so  tender  it  is 
difficult  to  suture,  often  the  urine  will  prevent  healing  and  give 
finally  a  bigger  scar  than  by  the  use  of  the  cautery.  The  advan- 
tage of  the  cautery  is  that  anyone  with  very  little  practice  can  do 
the  operation  and  in  a  very  short  time,  and  it  leaves  a  very  much 
smaller  scar. 

One  can  employ  the  cautery  where  one  cannot  exsect.  In  case 
of  fissure  at  the  neck  of  the  bladder  it  is  impossible  to  make  a  clean 
exsection  and  sew  it  up,  but  the  cautery  can  be  used  there  with 
success.  The  same  may  be  said  of  neoplasms  within  the  urethra. 
We  see  a  great  many  painful  scars,  difficult  to  cure,  which  are  pro- 
duced by  forcible  dilatation  of  the  urethra. 
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THE  STATUS  OF  GYNECOLOGY  ABROAD. 

By  H.  N.  Vineberg,  M.D. 

Thure  Brandt's  Method  in  France. — H.  Stapfer  was  sent  by  the 
French  Government  to  Stockholm  to  investigate  what  efficacy,  if 
any,  there  was  in  Thure  Brandt's  method.  His  report  to  the 
Minister  of  Public  Instruction  is  published,  in  part,  in  V  Union  Medi- 
cate for  July  30th,  1892.  He  reviews  briefly  the  history  of  the  origin 
of  the  method  and  its  spread  in  Germany  after  Brandt's  journey  to 
Jena  where  he  treated  sixteen  cases  under  the  supervision  of  Prof. 
B.  S.  Schultze.  The  present  reporter  has  presented  the  same  theme 
to  the  medical  profession  in  this  country  in  a  paper  published  in  the 
New  Fork  Medical  Journal  for  January  24,  1891,  entitled  "Brandt's 
System  in  Gynaecology."  After  expressing  great  satisfaction  with 
the  results  observed  during  his  stay  with  Brandt,  Stapfer  concludes 
as  follows: — 

1.  It  would  be  highly  advantageous  if  Brandt's  method  were 
studied  and  practiced  in  this  country. 

2.  Brandt's  method  in  full  only  should  be  practiced  and  later  on, 
when  it  is  fully  understood,  changes  with  the  view  of  improving  it 
may  be  tried.  All  other  similar  methods,  especially  those  practiced 
in  Germany,  are  spurious.  But  the  results  obtained  by  the  latter  go 
to  show  that  the  principle  of  massage  is  beneficial,  although  infer- 
ior to  those  obtained  by  the  Swedish  treatment. 

3.  Kinesitherapy  demands  a  supple  hand,  long  fingers,  unalter- 
able patience  and  dexterity  and  finesse  in  diagnosis.  The  two  latter 
qualities  develop  through  experience  and  practice  of  the  method, 
which  is  not  to  be  learned  in  one  day. 

4.  Exercised  with  prudence  by  a  competent  hand  Kinesitherapy 
is  not  attended  with  any  danger  to  the  patient.  The  method  is  based  - 
on  the  success  of  numerous  clinical  cases  which  have  stood  the  test 
of  time.    By  its  means  surgical  operations  in  gynaecology  can  be 
considerably  restricted. 

[With  an  experience  of  two  years  of  the  method  I  can  endorse 
for  the  most  part  the  foregoing  conclusions.  Iwould,  however,  take 
issue  with  the  author  on  the  value  he  attaches  to  the  Swedish 
movements  pure  and  simple.  They  are  no  doubt  of  value  and  aid 
materially  in  the  results  obtained  by  Brandt.  But  they  call  for  too 
much  time  to  be  of  general  application.  I  have,  as  well  as  the 
Germans,  obtained  excellent  results  without  resorting  to  them.] 
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The  Operative  Treatment  of  Advanced  Extra-Uterine  Gestation. 

Prof.  R.  Frommel  (Muncheuer  med.  Woch.,  1892,  No.  1)  treats 
this  subject  principally  from  the  standpoint  whether  it  is  advanta- 
geous or  not  to  wait  for  the  death  of  the  foetus.  The  histories  of 
three  cases  upon  which  he  had  operated  are  given  in  full.  Although 
he  recognizes  the  circumstance  that  the  haemorrhage  is  less  trouble- 
some when  the  foetus  is  dead,  he  does  not  think  it  wise  to  postpone 
operative  interference,  and  draws  the  following  deductions  : — 

1.  Operative  interference  is  indicated  in  advanced  extra-uterine 
gestation  under  every  condition. 

2.  The  foetal  sac  should  always  be  totally  extirpated  whenever 
feasible  and  only  in  cases  of  necessity  should  it  be  sewn  to  the 
abdominal  incision. 

3.  It  is  not  advisable  to  postpone  extirpation  until  the  death  of 
the  foetus,  but  every  extra-uterine  gestation  should  be  removed  as 
quickly  as  possible. 

On  Curettement  of  the  Uterine  Cavity. 

Dr.  J.  Gossman  {Muenchener  med.  Woch.,  1892,  No.  22)  thinks 
lightly  of  the  dangers  connected  with  this  operation.  He  performs 
it  in  his  office  or  at  the  dispensary  and  without  giving  an  anaesthe- 
tic. His  patients  are  allowed  to  go  home  immediately  afterwards 
and  he  has  never  observed  any  untoward  effect. 

[The  uterus  of  the  German  woman  must  certainly  be  more 
tolerant  than  that  of  the  American  woman.  No  American  gynaecol- 
ogist, we  think,  would  be  so  rash  as  to  undertake  to  pass  a  Boze- 
man's  catheter  into  the  uterine  cavity,  irrigate  it  with  a  creolin  solu- 
tion, then  thoroughly  scrape  away  the  endometrium,  afterwards 
apply  tincture  of  iodine,  introduce  a  tent  of  iodoform  gauze  and 
allow  the  patient  to  walk  home  as  soon  as  she  got  up  from  the 
table ! !] 

The  Therapeutics  of  Chronic  Endometritis  at  the  Present  Time. 

Dr.  Theilhaber  {Muench.  med.  Woch.,  1892,  No.  26)  subdivides 
chronic  endometritis  according  to  its  causation  into  endometritis 
gonorrhoica,  endometritis  decidualis,  e.  postpuerperalis,  etc. 

He  is  a  strong  advocate  of  curettement  in  that  form  attended 
with  haemorrhage  and  frequently  performs  it  without  narcosis  irri- 
gating the  uterus  before  and  afterwards  with  three-and-a-half  per 
cent,  carbolic  solution.  But  he  keeps  his  patients  in  bed  for  four 
days.    After  the  curettement,  hydrotherapy  plays  an  important  role 
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with  him  in  treatment,  and  he  discusses  this  subject  quite  fully. 
Cauterization  of  the  endometrium  with  pure  tincture  of  iodine  and 
chloride  of  zinc  is  recommended  in  cases  of  catarrhal  endometritis. 
Although  he  employs  injections  of  caustic  substances  by  means  of 
Braun's  syringe,  he  sounds  a  note  of  precaution  against  this  pro- 
cedure as  fifteen  fatal  cases  have  been  reported,  and  no  doubt  many 
more  deaths  have  occurred  which  have  not  found  their  way  into 
literature.  The  employment  of  antrophores  according  to  Falk  has 
its  advantages  especially  in  nulliparous  uteri.  But  it  has  its  disad- 
vantages also.  It  is  frequently  followed  by  haemorrhage  and  uterine 
colic.  Irrigations  of  the  uterus  with  carbolic  acid  solution  (two  per 
cent.)  cure  lighter  forms  of  the  disease.  Vulliet's  method  (in  this 
country  known  as  Polk's)  of  dilating  the  uterus  and  packing  it  with 
iodoform-gauze  receives  attention  and  is  highly  praised.  Apostolus 
method  was  resorted  to  in  three  cases,  in  two  of  which  the  results 
were  good.  The  third  patient  did  not  continue  the  treatment  long 
enough.  The  author  does  not  think  it  can  rival  curettement  and 
says  it  should  not  be  used  when  conception  is  desired.  [He  is  in 
error  on  this  point  as  conception  has  frequently  followed  the  pro- 
longed use  of  the  constant  current  of  high  tension.  He  is  also  in 
error  in  employing  so  high  a  dosage  as  100  to  120  ma.  A  current 
strength  of  twenty-five  to  thirty-five  ma.  is  sufficient  for  most  cases 
of  endometritis  unattended  with  haemorrhage.] 

Brandt's  method  is  useful  in  some  cases,  especially  if  there  be 
present  any  chronic  pelvic  inflammation  or  its  residua.  Vaginal 
douches  are  considered  to  be  of  but  slight  efficacy  and  not  entirely 
free  from  unpleasant  consequences.  Scarification  has  its  uses  to 
empty  distended  ovula  Nabothi  and  in  hyperaemic  conditions  of 
the  vaginal  portion.  Ichthyol  is  highly  spoken  of  and  so  are  vaginal 
injections  of  salicylic  acid  (3  to  1000),  of  sublimate  o.  5  pro  mille, 
and  of  chloride  of  zinc  (one  per  cent.,)  especially  when  erosions  and 
ectropium  are  present.  Emmet's  and  Schroeder's  operations  are  in- 
dicated in  some  cases.  In  cases  of  obstinate  endometritis  haemor- 
rhagica  some  gynaecologists  have  resorted  to  castration  and  others 
to  total  extirpation.  In  a  case  of  this  kind  the  author  employed 
Dumontpallier's  method,  which  consists  in  passing  into  the  uterus 
a  stick  made  up  of  chloride  of  zinc  and  rye-flour.  This  produces  a 
deep  eschar  which  falls  off  in  twelve  days.  In  order  to  prevent  a 
recurrence  of  an  endometritis,  which  has  complicated  a  gestation 
that  has  gone  on  to  full  term,  an  ice-bag  should  be  applied  the  first 
few  weeks,  ergot  should  be  given  for  several  weeks,  and  in  the 
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second  week  hot  vaginal  douches  employed  and  cool  sitz-baths 
given. 

Ventro-Fixations  of  the  Uterus. 

Dr.  F.  Spaeth  (Muench.  med.  Woch.,  1892,  No.  27)  reports  ten 
further  cases  from  Prochownick's  private  Frauenklinik  in  Hamburg. 
This  makes  twenty-five  cases  in  all  which  he  analyses  as  follows  : 
There  was  not  a  single  death  in  consequence  of  the  operation,  but 
three  of  the  patients  died  from  inter-current  diseases.  This  leaves 
twenty-two  cases,  one  of  which,  however,  left  for  unknown  parts  and 
could  not  be  heard  from.  The  remaining  twenty-one  cases  were 
under  observation  for  periods  varying  from  seven  months  to  six- 
and-three-quarter  years.  In  seventeen  cases  the  uterus  remained 
in  ante-flexion  and  the  women  were  free  from  symptoms.  In  four 
cases  the  retro-deviation  of  the  uterus  had  returned.  In  only  seven 
cases  was  the  displacement  the  only  condition  sought  to  be  relieved 
by  the  operation.  In  the  other  fourteen  cases  there  were  other 
lesions  present  calling  for  operation,  such  as  ovarian  tumors, 
diseased  adnexa,  and  fibro-myomata.  Of  the  seven  uncomplicated 
cases  there  was  only  one  failure.  Since  the  beginning  of  the  year 
1 89 1  they  have  followed  Schede's  method  at  the  Klinik.  This  con- 
sists in  bringing  together  the  fascia  of  the  rectus  muscle  by  means 
of  buried  silverwire  sutures  of  very  fine  calibre.  The  first  three  or 
four  of  these  sutures  are  made  to  pass  through  the  fundus,  or  the 
upper  part  of  the  anterior  wall  of  the  uterus.  The  results  in  the 
cases  thus  treated  so  far  are  excellent.  In  conclusion  the  author 
makes  a  few  remarks  regarding  the  indications  for  ventro-fixation. 
He  still  maintains  the  position  formerly  expressed  by  him.  That  a 
large  number  of  the  cases  of  retro-deviation  can  be  symptomatically 
cured  by  pessaries,  and  that  ventro-fixation  is  only  indicated  when 
there  are  other  complicating  lesions  calling  for  operation  and  when 
for  some  reason  or  another  a  pessary  cannot  be  worn.  This  atti- 
tude accounts  for  the  relatively  small  number  (thirty-two)  of  ventro- 
fixations  in  a  large  number  (700)  of  cases  of  retro-deviations  which 
they  have  had  under  observation  for  a  long  time. 

Gynatresia  and  its  Treatment. 

Dr.  Kehrer  (Der  Frauenarzt,  July  1892)  after  discussing  the 
pathology  of  atresia  of  the  genital  canal,  reports  an  interesting  case 
in  which  the  following  conditions  obtained.  Entire  absence  of  a 
vagina,  a  blood  tumor,  in  the  right  horn  of  the  uterus  unicornis 
with  an  empty  rudimentary  adjacent  horn.  He  removed  the  ovaries, 
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tubes  and  rudimentary  horn,  emptied  the  blood  tumor  from  the 
other  horn  and  sewed  this  to  the  abdominal  wound.  The  patient 
made  a  good  recovery. 

He  expresses  his  views  as  follows  : — 

1.  In  cases  of  complete  absence  of  the  vagina  and  when  it  is 
impossible  to  reach  the  haematomata  from  below,  the  most  expedi- 
ent course  is  to  perform  laparotomy,  empty  the  blood-sac,  suture 
the  uterus  to  the  abdominal  wound  and  remove  the  adnexa  so  as  to 
prevent  the  possibility  of  further  menstrual  haemorrhage. 

2.  Salpingotomy  is  to  be  recommended  in  those  cases  which  in 
consequence  of  mentrual  molimen  a  haematosalpinx  has  developed. 

3.  In  cases  of  double  haematosalpinx  both  ovaries  should  be  re- 
moved, but  in  cases  one-sided  haematosalpinx  with  double  uterus 
the  oophorectomy  should  be  limited  to  the  diseased  side. 

Apiol  in  Amenorrhea  and  Dysmenorrhosa. 

Dr.  Delmis  (Ibid)  has  found  apiol  of  great  service  in  cases  of 
amenorrhoea  and  dysmenorrhcea  when  organic  disease  of  the 
uterus  or  other  organs  can  be  excluded.  He  administers  it  as  soon 
as  the  first  symptoms  appear,  giving  it  morning  and  evening  in 
doses  of  two  eg.  (gr.  one-third)  in  the  form  of  capsules  and  has 
found  the  preparation  of  Joret  and  Homolle  the  best. 

Palpation  of  the  Ureters  in  Women. 

Dr.  J.  Ft  th  {Der  Fraueuarzt.  August  1S92)  calls  attention  to  the 
value  and  facility  of  palpating  the  ureters  in  women  suffering  from 
urinary  troubles.  A  case  is  related  in  which  the  right  ureter  was 
found  thickened,  and  the  corresponding  kidney  diseased  in  conse- 
quence of  an  ascending  gonorrhceal  infection. 

Experience  with  Brandts  Method  in  Amenorrhcea. 

Dr.  Freudekberg  (Ibid)  treated  a  number  of  young  girls  suffering 
from  amenorrhcea  with  active  and  passive  movements  in  accord- 
ance with  Brandt's  method  and  almost  invariably  had  good  results. 
In  addition  he  has  treated  two  cases  in  which  there  were  infantile 
uteri  and  periodic  attacks  of  severe  pain,  in  one  case  of  so  severe  a 
nature  as  to  render  the  patient  unconscious  for  hours.  In  these 
two  cases  he  also  applied  local  massage  and  the  patients,  after  a 
treatment  lasting  about  eight  weeks  were  rendered  free  of  pain  and 
began  to  menstruate.  The  index  finger  of  the  left  hand  was  passed 
into  the  rectum  so  as  to  save  the  hymen  in  both  these  cases. 


1090 


H.  N.  Viveberg,  M.D. 


Intra-Uterine  Injections. 

Dr.  Eichholz  {Der  Frauenargt,  June  6,  1892)  makes  the  fatal 
case  following  the  intra  uterine  injection  of  tincture  of  iron  reported 
recently  by  Dr.  Pletzer  (See  Abstracts  from  Foreign  Sources  in 
May  No.  of  this  Journal)  the  basis  of  some  remarks  upon  the 
dangers  attending  intra-uterine  injections.  He  condemns  the 
method  in  general,  but  more  especially  when  such  a  dangerous 
remedy  as  tincture  of  iron  is  employed.  Chrobak  alone  has  collected 
eighteen  fatal  cases  attending  the  intra-uterine  injection  of  this 
agent. 

Gonorrhceal  Infection  i?i  Women. 

Dr.  Robert  Asch  (Ibid)  looks  upon  gonorrhceal  infection  next  to 
the  puerpurium  as  the  most  frequent  factor  in  the  causation  of  the 
diseases  peculiar  to  women.  The  gonococcus  must  be  found  before 
one  can  be  certain  of  his  diagnosis  as  catarrhal  urethritis  in  women 
is  common  and  is  produced  by  a  variety  of  causes.  He  holds  that 
the  most  frequent  seat  of  the  gonorrhceal  infection  is  the  urethra. 
For  the  treatment  of  gonorrheal  urethritis  the  best  agent  is  a  solu- 
tion of  nitrate  of  silver  (two  to  five  per  cent.)  injected  by  means 
of  Fritsch's  syringe;  when  this  fails  it  is  because  the  remedy 
has  not  come  into  contact  with  every  portion  of  the  mucous  mem- 
brane. In  that  contingency  the  author  makes  use  of  glass  bougies, 
of  a  size  large  enough  to  fully  dilate  without  stretching  the  canal 
and  covers  them  with  a  preparation  containing  nitrate  of  silver.  If 
cystitis  exists  as  a  complication,  the  bladder  should  be  irrigated  with 
a  solution  of  boracic  acid  or  of  nitrate  of  silver.  He  warns  against 
the  use  of  sublimate,  not  alone  from  the  fear  of  intoxication,  but  on 
account  of  the  severe  pain  attending  its  use.  The  term  ''colpitis" 
in  cases  of  gonorrheal  infection  in  children  he  thinks  unfortunate 
as  usually  the  urethra  is  also  affected  and  the  infection  is  not  seldom 
limited  to  the  cervical  canal.  The  colpitis  of  grown-up  persons  is, 
as  a  rule,  readily  cured  by  injection  or  by  a  dry  gauze  tamponning. 
It  not  infrequently  happens  that  the  endometrium  becomes  directly 
infected  through  the  diseased  sperma  and  then  the  colpitis  occurs 
later.  In  these  cases  the  uterus  must  first  be  dilated  and  the  gono- 
cocci  in  the  uterine  cavity  attacked  with  the  proper  agents.  In 
those  cases  where  the  portio  is  narrow  and  not  easily  dilated,  the 
author  has  had  good  results  with  electricity,  according  to  Apostolus 
method.  He  uses  a  platinum  sound  and  passes  a  positive  current 
from  90  to  150  ma.  Parametritis  occurs  only  in  the  presence  of 
mixed  infection;  what  is  diagnosticated  as  such  is  often  salpingitis 


The  Status  of  Gynecology  A  broad. 


or  salpingo-oophoritis.  Here  the  only  treatment  which  offers  a 
certain  cure  is  extirpation  of  the  diseased  adnexa. 

Some  Technical  Modifications  of  Tamponning  the  Abdominal  Cavity. 

Prof.  Dr.  Demetrius  V.  Ott  (Centbl.  fiir  Gyn.,  1892,  No.  32) 
considers  Mikulicz's  procedure  of  tamponning  the  abdominal  cavity 
in  severe  laparatomies  as  an  advance  in  operative  technique,  but 
thinks  it  is  faulty  in  many  particulars  and  these  need  modifications. 
The  most  serious  objection  to  the  procedure,  is  the  liability  to  favor 
intestinal  adhesions.  To  avoid  this  the  author,  in  cases  in  which 
Douglas'  space  needs  tamponning,  makes  an  opening  through  the 
vaginal  vault  by  forcibly  pushing  through  a  pair  of  forceps  from 
above  downwards,  catches  up  the  gauze  with  the  forceps  and  packs 
the  part  requiring  it,  the  end  of  the  gauze-packing  projects  into  the 
vagina.  The  abdominal  wound  is  closed  with  sutures  and  the 
vagina  is  packed  with  iodoform-gauze  which  is  frequently  changed. 
In  from  two  to  five  days  the  tampon  is  removed  and  a  drainage 
tube  is  substituted  so  as  to  favor  closure  of  the  opening  into  the 
Douglas'  space.  The  advantages  over  Mikulicz's  method  the  author 
says  are  : — 

(1)  There  is  less  danger  of  iodoform  intoxication  as  less  gauze 
is  used. 

(2)  The  end  of  the  gauze  lying  in  the  vagina  is  constantly  moist 
and  hence  does  not  lose  its  virtue  of  capillary  drainage.  Further, 
the  direction  of  the  current  of  the  drainage  is  more  favorable  than 
when  the  end  of  the  gauze  projects  through  the  abdominal  wound. 

(3)  The  abdominal  wound  may  heal  in  its  whole  length  by 
primary  intention  and  abdominal  hernia  is  less  likely  to  occur. 

Total  Extirpation  of  a  Gravid  Uterus  in  the  sixth  Month  on  Account 

of  Carcinoma. 

Dr.  Siegfried  Stocker  (Ibid)  reports  such  a  case.  The  operation 
was  done  partly  through  an  abdominal  incision  and  partly  through 
the  vagina.  The  patient  made  an  excellent  recovery.  A  short  re- 
review  is  given  of  the  hitherto  published  cases. 

Rectal  Gonorrhoea. 

Dr.  Franz  Frisch  (Ibid)  reports  in  detail  a  case  of  gonorrhceal 
infection  of  the  rectum  in  a  prostitute  who  had  frequently  permitted 
coitus  per  rectum.    The  whole  mucosae  down  to  the  muscularis 
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mucosae  was  invaded  with  gonococci.  But  a  penetration  of  the 
gonococci  into  the  muscularis  mucosae  could  not  be  detected. 

On  the  Treatment  of  Chronic  Pelvic  Suppuration.    Resection  of  the 

Uterus. 

Dr.  Theodor  Laudan  (Cenlbl.  fur  Gyn.,  1892,  No.  35)  reviews 
briefly  the  history  of  the  treatment  of  chronic  pelvic  suppuration  by 
total  extirpation  of  the  uterus.  He  then  enunciates  his  own  views 
as  follows:  If  the  accumulation  is  in  the  form  of  a  circumscribed 
isolated  tumor,  and  is  free  from  adhesions,  or  rather  is  movable 
in  every  direction,  it  should  not  be  treated  as  an  inflammatory 
product,  but  as  a  new  growth  and  removed  by  laparotomy.  If  it  is 
in  the  form  of  a  diffuse,  infiltrating  mass,  with  adhesions  to  several 
organs,  then  the  course  will  depend  upon  the  topographical  position. 
If  the  mass  lies  near  the  abdominal  wall,  then  it  should  be  reached 
through  this,  but  if  it  lies  near  the  vaginal  vault  the  incision  should 
be  made  through  the  latter.  If  the  inflammatory  product  is  uniloc- 
ular, a  simple  incision  with  the  attempt  to  keep  the  wound  open, 
until  the  abscess  cavity  closes  by  granulation,  may  be  sufficient. 

But  there  are  a  number  of  inflammatory  tumors  that  occupy  a 
middle  position,  that  is,  they  do  not  lie  near  the  abdominal  wall, 
nor  do  they  come  in  contact  with  the  vaginal  vault.  These  tumors 
are  usually  closely  adherent  to  either  horn  of  the  uterus  and  may  have 
formed  connections  with  coils  of  intestine  and  have,  as  a  rule, 
strong  bands  passing  to  the  vagina.  Theoretically  considered  ex- 
tirpation of  the  uterus  would  seem  to  be  of  the  greatest  service. 
But  practically  this  would  be  difficult  of  execution  and  it  might  be 
impossible  to  avoid  injuring  the  uterus,  bladder  or  rectum.  The 
course  the  author  recommends  is  to  resect  the  uterus  only  to  such 
an  extent  as  to  enable  one  to  make  a  free  opening  between  the  pus 
accumulation  and  the  vagina.  In  forming  such  a  canal  there  is 
no  danger  of  wounding  adjacent  organs,  and  above  all,  the  periton- 
aeum is  avoided  and  the  abdominal  cavity  protected.  He  compares 
the  operation  to  resection  of  the  ribs  in  empyaema  of  the  thorax. 
To  arrest  haemorrhage  he  employs  compressing  forceps  which  are 
left  in  situ  for  thirty-six  or  forty-eight  hours.  The  histories  of  two 
cases  operated  upon  by  this  method  are  given. 

1  *  Triple  Lapar atomy "  with  Remarks  on  the  Significance  of  Peritoneal 

Adhesions. 

Dr.  Odebrecht  (Cenllb.  fur  Gyn.,  1892,  No.  34)  reports  a  case 
in  which  he  performed  laparotomy  three  times  on  the  same  woman. 
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The  patient  was  eighteen  years  of  age,  single  and  suffered  with 
pelvic  pain  and  gastric  disturbances.  The  uterus  was  in  sinistro- 
retroflexion,  the  left  ovary  enlarged,  sensitive  and  fixed.  The  right 
ovary  was  slightly  enlarged,  but  freely  movable  and  not  sensitive 
to  pressure.  At  the  first  laparotomy  the  left  ovary  and  tube  were 
removed  and  ventro- fixation  of  the  uterus  carried  out.  In  a  few 
months  the  patient  returned  suffering  more  severely  than  before  the 
operation.  Laparotomy  was  again  done,  and  the  left  tube  and 
ovary  removed.  The  uterus  was  found  firmly  adherent  by  means 
of  a  short  band  to  the  lower  part  of  the  abdominal  wound.  It  re- 
quired considerable  force  to  break  this  up.  No  other  adhesions 
were  found.  In  the  second  week  after  the  operation  the  patient 
began  again  to  suffer  from  pain  and  inability  to  move  about,  and 
great  discomfort  after  partaking  of  food.  At  the  third  laparotomy, 
the  omentum  was  found  adherent  to  the  cicatrix  of  the  abdominal 
wound  for  its  whole  length.  The  subsequent  history  is  given  only 
during  convalescence  and  states  that  the  patient  suffered  at  first 
from  severe  pain  in  the  abdominal  wound,  but  in  a  couple  of  weeks 
this  ceased  and  the  patient  was  enabled  to  go  about  without  pain. 


ABSTRACTS 

FROM  AMERICAN  SOURCES. 

[We  reprint  in  full  the  following  ]  : 

SYMPHYSIOTOMY,    WITH    THE  REPORT   OF  AN 
OPERATION.  « 

By  Barton  Cooke  Hirst,  M.D. , 

Philadelphia . 

Symphysiotomy  has  as  remarkable  a  history  as  any  procedure  in 
surgery.  Suggested  for  the  first  time  in  the  Surgery  published  by 
Pineau  in  1598,  and  first  performed  upon  a  living  woman  in  1777, 
the  idea  may  be  said  to  be  three  hundred  years  old,  while  its  prac- 
tical application  dates  back  more  than  a  century.  2  From  the  year 
of  the  first- operation  until'iS^S,  symphysiotomy  was  performed  85 
times  in  different  parts  of  the  continent  of  Europe  and  once  in 


1  Read  before  the  Philadelphia  County  Medical  Society,  October,  12,  1S92. 

2  R.  P.  Harris;  Amer.  Syst.  of  Obstet..  vol.  ii. 
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England  with  a  mortality  of  33  per  cent.  The  frequency  of  the 
operation  diminished  after  the  first  few  years,  until  1858  it  had  prac- 
tically died  out.  It  was  revived,  however,  in  Italy  in  1866,  and  in  the 
succeeding  twenty  years  seventy  operations  were  performed  with  a 
mortality  of  34  per  cent.  Italy  continued  to  be  the  exclusive  field 
of  the  operation  until  a  year  ago,  when  it  was  again  tried  in  Paris 
by  Pinard,  whose  interest  in  it  was  aroused  by  a  visit  of  Spinelli 
from  Italy.  Ten  operations  have  since  been  performed  in  Paris, 
two  in  Dresden,  and  one  in  Strassburg.  From  January  1,  1866, 
there  have  been  fifty-two  operations  with  only  a  single  death,  due  to 
septic  infection  before  the  operation  was  undertaken.  Twenty- 
three  symphysiotomies  have  been  done  already  this  year ;  and  the 
last  thirty-four  women  have  all  recovered. 

We  owe  the  introduction  of  symphysiotomy  in  this  country  to 
Dr.  Robert  P.  Harris,  who,  as  is  well  known,  has  long  been  inter- 
ested in  the  subject,  and  at  the  recent  meeting  of  the  American 
Gynaecological  Society  in  Brooklyn  read  a  paper  tracing  the  devel- 
opment of  the  operation,  showing  by  the  most  laboriously  col- 
lected statistics  the  present  brilliant  results  achieved  by  .it,  and 
demonstrating,  by  the  description  of  typical  cases,  its  utility  in 
labors  otherwise  insuperably  obstructed  by  a  contracted  pelvis. 

Ten  days  after  Dr.  Harris's  paper  was  read,  on  Saturday,  Sep- 
tember 30th,  the  first  operation  in  this  country  was  performed  by 
Dr.  Charles  Jewett  in  Brooklyn.  Three  days  later  it  was  again 
performed  at  the  Maternity  Pavilion  of  the  University  Hospital  in 
this  city. 

The  position  of  symphysiotomy  is  now  established  beyond  a 
doubt.  Its  modern  revival  I  believe  to  be  the  most  important  ad- 
vance in  obstetric  surgery  since  the  general  adoption  of  abdominal 
section  for  the  treatment  of  early  extra-uterine  pregnancy.  It  is 
applicable  in  contracted  pelvis  with  a  conjugate  over  67  mm.,  and, 
therefore,  should  be  the  method  employed  in  almost  all  cases  of 
the  kind  in  this  country,  for  a  greater  contraction  of  the  pelvis  is 
rarely  seen  among  us.  It  should,  moreover,  almost  entirely  dis- 
place the  Caesarean  section  for  a  relative  indication.  It  is  a  much 
simpler,  an  easier  and  a  safer  operation.  This  is  also  the  opinion 
of  Leopold,  who  cannot  be  accused  of  prejudice  against  Caesarean 
section,  with  his  brilliant  record  in  that  field. 

There  is  and  will  be  for  some  time,  perhaps,  an  objection  to  the 
operation  from  those  who  have  no  experience  with  it,  on  the  ground 
that  sufficient  space  cannot  be  thus  gained.  In  answer  to  this  ob- 
jection is  the  fact  that  the  pubic  bones  may  gape  7  cm.  after  sepa- 
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ration,  and  the  statement  of  Morisani,  that  the  conjugate  is  thereby- 
increased  from  1.3  to  1.5  cm.  Butan  absolute  conclusive  answer 
is  furnished  by  the  subjoined  clinical  records  of  some  typical  cases. 

Leopold's  First  Case.3 — A  dwarf,  135  cm.  tall,  with  the  following 
pelvic  measurements:  Sp.  iL,  22  cm.;  cr.  il,  24  cm.;  tr.  28  cm.; 
conj.  ex.,  17J-  cm.,  conj.  diag.,  8 J  cm.;  conj.  vera,  6|-  cm.  She  had 
been  delivered  twice  previously,  twice  of  dead  children,  one  by  the 
induction  of  premature  labor.  After  a  labor  of  seven  hours  and 
twenty  minutes,  ushered  in  by  rupture  of  the  membranes,  symphys- 
iotomy was  performed  with  the  head  above  the  brim.  In  ten 
minutes  the  child  was  extracted  with  forceps.  The  head  was  of 
normal  size  (transverse,  9f,  8 J:  circ,  34). 

Leopold's  Second  Case.*1 — A  woman,  delivered  once  by  crani- 
otomy. The  pelvic  measurements  were  as  follows:  Sp.  il.,  22;  cr. 
il.,  25;  tr.,  30 J-;  conj.  ext.,  16;  conj.  diag.,  8J;  conj.  vera,  6f. 
Labor  began  in  the  evening;  membranes  ruptured  seven  hours 
later;  operation  three  hours  later  with  head  above  the  brim.  Ex- 
traction of  the  child  in  ten  minutes  with  forceps.  The  head  had  a 
circumference  of  3  5  J-  cm. 

Porak's  Case.6 — A  primipara  with  rachitic  pelvis,  conjugate 
diagonalis  being  9.6  cm.,  and  pelvis  presenting  some  asymmetry, 
very  likely  from  scoliosis.  Labor  began  on  June  10th.  About 
twelve  hours  later  the  membranes  ruptured,  and  from  eight  to  ten 
hours  afterward  the  os  was  completely  dilated.  The  head  rested 
above  the  brim  of  the  pelvis.  Forceps  were  applied,  but  all  efforts 
to  engage  and  extract  the  head  failed.  The  symphysis  was  opened 
and  the  head  then  extracted  "with  the  greatest  ease"  by  forceps. 
Recovery. 

Freund's  Case6. — A  woman,  in  labor  six  days;  water  drained  off 
for  two  days.  After  opening  the  symphysis  the  head  was  delivered 
in  fifteen  minutes  without  instruments.  There  were  two  previous 
deliveries,  one  of  a  dead  and  one  of  a  living  child.  The  pelvic 
measurements  were:  Sp.  il.,  24J;  cr.  il.,  27;  tr.,  31;  conj.  ext.,  18J; 
conj.  diag.,  10  cm.;  conj.  vera,  8 J.  The  child's  head  after  birth 
was  found  unusually  large  and  hard.  B.  T.,  10cm.;  B.  P.,  11  cm.; 
F.  O.,  12  cm.;  M.  O. ,  14  cm.;  S.  B.,  10  cm.  Circumference,  O.  F., 
37  cm.  Recovery. 

3  Centralbt.  f.  Gyn.,  1892,  No.  30. 

4  Centralbt.  f.  Gyn.,  1892,  No.  30. 

5  Annates  de  Gynczcologie,  September,  1892. 

6  Mullerheim:  Ueber  die  Symphysiotomie, "  Centralbt.  f.  Gyn.,  1892.  No.  30. 
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Jewetfs  Case."1 — The  first  symphysiotomy  in  America,  performed 
by  Dr.  Charles  Jevvett,  of  Brooklyn,  September  30,  1892.  Woman, 
a  native  American,  primipara,  fell  in  labor  September  30th,  one 
o'clock,  a.  m.  ;  the  occiput  appeared  at  the  vulva,  but  was  held 
fast  by  an  approximation  of  the  ischiac  tuberosities,  reducing  the 
bisischiac  diameter  to  three  inches.  Nine  hours  later  Dr.  Jewett 
first  saw  the  patient.  The  forceps  had  been  vigorously  used  in 
vain.  Symphysiotomy  was  performed  two-and-one-half  hours 
later,  or  eleven-and-one-half  hours  after  the  impaction  of  the  head 
at  the  outlet.  Delivery  was  effected  by  suprapubic  pressure  and 
by  shelling  the  head  out  with  the  fingers  in  the  rectum.  The 
woman  is  now  in  good  condition,  but  unfortunately  the  child  died 
twenty-four  hours  after  birth,  from  the  compression  to  which  the 
skull  had  been  subjected  during  its  long  impaction  in  the  pelvis. 

The  University  Maternity  Case. — A  German  woman,  aged  nine- 
teen, pregnant  for  the  first  time,  was  admitted  to  the  University 
Maternity,  September  24th.  The  examination  by  the  resident 
physician  and  the  students  showed  the  child  to  be  presenting  by 
the  head,  the  back  to  the  right.  The  pelvic  measurements  werei 
Sp.  il.,  25  cm.;  cr.  il.,  27  cm.;  tr.,  30J  cm.;  conj.  ex.,  18  cm. 

The  internal  examination  made  by  myself  just  before  the  oper- 
ation showed  the  conjugate  diagonalis  to  be  9J-  cm.;  conj.  vera,  7^ 
cm.  The  girl  fell  in  labor  Saturday  morning,  October  1st.  The 
pains,  recurring  all  day,  on  Sunday  became  very  vigorous.  On 
Monday  morning  when  my  attention  was  first  called  to  the  case, 
the  contracting-ring  was  high,  the  uterus  stood  almost  straight  out 
from  the  body,  and  the  child's  head  was  movable  above  the  supe- 
rior strait.  The  membranes  were  unruptured.  By  no  justifiable 
degree  of  force  could  the  head  be  made  to  enter  the  pelvis.  The 
fcetal  heart-sounds  were  good.  It  was  evidently,  therefore,  a 
choice  of  Csesarean  section,  craniotomy,  or  symphysiotomy.  This 
last  was  done  with  the  assistance  of  Dr.  R.  C.  Norris  and  the 
valuable  advice  of  Dr.  R.  P.  Harris,  who  kindly  consented  to  be 
present.  The  child  was  delivered  with  forceps  in  one  hour  and 
four  minutes  from  the  time  the  operation  was  begun.  I  purposely 
took  my  time,  for  the  os  was  only  the  size  of  a  dollar,  and  was 
very  rigid,  so  that  a  more  rapid  extraction  would  have  seriously 
injured  the  cervix.  Head  measurements:  B.  T.,  7 J;  B.  P.,  9;  F.  O., 
12;  M.  O. ,  13^-;  circ.  34.     Mother  and  child  are  well. 

The  technique  of  symphysiotomy  is  simple  and  easy.  After 

7  Personal  communication. 
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thorpughly  cleansing  the  field  of  the  operation  and  disinfecting  the 
vagina  as  well,  a  short  vertical  incision  is  made  on  the  abdominal 
wall,  reaching  to  about  three-quarters  of  an  inch  above  the  sym- 
physis. The  attachments  of  the  recti  muscles  are  severed  just 
sufficiently  to  admit  one  finger.  The  forefinger  of  the  left  hand  is 
passed  under  the  symphysis,  and  upon  this  as  a  guide  the  curved 
knife  of  Galbiati  is  inserted  until  its  beak  projects  under  and  in 
front  of  the  symphysis.  The  joint  is  then  cut  upward  and  outward. 
To  avoid  injury  to  the  urethra,  a  metal  catheter  is  inserted  and 
pressed  by  an  assistant  downward  and  a  little  to  the  right,  while 
the  knife  is  placed  a  little  to  the  left;  but  with  Galbiati's  knife  I 
should  think  that  there  is  little  likelihood  of  cutting  the  urethra  or 
the  plexus,  of  veins  in  its  neighborhood.  I  at  first  thought  that  an 
ordinary  probe-pointed,  curved  bistoury  would  serve  my  purpose 
well  enough,  but  I  quickly  laid  it  aside,  and  was  glad  to  avail 
myself  of  Galbiati's  knife,  which  I  happened  to  possess — at  the  time 
one  of  three,  I  believe,  in  the  country. 

As  soon  as  the  joint  has  been  severed,  the  wound  should  be 
covered  with  iodoform-gauze,  and  then  the  child  extracted  with 
forceps,  or  allowed  to  be  delivered  naturally,  as  seems  best  in  the 
individual  case.  I  should,  I  think,  almost  always  prefer  the  for- 
ceps. It  is  well  to  have  trochanters  supported  by  assistants  during 
the  passage  of  the  child  through  the  pelvis,  so  that  the  sacro-iliac 
joints  shall  not  be  injured. 

As  soon  as  the  delivery  is  completed  the  wound  is  sewed  up, 
the  lowest  stitch,  if  desired,  passing  through  the  top  of  the  sym- 
physis. How  the  whole  symphysis  can  be  stitched  up,  as  Leopold 
claims  to  have  done,  I  do  not  understand.  After  closing  the  wound 
and  dressing  it,  rubber  adhesive  strips  are  placed  around  the  hips 
and  the  lower  abdomen,  and  a  tight  binder  applied.  The  sym- 
physis unites  surprisingly  soon,  and  three  weeks  after  the  oper- 
ation the  patient  can  walk  as  firmly  and  as  well  as  ever. 

There  is  only  one  disturbing  thought  in  connection  with  the 
introduction  in  this  country  of  an  operation  destined  to  do  so  much 
good.  The  charge  of  superficiality  lies  with  some  justice  against 
us.  We  are  too  ready  to  reach  out  toward  the  top  without  a  suffi- 
cient basis  of  solid  preparation,  and  I  fear  that  symphysiotomy  may 
be  undertaken  by  many  who  cannot  measure  a  pelvis  and  who 
have  not  the  experience  to  decide  whether  a  head  can  pass  through 
the  pelvis  in  which  it  is  about  to  enter  or  in  which  it  is  engaged. 
There  is  consolation,  however,  in  the  reflexion  that  if  symphysi- 
otomy should  be  done  needlessly  the  results  are  not  likely  to  be  so 
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disastrous  as  m  the  case  of  Csesarean  section,  which,  to  my  knowl- 
edge, was  done  several  times  unnecessarily  during  the  excitement 
produced  among  medical  men  by  the  improved  results  of  the  San- 
ger operation. — Maryland  Medical  Journal. 


RUPTURED  RIGHT  TUBAL  PREGNANCY. 

Hunter  Robb,  M.D.,  reports  a  case  of  "Ruptured  Right  Tubal 
Pregnancy,  associated  with  Perforation  of  the  Vermiform  Appendix; 
Confirmatory  Diagnosis  by  Aspiration;  Colon  Bacillus  in  the  Aspi- 
rated Fluid;  Operation;  Death."  (/ohns  Hopkins  Hospital  Bulle- 
tin, No.  17,  October-November,  1891.) 

Remarks  by  Dr.  W.  H.  Welch. — There  are  many  points  of  inter- 
est in  this  case  reported  by  Dr.  Robb.  The  peculiar  form  of  chronic 
inflammation,  attended  with  a  granular  condition  of  the  mucous 
membrane  of  the  urethra,  extending  thence  along  the  left  ureter  into 
the  left  renal  pelvis,  was  probably  gonorrhceal  in  origin. 

Sections  of  the  mucous  membrane  of  the  ilium,  from  the  areas 
supposed  at  the  autopsy  to  correspond  to  old  healed  typhoid  ulcers, 
have  been  carefully  studied  by  Dr.  Robb,  and  this  diagnosis  con- 
firmed. Of  special  interest  is  the  demonstration  of  the  reproduc- 
tion of  the  mucous  membrane,  containing  crypts  of  Lieberkiihn, 
resting  in  places  directly  upon  the  main  muscular  coat,  where  the 
submucous  coat  had  been  destroyed  by  the  ulceration.  This  speci- 
men shows  conclusively  that  the  glands  of  Lieberkiihn  are  repro- 
duced after  typhoid  ulceration. 

The  finding  of  the  bacillus  coli  communis  in  large  number  in 
the  bloody  fluid  withdrawn  by  hypodermic  syringe  during  life 
suggests  the  value  of  a  bacteriological  examination  of  the  fluids 
withdrawn  for  purposes  of  diagnosis  from  the  peritoneal  cavity. 
The  existence  of  intestinal  perforation  was  suspected  in  this  case, 
not  on  the  grounds  of  any  symptoms  pointing  during  life  to  this 
accident,  but  simply  on  the  ground  of  the  bacteriological  exami- 
nation. This  suspicion  was  confirmed  at  the  autopsy,  which 
revealed  perforative  appendicitis.  The  symptoms  referable  to  this 
condition  were  obscured  by  those  resulting  from  the  ruptured  sac 
of  tubal  pregnancy. 
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The  success  of  the  International  Periodical  Congress  of  Gynae- 
cology and  Obstetrics  held  at  Brussels  last  September,  was  greatly 
jeopardized  by  the  presence  of  cholera  on  the  Continent,  but  from 
the  report  of  one  of  the  members  of  the  New  York  Obstetrical 
Society  it  was  a  great  success.  We  hope  to  give  his  impressions 
of  the  meeting  in  our  next  number.  Yery  few  Americans  or  Eng- 
lishmen were  present.  French  was  the  only  language  spoken  to 
any  extent  at  the  meeting,  and  inability  to  understand  it  readily, 
made  the  meeting  profitless  and  uninteresting. 


THE   SOUTHERN  SURGICAL  AND  GYN.ECOLOGIGAL 
ASSOCIATION. 

The  following  is  a  partial  list  of  the  papers  to  be  read  at  the 
meeting  of  the  Southern  Surgical  and  Gynaecological  Association  to 
be  held  in  Louisville,  Kentucky,  November  15th,  16th  and  17th  : 

"The  President's  Address,"  J.  McFadden  Gaston,  M.D.,  Atlanta, 
Ga. ;  "Cervicitis,"  Bedford  Brown,  M.D. ,  Alexandria,  Ya. ;  'Surgi- 
cal Treatment  of  Endometritis,"  A.  Yander  Yeer,  BCD.,  Albany, 
N.Y. ;  "Experiences  in  Pelvic  Surgery,"  A.  V.  L.  Brokaw,  M.D., 
St.  Louis,  Mo.;  "Craniotomy  Upon  the  Living  Foetus  is  Not  Justi- 
fiable," Cornelius  Koilock,  M.D.,  Cheraw,  S.  C. ;  "A  Case  of  Ex- 
tensive Haematocele  Resulting  from  Tubal  Pregnancy  Rupturing 
into  the  Broad  Ligament,"  \V.  D.  Haggard,  M. D.,  Nashville,  Tenn. ; 
"Fibroid  Tumor  of  Uterus — Pregnancy — Rupture  at  Fourth  Month 
— Operation  Six  Weeks  Afterwards — Death,"  S.  M.  Hogan.  M.D., 
Union  Springs,  Ala.;  "A  Contribution  to  the  Study  of  Abdominal 
Pregnancy," H.  C.  Coe,  M.D.,  New  York  City;  "Tubal  Pregnancy," 
Joseph  Price,  M.D. ,  Philadelphia,  Pa.;  "Some  Kidney  Operations, 
with  Remarks,"  Geo.  Ben.  Johnston,  BCD.,  Richmond,  Va. ;  "  Surgi- 
cal Treatment  of  Inguinal  Hernia  in  the  Male,"  Henry  O.  Marcy, 
M.D.,  Boston,  Mass.;  "The  Symptoms  of  Fractures — Their  Im- 
portance and  Significance,"  W.  C.  Dugan,  M. D.,  Louisville,  Ky. ; 
"The  Part  that  Rectal  Diseases  Play  in  Women,"  J.  M.  Mathews, 
M.D.,  Louisville,  Ky. ;  "Poisoning  by  the  Bite  of  the  Southern 
Spider,"  J.  T.  Wilson,  M.D.,  Sherman,  Texas;  "A  Plea  for  More 
Rapid  Surgical  Work,"  Ap.  Morgan  Yance,  M.D.,  Louisville,  Ky. ; 
"Specialism  as  Related  to  the  Practice  of  Gynaecology,"  Wm.  War- 
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ren  Potter,  M.D.,  Buffalo,  N.  Y.;  "The  Relation  of  the  General 
Practitioner  to  Gynaecology,"  R.  M.  Cunningham,  M. D.,  Birming- 
ham, Ala.;  "Morphology  of  Abdominal  Tumors,"  Howard  A. 
Kelly,  M.D.,  Baltimore,  Md. ;  "Modern  Researches  in  Relation  to 
the  Surgery  of  the  Genito-Urinary  Organs,"  G.  Frank  Lydston,  M.D., 
Chicago,  111.;  "Amputation  of  Breast  for  Malignant  Diseases,"  H. 
Horace  Grant,  M. D.,  Louisville,  Ky. ;  "Faecal  and  Other  Fistulae 
Following  Abdominal  Section,"  Joseph  Taber  Johnson,  M.D., 
Washington,  D.C. ;  "Nature  of  Shock  and  Allied  Conditions,"  Wm. 
C.  Dabney,  M. D.,  University  of  Virginia;  "The  Present  Status  of 
Drainage  in  Surgery,"  A.  Morgan  Cartledge,  M.D.,  Louisville,  Ky. ; 
" Cholecystotomy,  With  the  Report  of  a  Case,"  Edwin  Ricketts, 
M.  D. ,  Cincinnati,  Ohio  ;  "  Treatment  of  Stones  in  the  Biliary  Ducts," 
W.  E.  B.  Davis,  M.D.,  Birmingham,  Ala.;  "Personal  Recollections 
of  Dr.  Benjamin  W.  Dudley  and  His  Surgical  Methods,"  Bedford 
Brown,  M.  D.,  Alexandria,  Va. ;  "  Intestinal  Anastomosis  Without 
Mechanical  Devices,  Circulo-Lateral  Enterorrhaphy,"  J.  D.  S.  Davis, 
M.D.,  Birmingham,  Ala.;  (Title  of  paper  not  determined.)  Geo.  H. 
Noble,  M.  D.,  Atlanta,  Ga. ;  (Title  of  paper  not  determined.)  W.  L. 
Robinson,  M.D.,  Danville,  Va. ;  (Title  of  paper  not  determined.)  W. 
Gill  Wylie,  M.D.,  New  York  City. 

J.  McFadden  Gaston,  M.D., 

President. 

W.  E.  B.  Davis,  M.D., 

Secretary. 

We  expect  that  the  Society  will  have  a  most  successful  meeting. 


At  a  recent  meeting  of  the  American  Electro-Therapeutic  Asso- 
ciation the  following  officers  were  elected  for  1893  : 

President,  Dr.  Augustin  H.  Goelet,  of  New  York  ;  First  Vice- 
President,  Dr.  Wm.  F.  Hutchinson,  of  Providence,  R.  I.;  Second 
Vice-President,  Dr.  W.  J.  Herdman,  of  Ann  Arbor,  Mich.;  Secre- 
tary, Dr.  M.  A.  Cleaves,  of  New  York  ;  Treasurer,  Dr.  R.  J.  Nunn, 
of  Savannah,  Ga. ;  Executive  Committee,  Dr.  W.  J.  Norton,  of  New 
York ;  Dr.  G.  Betton  Massey,  of  Philadelphia ;  Dr.  Robert  New- 
man, of  New  York  ;  Dr.  Chas.  R.  Dickson,  of  Toronto,  Canada  ; 
Dr.  J.  H.  Kellogg,  of  Battle  Creek,  Mich. 

Next  place  of  meeting,  Philadelphia,  on  Tuesday,  Wednesday 
and  Thursday,  following  the  meeting  of  the  Pan-American  Con- 
gress. 
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SOME  THOUGHTS  UPON  DELIVERY  UNDER  PUBIC 
SECTION. 

By  Robert  P.  Harris,  A.M.,  M.D., 

Philadelphia. 

The  operation  of  Sigault,  as  modified,  improved,  and  robbed  of 
its  dangers  and  resulting  disabilities,  has  after  a  probation  of  one 
hundred  and  fifteen  years  been  introduced  with  very  favorable 
prospects  of  success,  into  the  United  States,  where  it  has  been 
tested  once  in  Brooklyn,  twice  in  Philadelphia,  and  once  in  Balti- 
more; and  all  of  the  women  have  recovered.  One  child  died  in 
twenty-four  hours  from  the  effects  of  having  had  its  head  impacted 
nearly  twelve  hours  in  the  lower  pelvis;  and  another  of  meningeal 
haemorrhage  on  the  third  day,  after  having  done  apparently  well 
for  two  days;  the  other  two  children  are  more  than  a  month  old, 
and  are  in  a  very  satisfactory  condition. 

We  are  now  to  consider  this  operation  as  having  been  placed  in 
an  entirely  new  light,  by  antisepsis  and  an  improved  technique, 
under  the  sub-osseous  incision  of  Galbiati's  bistoury,  as  described 
and  adhered  to,  with  uniform  success,  by  Professor  Ottavio  Moris- 
ani,  of  Naples.  This  knife  of  Galbiati  has  too  long  a  curve  for 
American  work,  where  we  have  no  rostrate  pelves  resulting  from 
osteomalacic  deformity,  and  I  have  modified  it  by  measure  and 
fitting,  so  that  it  can  be  more  readily  passed  behind  the  symphysis. 

A  new  era  in  the  operation  may  be  said  to  have  commenced  in 
January,  1886,  and  what  concerns  us  most  to  know,  is  not  the  very 
discouraging  prior  history  of  symphysiotomy,  but  its  encouraging 
record  since.  As  operators  do  not  rush  into  print  as  a  general  rule 
with  their  cases,  we  are  obliged  to  depend  upon  getting  our  record 
for  the  current  year  through  private  sources.  Thus  far,  we  have 
obtained  the  results  of  twenty-five  operations  performed  in  the  last 
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ten  months,  a  number  that  is  more  than  double  the  work  of  any 
year  in  the  last  one  hundred  and  fifteen.  These  twenty-five  oper- 
ations have  been  the  work  of  fourteen  operators,  and  all  of  them 
but  three,  were  done  by  professors  of  medical  colleges;  twenty- 
two  of  the  cases  were  treated  in  hospital.  The  twenty-five  cases 
were  distributed  as  follows:  Italy,  six;  Germany,  four;  France, 
eleven;  and  the  United  States,  four.  As  Naples  had  twelve  operations 
in  1S91,  against  five  thus  far  reported  for  1892,  it  is  probable  that 
she  will  have  as  many  this  year,  as  her  number  has  been  steadily 
upon  the  increase. 

The  addition  for  this  year  makes  the  number  since  January  1, 
1 886,  fifty-six,  with  one  death  (case  18th)  that  occurred  on  the 
twelfth  day,  and  was  evidently  due  to  the  long  delay  and  attempts 
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to  deliver,  before  the  woman  was  sent  to  the  hospital.  These  fifty- 
six  operations  were  under  twenty-one  operators,  and  forty-five  were 
performed  in  maternity  hospitals;  no  death  occurred  in  any  private 
case,  nor  has  any  disability  been  reported  in  the  fifty-five  women 
that  recovered. 

Of  the  fifty-six  children,  we  have  only  heard  of  one  that  was 
actually  dead  when  delivered.  Seven  others  died  within  the  first 
three  days,  leaving  forty-eight  in  the  record  of  saved. 

Symphysiotomy  is  not  an  alternate  of  craniotomy  only;  but  of 
version  and  forceps  delivery,  where  the  conjugala  vera  is  shorter  by 
more  than  half  an  inch,  than  the  biparietal  diameter  of  the  child's 
head.  As  soon  as  obstetricians  become  convinced  that  this  form 
of  incisive  delivery  has  now  very  little  danger  for  child  or  mother, 
when  resorted  to  in  proper  season,  they  will  perform  it  where 
there  is  danger  to  be  feared  under  turning,  or  forceps-traction. 
Recently  two  test  cases  occurred  in  this  city.    In  one,  there  was 


1  Dr.  Harris  has  improved  on  this  model  and  the  modification  will  appear 
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so  much  force  required  in  delivery  under  the  forceps,  that  the 
accoucheur  thought  of  having  the  symphysis  of  the  primipara 
divided;  but  finding  the  head  advance,  he  continued  to  make 
traction,  until  the  foetus  was  extracted;  its  heart  beat,  but  it  never 
breathed.  In  the  other  case,  the  accoucheur  also  bethought  him- 
self of  having  symphysiotomy  performed,  because  of  the  size  of 
the  pelvis;  but  determined  to  deliver  by  version;  under  which  he 
produced  a  locked-head,  which  he  forced  into  the  world,  with  a 
fatal  issue. 

Because  a  woman  has  borne  living  children,  is  no  proof  that 
symphysiotomic  delivery  may  never  be  required  to  save  a  certain 
foetus.  In  Dr.  BroomaH's  patient,  the  form  and  size  of  the  foetal 
head  made  the  operation  necessary  for  the  saving  of  its  life.  The 
preceding  child  was  lost  under  version;  and  the  one  saved  by  Dr. 
Broomall  having  prominent  parietal  protuberances,  made  no 
advance  into  the  superior  strait  under  a  labor  of  twenty-four  hours 
with  the  membranes  broken  from  the  commencement.  When  the 
pelvis  was  opened,  the  forceps  delivered  the  child  in  ten  minutes 
under  a  very  moderate  force.  In  colored  women,  as  this  one  was, 
the  long  oval  form  of  the  fcetal  head,  favors  delivery  when  the 
pelvis  is  narrow;  but  there  are  exceptional  cranii,  and  then  comes 
the  danger  of  death  in  delivery.  When  examining  the  foetus  in 
question,  I  was  struck  with  the  difference  between  the  form  of  its 
head  and  that  of  another  colored  foetus  delivered  under  the  Porro 
operation  in  the  same  hospital,  by  Dr.  Fullerton.  Had  this  Porro 
baby  been  that  of  the  other  patient,  there  would  have  been  no  pubic 
section  to  deliver  it. 

The  four  American  symphysiotomy  patients  are  either  entirely 
well,  or  will  be,  when  time  enough  has  been  given.  Dr.  Jewett's 
patient  said  on  November  10th,  that  she  never  felt  better  or 
stronger  than  she  did  then;  her  bis-ischiatic  diameter  is  only  two- 
and-a-half  inches.  In  all  of  the  women  the  union  of  both  soft 
parts  and  symphysis  took  place  by  the  first  intention,  although  in 
the  Baltimore  case,  the  pubic  separation  reached  two-and-seven- 
eighths  inches,  according  to  the  operator,  Dr.  Michael.  In  no 
patient  did  recovery  take  place  more  rapidly  than  in  this  colored 
dwarf.  Obstetrical  writers  are  inclined  to  doubt  the  possibility  of 
such  measures  of  separation  producing  no  marked  degree  of  injury 
to  the  pelvis;  but  the  claim  has  been  made  by  several  very. reliable 
observers  that  it  does  not. 

Some  of  our  very  conservative  obstetricians  have  expressed  a 
fear,  lest  the  operation  should  be  overdone  in  America;  and  have 
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even  gone  so  far  as  to  question  the  necessity  for  its  performance  in 
two  of  the  cases  already  reported.  Knowing  well  the.  history  of 
the  women,  and  the  education  of  those  engaged  in  operating  upon 
them,  especially  their  training  in  pelvimetry  in  European  materni- 
ties, I  feel  disposed  to  rely  upon  their  judgment,  rather  than  upon 
the  unfounded  objections  of  others.  I  should  rather  fear  that  sym- 
physiotomy may  not  be  resorted  to  in  cases  where  it  should  be,  as 
in  analogues  of  the  two  already  described,  as  tests  of  the  forceps 
and  version.  If  the  life  of  the  child  has  a  value,  it  would  appear  to 
outweigh  the  minimum  risk  that  there  is  in  pubic  section,  and  the 
increased  care  that  it  requires  of  the  obstetrician  for  a  few  days 
thereafter. 


SOME   RECENT  CONCLUSIONS  IN  THE  TREATMENT  OF 
FIBROID  TUMORS.1 

By  G.  Bettox  Massey,  M.D., 

Philadelphia. 

A  review  of  the  question  of  the  mode  of  action  of  electric  en- 
ergy in  causing  the  regression  of  fibroid  tumors  is  alway  valuable 
in  pointing  out  the  most  efficient  methods  of  using  the  agent,  as 
well  as  helping  us  to  define  its  limitations,  explain  its  short-com- 
ings, and  comprehend  the  mode  in  which  the  various  degrees  of 
regression  and  absorption  are  brought  about.  During  the  past  year 
I  have  had  an  excellent  opportunity  to  study  the  effect  of  simple 
contractions  of  a  myomatous  growth  produced  by  passing  strong 
galvanic  and  faradic  currents  through  it  by  means  of  large  elec- 
trodes placed  externally  on  the  skin  on  opposite  sides  of  the  upper 
extension  of  the  tumor.  The  patient  was  a  single  lady  of  thirty- 
three  years,  in  whom  the  tumor  had  been  known  to  be  present  for 
ten  years.  It  was  somewhat  irregular  in  shape,  of  a  soft,  mushy 
consistence,  and  as  large  as  a  pregnant  uterus  at  seven  months,  al- 
most filling  the  abdomen.  For  over  a  year  there  had  been  a  con- 
stant loss  of  blood.  The  excessively  mushy  consistence  of  the 
growth  contra-indicated  the  ordinary  Apostoli  treatment,  in  my 
opinion,  and  after  declining  to  accept  the  case  for  that  method,  I 
decided  to  try  the  effect  of  strong  currents  externally  applied.  The 


'Read  before  the  American  Electro-Therapeutic  Association  in  New  York, 
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Recent  Conclusions  in  the  Treatment  of  Fibroid  Tumors,  no 


pads,  about  eight  inches  in  diameter,  were  placed  first  on  the  tumor 
and  back,  and  then  on  each  side  of  the  tumor  at  each  treatment,  as 
much  as  150  to  200  milliamperes  being  turned  on  and  reversed  sev- 
eral times  with  the  controller.  This  was  followed  by  similarly-ap- 
plied primary  faradic  currents.  A  good  effect  was  soon  shown  in 
the  control  of  the  wasting,  the  monthly  periods  being  reduced  to 
nearly  normal  proportions.  The  effect  upon  the  size  is  best  shown 
by  the  following  series  of  measurements  of  the  abdominal  circum- 
ference at  the  greatest  diameter  of  the  tumor,  taken  before  and 
after  each  treatment  : 


Feb. 
Mar. 


Apr. 
May 
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It  will  be  seen  by  this  table  that  each  treatment  produced  a 
shrinkage  of  from  one-quarter  to  three-quarters  of  an  inch,  which 
was  retained  in  part  for  a  few  days  until  the  next  application.  At 
the  end  of  two-and-a-half  months  two-and  a-half  inches  had 
been  gained.  The  contraction  and  hardening  of  the  tumor  under 
the  effect  of  the  current  was  most  marked,  the  mushy  feel  giving 
way  to  a  knotty  condition.  The  happy  patient  was  now  sent  home 
for  a  few  weeks,  but  on  her  return  we  were  disappointed  to  find 
that  the  growth  had  relaxed  again  and  now  measured  34J,  but  a 
half  inch  in  circumference  less  than  at  first.  Further  treatment  was 
abandoned  by  me  as  not  productive  of  sufficient  results. 

The  lesson  taught  by  this  case  is  clearly  that  lasting  results  in 
these  soft  myomas  require  more  than  an  interpolar  action,  while  it 
is  also  made  clear  that  myomatous  tissues  may  be  made  to  con- 
tract at  once  by  these  currents,  doubtless  in  the  same  way  that  any 
other  muscular  tissue  is  contracted  by  electricity. 

More  valuable  data  may  be  gained  from  a  study  of  the  treat- 
ment used  with  the  seven  tumors  that  I  have  had  the  pleasure  of 
seeing  disappear  completely  by  absorption  under  electricity.  The 
first  of  these  was  an  intramural  growth  filling  the  pelvis  and  with 
a  projection  on  the  left  reaching  to  the  crest  of  the  ilium.  The  con- 
sistence was  firm,  and  there  had  been  considerable  suffering  from 
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pressure.  The  treatment  was  intra-uterine  negative  applications  of 
from  50  to  150  milliamperes.  After  the  cessation  of  treatment  the 
uterus  had  shrunken  to  the  normal  size,  leaving  indurations  of  the 
ligaments  only.  In  the  second  case  the  tumor  was  larger,  extend- 
ing considerably  above  the  brim  of  the  pelvis ;  the  mode  of  treat- 
ment was  the  same,  but  the  current  strength  did  not  exceed  no 
ma.,  and  the  size  of  the  uterus  and  condition  of  the  pelvis  were 
both  normal  six  months  after  the  cessation  of  the  treatment.  The 
third  tumor  that  was  completely  absorbed  was  a  pelvic  interstitial 
growth  of  six  years'  standing,  with  haemorrhages  ;  the  treatment 
was  again  intra-uterine  but  positive,  and  the  highest  strength  was 
but  60  ma.  The  fourth  and  fifth  were  both  pelvic,  interstitial, 
hemorrhagic  growths,  the  largest,  however,  extending  somewhat 
above  the  brim.  Here,  again,  the  treatment  was  by  the  intra- 
uterine method  and  positive,  the  highest  current  in  one  being  60 
and  in  the  other  100  ma.  The  sixth  tumor  to  completely  disappear 
is  the  only  one  that  has,  so  far,  been  entirely  absorbed  after  electro- 
puncture.  It  was  a  sessile,  subperitoneal  growth  projecting  into 
Douglas's  pouch  and  extending  upwards  into  the  abdomen  nearly 
to  the  umbilicus,  and  interfered  much  by  pressure  with  the  func- 
tions of  the  bladder;  the  punctures  were  negative,  buried  over  an 
inch  in  depth,  and  varied  in  strength  from  :oo  to  150  ma.  The 
seventh  and  most  recent  disappearance  by  absorption  was  in  all 
respects  the  most  remarkable,  for  the  intra-mural  tumor,  fully  the 
size  of  an  adult  head  and  extending  above  the  navel,  was  made  to 
disappear  by  intra-uterine  applications  under  125  ma.  A  portion 
of  the  treatment  of  this  case  was  done  by  Dr.  Whitcomb,  of  Green- 
wich, N.  Y. 

Of  the  seven  cases  of  complete  absorption,  therefore,  six  were 
treated  by  the  intra-uterine  method  and  one  by  pelvic  electro-punc- 
ture. Without  considering  the  methods  of  treatment  used  in  the  larger 
number  of  cases  of  symptomatic  cure  and  reduction  in  my  own 
practice  and  those  of  others,  it  would  seem  that  the  most  effective 
mode  of  treatment  necessitates  the  concentration  of  currents,  not 
necessarily  of  great  strength,  in  the  immediate  vicinity  of  the 
trophic  and  vascular  supply  of  the  tumor,  rather  than  the  mere  pas- 
sage of  strong  currents  through  them.  It  is  apparently  a  case  of 
cutting  off  or  demoralizing  the  trophic  paths  or  headquarters  of  the 
neoplasm  within  the  uterine  stroma  itself  or  at  its  hilum,  and 
when  we  can  accomplish  this  best  our  work  in  these  growths  will 
be  most  effective. 

212  South  Fifteenth  Street. 
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A   NEW   INTRA-UTERINE    STEM,    WITH    REMARKS  AND 

CASES.1 

By  R.  B.  Talbot,  M.  D., 

New  York. 

I  have  selected  this  topic,  as  I  consider  stems  a  subject  of 
interest  in  the  practice  of  gynaecology.  In  looking  up  the  subject, 
I  find  that  there  is  a  great  difference  of  opinion  among  physicians 
as  to  their  usefulness  ;  some  (and  I  may  say  practitioners  of  prom- 
inence) are  not  in  favor  of  their  use,  substituting  iodoform-gauze  in 
their  place  ;  others  use  the  stem  without  hesitation  whenever  they, 
in  their  judgment,  think  a  case  may  require  it.  Sometimes  there 
seem  to  be  good  reasons  why  the  stem  should  be  given  up,  for 
danger  occasionally  accrues  from  its  use  of  such  a  serious  nature 
that  it  deters  the  practitioner  from  using  it ;  but,  on  the  other  hand, 
those  who  rely  on  it  see  the  advantages  obtained  by  it,  and  by 
using  it  frequently  as  they  do  in  their  work,  everything  seems  to  go 
smoothly  and  with  little  or  no  trouble  arising  from  it.  I  do  think 
that  in  many  of  the  cases  where  failure  has  taken  place,  it  has  been 
due  to  the  fact  that  the  cases  have  not  been  well  selected — either 
the  preparatory  treatment  has  not  been  sufficiently  carried  out,  and 
the  patient  still  has  metritis,  or  a  parametric  inflammation,  with 
more  or  less  adhesions.  I  have  seen  this  time  and  again  in  the 
practice  of  other  physicians.  I  myself  have  once  or  twice  intro- 
duced the.  stem  too  early  and  been  obliged  to  remove  it,  but 
have  been  able  to  replace  it  after  a  careful  preparatory  treatment.  . 
I  refer  more  particularly  to  those  patients  who  come  to  the  office 
for  treatment.  But  of  late,  guided  by  my  experience  at  the  Wo- 
man's Hospital,  I  have  only  had  to  remove  one  stem,  which  had 
set  up  such  inflammation  that  its  continued  use  could  not  be  toler- 
ated. In  this  case  the  patient  would  not  follow  the  directions  given 
her  to  remain  quiet,  but  went  into  the  country  walking  and  climb- 
ing ;  in  fact,  did  everything  that  she  was  told  she  should  not  do 
while  wearing  the  stem.  I  think  in  years  gone  by  the  stem  was 
much  more  frequently  used  than  now,  as  a  wider  field  was  given 
it.  But,  as  I  have  before  stated,  iodoform-gauze  has  in  many  cases 
taken  its  place,  and  I  use  the  iodoform-gauze  in  many  cases  where 
once  I  would  have  used  the  stem.  It  was  not  many  years  ago  that 
Dr.  Thomas  told  me  that  he  often  introduced  a  glass  stem  and  then 
allowed  his  patients  to  go  abroad  and  travel  for  the  summer, 

1  Read  before  The  New  York  Obstetrical  Society  Oct.  4,  1892. 
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wearing  the  stem  until  their  return  in  the  summer  or  fall.  I  have 
seen  a  number  of  patients  on  whom  this  had  been  tried,  but  never 
yet  have  found  a  patient  in  whose  uterus  an  endometritis  or  a  me- 
tritis of  a  severe  nature  had  not  been  set  up.  This  condition  does 
much  harm  as  it  was  possible,  in  my  judgment,  for  the  stem  to  do 
good.  I  have  never  been  able  to  practice  this  with  any  of  my  pa- 
tients, though  I  have  tried  many  different  kinds  of  stems  and 
watched  the  patients  carefully.  And  I  think  the  same  results  would 
be  acknowledged  by  any  honest  physician.  With  some,  better  re- 
sults have  been  expected  from  the  use  of  a  stem  than  could  possibly 
have  been  attained,  and  hence  failures  have  occurred.  They  have 
been  introduced  to  overcome  flexures  where  slight  adhesions  to  the 
fundus  existed  ;  small  growths  in  the  uterus,  fibroids  lying  along 
a  canal  of  small  size,  and  I  have  seen  them  used  in  cases  where 
there  has  been  only  a  partial  development  of  the  organ.  Stenosis 
of  the  internal  os  due  to  fibrous  bands,  and  which  only  could  have 
been  benefitted  by  forcible  dilatation.  In  referring  to  flexions  with 
adhesions  of  more  or  less  slight  a  nature,  I  would  like  to  call  the 
attention  of  the  Society  to  one  class  of  cases  that  occasionally  ex- 
ists, and  which  I  have  found  in  my  experience  to  be  one  of  difficult 
diagnosis,  that  is  a  condition  where  the  adhesion  has  taken  place 
between  the  fundus  of  the  uterus  and  a  very  movable  portion  of 
the  small  gut,  due  to  a  previous  inflammation,  followed  by  exuda- 
tion. It  would  seem  as  if  the  uterus  at  first  would  withstand  the 
traction  which  at  times  was  put  upon  it,  but  sooner  or  later  the 
pendant  portion  of  the  gut  pockets  becomes  filled  more  or  less 
with  faecal  matter,  and  in  this  way,  owing  to  the  weight  of  the  filled 
pocket,  the  uterus  is  finally  dragged  down  and  a  flexion  takes 
place.  In  these  cases  the  flexion  exists  only  at  times,  or  when  the 
gut  is  full,  and  at  other  times,  when  the  gut  is  empty,  no  flexion 
can  be  found.  I  had  one  patient  with  this,  condition.  She  gave 
the  history  of  continued  backache,  pain  in  the  left  groin,  dysmen- 
orrhcea  during  some  of  her  menstruations  and  constipation.  An 
examination  showed  the  uterus  to  be  markedly  retroflexed  and  to 
the  left.  At  other  times  I  could  find  no  flexion  whatever.  By  con- 
tinued examinations  and  careful  questioning,  I  found  that  she  only 
had  the  trouble  following  a  prolonged  or  acute  attack  of  constipa- 
tion. In  other  words,  when  the  bowels  were  full  the  pendant  por- 
tion of  the  gut  would  pocket  and  become  filled  with  faecal  matter, 
and  thus  dragged  the  uterus  down  and  caused  the  flexion.  But 
when  the  bowels  were  empty  the  uterus  would  resume  its  normal 
position.     I  was  able  to  test  this  by  finding  a  great  difference  in 
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the  amount  of  pressure  needed  in  the  use  of  the  sound  in  turning 
the  uterus  at  various  times.  My  attention  was  first  called  to  the 
fact  some  years  ago,  when  I  found  this  condition  existing  in  a  case 
at  the  Post-Graduate  Hospital,  on  whom  a  post-mortem  examina- 
tion had  been  held,  the  adhesions  acting  upon  the  uterus  in  the  way 
mentioned.  I  refer  to  the  case  of  my  patient  because  at  one  time 
I  intended  to  use  a  stem,  thinking  that  I  might  in  this  way  over- 
come the  flexion,  and  thus  cure  the  dysmenorrhcea,  and  I  think 
sometimes,  in  such  cases  as  this,  a  stem  is  introduced  which  can 
be  of  no  benefit  whatever,  and  hence  we  have  a  failure.  I  consider 
this  condition  as  one  hard  to  diagnose,  and  to  many  it  would  seem 
as  if  a  divulsion  followed  by  the  use  of  a  stem,  or  iodoform-gauze, 
a  good  result  might  be  expected.  If  the  adhesion  had  been  of 
great  extent,  it  would  have  been  possible  to  recognize  the  condition 
at  once.  But  it  is  in  just  such  cases  as  these  that  the  diagnosis  is 
difficult 

After  studying  the  many  different  kinds  of  stems  and  using  them 
in  the  different  cases  for  which  they  were  intended,  I  could  find  none 
that  seemed  adequate  for  general  use.  I  say  general  use,  for  each 
stem,  in  its  own  way,  seemed  to  be  of  ample  service  ;  but  I  was 
looking  for  a  stem  that  could  be  used  both  in  cases  of  quick  divul- 
sion and  one  that  would  be  of  equal  service  in  cases  where  the  pa- 
tients could  be  about  their  usual  avocations  and  coming  to  the 
office  for  treatment  if  necessary.  Many  of  the  stems  require  the 
use  of  a  pessary  with  a  cup,  by  means  of  which  it  is  held  in  posi- 
tion, and  without  which  it  would  almost  immediately  slip  out  of 
the  uterus.  The  addition  of  a  pessary  is  always  troublesome,  and 
as  many  patients  did  not  need  one,  except  for  the  maintenance  of 
the  stem,  it  certainly  is  a  thing  to  be  avoided  if  possible.  Other 
stems  were  held  in  position  by  a  bulb  at  its  extremity,  or  else  by 
the  spreading  of  the  stem,  the  shaft  having  been  made  in  two  sec- 
tions. I  have  tried  these,  and  always  found  that  they  would  slip 
sooner  or  later  and  leave  the  button  at  their  base  standing  out  from 
the  os,  and  in  this  way  were  a  constant  source  of  irritation  to  the 
cervix  and  discomfort  to  the  patient,  as  it  invariably  led  to  version 
of  the  uterus,  more  or  less.  The  Hanks  stem,  with  a  button,  and 
the  Cleveland  stem,  which  has  no  button  at  its  base,  have  to  be 
stitched  on  the  cervix,  are  both  good  stems.  Still,  it  is  next  to  im- 
possible for  the  patient  to  be  about  while  wearing  them,  as  the 
stitches,  if  of  silver  or  other  material,  are  liable,  if  not  sure,  to  set 
up  an  irritation,  which,  if  allowed  to  go  on,  would  cause  a  severe 
cervicitis;  so  that  it  is  evident  that  these  stems  could  not  be  used 
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when  a  patient  has  to  come  to  the  office,  though  they  are  exceed- 
ingly good  for  use  in  a  hospital  service,  or  where  the  patient  is 
confined  to  the  bed.  Dr.  Outerbridge  invented,  some  little  time 
ago,  a  wire  stem,  which  has  been  greatly  used.  I  repeatedly  used 
this  stem  at  the  Demilt  Dispensary  when  I  was  attending  gynaecol- 
ogist, and  found  that  in  many  patients,  though  it  seemed  to  help 
them  at  first,  and  held  the  canal  open  for  a  time,  still,  it  was  not 
long  before  the  four  wires  of  the  shaft  commenced  to  burrow,  and 
the  walls  of  the  canal  grew  around  them  to  such  an  extent  that 
the  canal  finally  became  almost  closed,  and  I  often  found  it  very 
difficult  to  remove  the  instrument.  I  consider  a  large-sized  glass 
stem  the  best  if  there  is  an  opening  of  sufficient  calibre  to  give  free 
drainage  to  the  uterine  cavity.  But  this  has  to  be  kept  in  position 
by  the  use  of  a  cup-pessary,  and  the  stems  are  liable  to  be  broken 
while  in  situ.  It  was  not  long  ago  when  I  was  suddenly  called  to 
see  one  of  my  patients  into  whose  uterus  I  had  inserted  a  glass 
stem.  On  arriving  at  the  house,  I  was  informed  that  the  stem  was 
broken.  An  examination  proved  this  to  be  the  case.  The  stem 
had  snapped  off  close  to  the  button,  leaving  the  sharp  edges  of  the 
shaft  protruding  from  the  os.  This,  of  course,  might  prove  a  seri- 
ous accident,  and,  in  the  eyes  of  the  patient,  was  one.  I  was  not 
permitted  to  use  a  glass  stem  again.  But  still  the  glass  stem  is 
certainly  the  most  aseptic  of  any,  and  if  they  could  be  retained  in 
position  easily  I  would  much  prefer  them.  After  trying  almost 
every  stem  I  could  find,  I  finally  advised  the  one  which  I  now  bring 
before  the  Society.  I  have  used  this  stem  for  three  years,  having 
tried  it  both  in  operative  and  in  office  cases.  I  have  altered  it  from 
time  to  time,  until  it  has  reached  its  present  construction,  and  by 
these  alterations  I  have  endeavored  to  supply  an  instrument  which 
would  take  the  place  of  many  of  the  stems  already  in  general  use. 

This  stem  is  made  with  a  spiral  shaft,  the  shaft  being  made  of 
l^a  small,  flattened  steel  wire,  and  this  is  bent  around  in  a  spring- 
like form,  so  that  it  gives  it  elasticity  ;  there  is  a  cup  or  button  at 
the  base ;  on  one  side  of  this  cup  is  a  slot,  which  serves  the  double 
purpose  of  allowing  you  to  hold  the  os  with  a  tenaculum  while  in- 
serting it  into  the  uterus  and  also  will  allow  of  free  drainage  of 
blood  or  discharges  while  in  use. 

The  repositor  is  very  much  the  same  as  all  other  stem  reposi- 
tors.  It  has  a  slide  upon  the  shaft  to  throw  off  the  stem  ;  the  only 
difference  is  that  the  bulb,  at  the  point,  is  of  an  acorn-shape  and 
fits  accurately  into  the  orifice  in  the  end  of  the  stem  in  such  a  way 
that  only  the  point  protrudes,  thus  making  the  process  of  introduc- 
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tion  of  the  stem  easy,  as  it  will  not  catch  on  any  obstruction.  The 
method  of  introducing  the  stem  in  severe  flexions  is  this  :  The  pa- 
tient is  put  in  Sims'  position  and  the  canal  is  dilated  with  a  bent 
Peaslee  or  Hanks  dilator  to  a  satisfactory  size ;  the  repositor  is 
then  carefully  bent  to  the  same  shape  as  the  dilator,  so  that  you  are 
sure  to  get  the  same  degree  of  flexion  ;  the  stem  is  then  slipped 
upon  the  repositor,  and  the  os  is  again  caught  by  the  tenaculum 
and  the  stem  gradually  pushed  up  into  position  into  the  canal ;  care 
being  taken  to  keep  the  shaft  of  the  tenaculum  within  the  slot  on  the 
button,  as  otherwise  the  two  would  crowd  ;  the  stem  being  in  place, 
the  repositor  is  withdrawn,  the  former  being  held  there  by  the  slide 
until  the  repositor  is  free. 

As  the  repositor  is  gradually  withdrawn,  the  spiral  spring  of  the 
stem  slowly  straightens  out,  and  thus  holds  the  canal  in  a  straight- 
ened position.  Should  this  not  accomplish  the  purpose  at  once, 
the  continued  pressure  of  this  spring  will  eventually  cause  a  perfect 
straightening  of  the  canal.  I  would  say  in  regard  to  after-treat- 
ment, if  needed,  that  the  patient  should  come  to  the  oifice  and 
receive  the  usual  application  of  iodine  and  glycerine  on  cotton 
pads,  with  carbolic  douches  to  be  taken  at  home.  As  the  stems 
are  gold-plated,  iodine  has  no  effect  upon  them,  and  the  only  ob- 
jection I  have  found  in  the  gold-plating  is  that  a  reaction  of  the 
lochia  upon  the  gold  causes  an  inky  discharge,  which,  though  it  in 
some  cases  causes  some  annoyance  to  the  patient,  still  does  not 
appear  putrescent.  The  stems  are  left  in  a  month  or  more,  the 
canal  in  the  stem  being  large  enough  to  irrigate  by  means  of  any 
small  tube  attached  to  an  irrigator  or  by  a  Keyes  deep  urethral 
syringe.  In  some  cases  I  would  remove  the  stem  in  ten  days  or 
so  and  immediately  replace  with  a  newly-plated  one  if  it  became  at 
all  foul  and  could  not  be  cleaned  satisfactorily.  The  objection  has 
been  made  that  it  would  be  impossible  to  keep  them  clean  or  asep- 
tic while  in  use.  What  stem  can  you  keep  aseptic  ?  I  have  seen 
those  made  of  plain  rubber,  with  one  or  more  slots  clown  the  side, 
when  taken  out  of  the  cervix,  as  foul  as  any  stem  could  be,  and 
with  no  way  to  clean  them  while  in  position.  When  it  is  desired 
to  remove  the  stem,  it  can  be  withdrawn  by  a  tenaculum,  but  in 
case  it  should  be  too  firmly  held  by  the  uterine  canal,  a  few  back- 
ward turns  of  the  stem  with  the  tenaculum  will  disengage  it. 

I  wish  to  record  here  three  typical  cases  in  connection  with  the 
use  of  this  stem.  I  will  not  enter  into  any  of  the  minute  particu- 
lars, as  it  would  consume  too  much  time,  but  will  give  you  only 
the  main  points  in  their  history  : 
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Case  I. — Mrs.  G.,  of  this  city,  thirty-two  years  of  age;  married 
twelve  years  ;  had  one  child  during  the  first  year  of  her  marriage 
and  one  some  five  years  later.  Both  children  being  dead,  she  de- 
sired to  become  pregnant  again.  She  complained  of  pain  in  the 
region  of  the  uterus,  much  backache  and  general  depression.  On 
examination  I  found  a  very  extensive  laceration  of  the  cervix  and 
endometritis.  After  suitable  treatment,  I  did  a  trachelorrhaphy  with 
good  results.  Some  time  afterward  she  called  upon  me,  sayiifg  she 
had  not  become  pregnant,  and  could  anything  be  done  to  help 
her?  On  April  12,  1889,  I  went  to  the  house  and,  assisted  by  Dr. 
A.  M.  Thomas,  did  a  rapid  divulsion  under  ether.  I  then  found  a 
nodular  fibroid  just  above  the  internal  os  the  size  of  a  small  hazel 
nut  which  I  did  not  remove.  I  inserted  the  stem  and  this  was  left 
in  seven  days  and  then  removed.  The  patient  did  well,  and  on 
November  17th  she  gave  birth  to  a  child,  conception  having  taken 
place  very  shortly  after  the  use  of  the  stem. 

Case  II. — Mrs.  F.,  of  this  city,  married  three  years,  had  never 
been  pregnant ;  complains  of  severe  backache  at  times,  pain  in  the 
left  groin,  and  suffered  greatly  during  her  menstruation.  On  ex- 
amination I  found  retroversion  in  the  second  degree ;  vaginitis  and 
a  thickening  of  the  left  broad  ligament,  with  some  prolapse  of  the 
left  ovary.  I  put  her  under  the  usual  treatment,  getting  the  uterus 
well  up  into  position  and  holding  it  up  in  place  by  an  Albert  Smith 
pessary.  I  then  began  a  dilatation.  I  found  on  passing  the  sound 
that  the  contraction  at  the  internal  os  was  extremely  marked.  Af- 
ter dilating  the  canal  sufficiently,  I  inserted  the  stem,  and  she  wore 
this  about  one  month,  going  out  to  walk  every  day  during  that 
period.  Soon  after  removing  the  stem,  she  became  pregnant  and 
on  March  20th  gave  birth  to  a  child. 

Case  III. — Mrs.  C,  of  this  city,  age  about  twenty-six;  married 
about  five  years  ;  has  been  pregnant  twice  ;  in  both  cases  she 
aborted  about  the  third  month  ;  has  at  times  some  backache,  pain 
in  the  right  groin,  but  states  that,  with  the  exception  of  her  abor- 
tions, she  never  suffers  any  pain  and  always  considers  herself  a 
strong  and  healthy  woman.  I  was  first  called  to  attend  her  in  the 
second  abortion,  which  took  place  in  spite  of  all  I  could  do  to  avoid 
it.  Being  much  disappointed  from  the  fact  that  she  could  not  carry 
a  child  to  full  term,  she  later  on  called  on  me  for  treatment.  I 
found  on  examination  vaginitis,  cellulitis  and  a  right  lateral  ante- 
flexion, and  an  adhesion  of  the  fundus  to  the  right  wall  of  the 
abdomen,  for  a  small  extent,  as  far  as  I  was  able  to  judy;e.  I  put 
her  under  treatment,  and  after  about  six  weeks  I  was  able  to  free 
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the  uterus  and  get  it  up  in  a  normal  position.  I  then  dilated  care- 
fully and  inserted  a  stem.  She  was  comfortable  for  a  while,  but  at 
times  it  gave  her  pain.  Very  soon  she  went  to  the  country  and, 
being  a  person  of  active  habits,  would  not  take  sufficient  care  of 
herself.  She  returned  in  a  week  or  ten  days,  and  the  stem  was 
then  causing  her  much  pain.  On  examination  I  found  it  had  set 
up  an  attack  of  metritis,  and  I  removed  it  at  once  ;  at  the  same 
time  she  had  taken  cold,  and  I  found  she  had  a  sharp  attack  of 
nephritis  and  albuminuria,  which  confined  her  to  her  bed  ;  so  part 
of  the  pain  was  due  to  this  attack.  I  quote  this,  to  show  how  in 
some  cases,  owing  partly  to  the  patient's  temperament  and  partly 
to  the  tendency  to  local  inflammation,  we  are  liable  to  have  a 
failure.    The  advantages  of  this  stem  are  these  : 

First.    It  is  self-retaining,  requiring  no  pessary  or  stitches. 

Second.  It  makes  constant  pressure  upon  a  flexion  until  the 
flexion  is  overcome. 

Third.    It  has  a  large  canal,  which  will  admit  of  free  drainage. 

Fourth.  The  size  of  the  canal  permits  irrigation  of  the  cavity 
of  the  uterus  (if  desired)  for  cleansing  the  stem. 

Fifth.    It  can  be  inserted  when  the  uterus  has  a  severe  flexion. 

Sixth.  It  will  begin  to  loosen  when  the  flexion  is  completely 
overcome  in  many  cases. 

In  those  patients  who  have  been  carefully  curetted  and  the  op- 
eration of  trachelorrhaphy  has  been  performed,  followed  by  the 
insertion  of  the  stem,  I  have  frequently  found,  within  a  few  days, 
a  sudden  rising  of  the  temperature  and  the  pulse,  the  patient  show- 
ing all  the  signs  of  a  severe  sepsis,  these  symptoms  all  disappearing 
within  a  few  hours  after  removing  the  stem  and  stitches  and  a  free 
bichloride  douche  being  given.  On  removing  the  stem  I  have  often 
found  it  clogged,  and  in  the  cavity  of  the  uterus  would  be  a  thick, 
black,  purulent  discharge,  which  would  immediately  begin  to  flow 
out.  Now,  I  hold  that  in  these  cases  had  the  canal  in  the  stem 
been  of  sufficient  calibre  this  condition  would  and  could  not  have 
existed,  as  it  was  due  to  the  damming  back  of  the  fluid.  I  have 
seen  a  number  of  these  cases  at  the  Woman's  Hospital,  and  it  is 
just  such  occurrences  as  these  that  have  caused  some  physicians  to 
give  up  the  use  of  the  stem.  I  think  in  many  of  these  cases  it  is 
better  to  rely  on  the  iodoform-gauze  than  to  use  any  stem,  unless 
the  canal  be  of  large  size,  as  the  gauze  makes  constant  pressure 
upon  the  interior  of  the  uterine  wall  and  checks  a  great  amount  of 
infiltration. 


iii4 


Allan  M.  Thomas,  M.D. 


Finally,  I  would  lay  down  these  few  rules  in  preparing  a  patient 
for  the  use  of  a  stem  : 

First.    See  that  the  uterine  canal  is  well  dilated. 

Second.  If  the  patient  has  undergone  curettement,  be  sure  that 
all  debris  has  been  fully  removed. 

Third.    Follow  this  with  a  bichloride  douche,  1-5000. 

Fourth.  In  the  use  of  a  stem,  select  one  that  has  a  large  open- 
ing, so  that  you  will  get  free  drainage  of  blood,  debris  and  possibly 
pus.  which  by  chance  might  come  from  the  tubes. 

Fifth.  Do  not  cauterize  the  fundus  too  severely  following  a 
curettement. 

Sixth.  Should  an  office  patient  have  any  pain  of  severe  nature 
and  lasting  some  hours,  give  directions  to  have  her  lie  in  bed  a  day 
or  so.  % 

With  the  use  of  the  stem  that  I  show  you  to-night,  and  by  care- 
fully following  the  rules  laid  down  as  to  its  use,  I  have  never  been 
called  to  the  bedside  of  a  patient  to  remove  it  on  account  of  any 
inflammation  it  may  have  caused,  or  even  irritation,  with  the  ex- 
ception of  the  case  before  mentioned. 

I  feel  satisfied  that  I  have  obtained  more  lasting  results  in  the 
treatment  of  my  patients  with  the  use  of  this  instrument  than  I 
have  obtained  with  the  use  of  other  stems. 

In  conclusion,  I  would  say  that  I  do  not  hold  this  up  as  "the 
stem,"  but  simply  wish  to  get  the  unbiased  opinion  of  my  fellow- 
physicians  as  to  its  possible  merits. 


BRIEF  STATISTICAL  REPORT  OF  AND  REMARKS  UPON 
A  PERIOD  OF  OBSTETRICAL  SERVICE  AT  "  THE  NEW 
YORK  STATE  EMIGRANT  HOSPITAL."1 

By  Allan  M.  Thomas,  M.  D. 

The  especial  service  recounted  in  my  paper  to-night  was  ob- 
tained during  my  incumbency  of  the  office  of  Physician-in-Chief  to 
the  Emigrant  Hospital,  and  covers  a  period  of  five-and-a-half-years, 
beginning  with  the  Spring  of  1883  and  ending  in  the  Fall  of  1888. 

In  extenuation  of  its  tardy  presentation  permit  me  to  say  its 
prompt  report  was  unavoidably  hindered  by  a  tedious  illness  at  the 
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close  of  my  hospital  work,  and  circumstances  have  not  induced  me 
to  take  the  matter  up  since,  until  my  scheduled  paper  before  this 
Society  to-night  suggested  an  opportune  occasion. 

For  the  benefit  of  those  not  familiar  with  the  conduct  of 
the  Emigrant  Hospital,  and  that  you  may  obtain  a  clearer 
comprehension  of  the  situation  under  which  my  results  were 
secured,  a  brief  explanation  is  advisable.  The  staff,  consist- 
ing of  a  Physician-in-Chief  and  four  associate  physicians,  was 
entirely  resident,  each  man  well  remunerated  for  and  given 
the  entire  responsibility  of  the  work  alloted  him.  There  was 
no  attending  staff.  Previous  hospital  experience  of  a  thorough 
nature  was  demanded  as  an  especial  requirement  of  eligibility  to 
appointment.  A  Board  of  five  eminent  physicians  and  surgeons  of 
New  York  City  constituted  the  consulting  staff.  The  capacity  of 
the  institution  was  1200  beds,  and  during  the  greater  part  of  my 
connection  with  it  the  average  daily  census  was  from  five  to  eight 
hundred  inmates.  The  service  was  divided  into  five  sections,  viz : 
Medical,  Surgical,  Insane,  Quarantine,  Obstetrical  and  Children, 
each  under  the  direct  control  of  a  physician  in  charge,  and  all  un- 
der the  general  surveillance  of  the  Physician-in  Chief.  A  capacious 
well  constructed  pavilion  hospital,  erected  about  1863,  consisting 
of  five  pavilions  of  two  large  ward  floors  each,  was  set  aside  for  the 
exclusive  housing  of  female  patients,  and  the  obstetrical  depart- 
ment was  always  located  in  one  or  another  of  these  pavilions. 
With  this  large  service  and  comparatively  small  staff  the  customary 
hospital  history  book-keeping  was  impossible.  A  lay  clerical  force 
kept  a  system  of  gross  hospital  records  such  as  admissions,  ward- 
transfers  and  discharges,  and  from  these  books  I  have  obtained  my 
statistical  table.  Bedside  notes  were  kept  more  or  less  strictly  in 
the  obstetrical  wards,  but  became  the  property  of  the  physician  in 
charge  and  I  have  only  two-thirds  of  the  entire  number  so  that  they 
are  invaluable  for  the  complete  statistical  report  of  the  service  it 
would  otherwise  have  been  my  pleasure  to  give  you.  Under  these 
conditions  I  present  the  following  simple  statement  of  our  gross 
results  and  shall  supplement  that  with  remarks  concerning  other 
periods  of  the  maternity's  history. 

The  total  number  of  women  delivered  in  the  five  and  a 
half  years'  service  was,  -  -  686. 

Deaths  from  puerperal  septicaemia,        -  -  1. 

Deaths  from  other  causes,  -  4- 

Total  number  of  deaths,  -  5. 
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Percentage  of  deaths  from  puerperal  fever,      .  -  .14 

Percentage  of  deaths  from  all  causes,  -  -75 
Of  Births  : 

The  total  number  of  children  born  alive  was,  -  666. 

The  total  number  of  still  births  was,             -  20. 

Percentage  of  still-births,        -             -  3- 


The  single  death  from  puerperal  sepsis  was  of  a  patient  who 
entered  the  maternity  direct  from  one  of  the  general  medical  wards 
where  she  had  been  for  some  time  under  treatment  for  rheumatism 
and  Bright's  disease.  Upon  admission  to  the  " pony  room"  her 
temperature  was  1020.  She  died  on  the  fifth  day  of  puerperal 
peritonitis,  and  the  autopsy  further  revealed  the  presence  of  advanced 
nephritis  and  cardiac  disease.  The  four  remaining  deaths  were  dis- 
tinguished as  follows: 

Two  from  eclampsia.  One  from  exhaustion,  shortly  after  labor, 
in  a  woman  with  advanced  pulmonary  tuberculosis.  One  from 
typhoid  fever,  the  autopsy  demonstrating  the  characteristic  intes- 
tinal lesions. 

Of  these  patients  a  number  came  to  us  more  or  less  advanced  in 
labor,  under  conditions  of  great  filth,  direct  from  the  steerage  of  the 
transatlantic  steamers  or  from  the  over-crowded  and  far  from 
desirable  attendance  of  the  little  emergency  hospital  in  Castle 
Garden.  The  majority  of  the  women  were,  however,  under  our 
observation  for  a  longer  or  shorter  period  previous  to  labor,  and 
carefully  prepared  for  confinement. 

In  its  early  history  the  Emigrant  Hospital  Maternity  passed 
through  some  varied  and,  like  most  old  maternity  institutions, 
judged  from  our  present  standpoint,  not  very  creditable  experiences. 
Just  prior  to  1880  its  fortunes  were  entrusted  mostly  to  the  care  of 
a  midwife,  whom  some  researches  of  my  predecessor,  Dr.  Tuttle, 
would  indicate  was  quite  as  adept  in  the  art  of  ''doctoring"  her 
obstetrical  statistics  as  she  was  successful  in  her  practice  of  mid- 
wifery. Undoubtedly  her  faults  were  of  the  character  to  be  ex- 
pected in  a  woman  scarcely  up  to  the  average  intelligence  and 
skill  of  her  day  and  kind.  Regarding  her  statistics,  suffice  it  in  a 
service  of  two  to  three  hundred  births  a  year,  located  in  the  wards 
of  a  general  hospital,  she  reported  no  deaths  from  "child-bed 
fever"  for  a  period  of  many  years  ;  although  Dr.  Tuttle  s  investi- 
gations revealed  a  sufficient  number  of  deaths  of  women  transferred 
to  general  fever  wards  to  give  an  annual  mortality  rate  varying 
from  five  to  eight  per  cent.    To  her  credit,  however,  it  should  be 
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said  that  this  was  not  far  from  results  obtained  in  other  maternities 
of  this  country  at  that  time.  Following- the  midwife's  management 
of  the  service  the  department  came  under  the  personal  supervision 
of  Dr.  George  M.  Tuttle.  Many  innovations  of  a  beneficent  char- 
acter were  at  once  instituted  by  him.  In  fact  to  Dr.  Turtle's  energy 
and  perseverance,  in  the  discouraging  pioneer  work  of  reorganiza- 
tion, too  much  credit  cannot  be  given.  As  an  immediate  result  of 
his  efforts  the  service  improved  in  many  respects.  The  rate  of  still 
births  was  materially  lessened,  mastitis  was  a  much  less  fre- 
quent complication  of  the  puerperium,  stomatitis  and  ophthalmia 
neonatorum,  which  had  previously  been  prevalent  in  the  wards, 
were  well  nigh  exterminated;  but  an  epidemic  of  puerperal  fever  in  the 
Spring  months  was  not  averted.  Succeeding  this  brief  period  the 
direct  care  of  the  service,  under  the  supervision  of  Dr.  Tuttle,  fell 
next,  in  the  summer  of  1881,  to  my  lot.  Now,  for  the  first  time  in 
its  history,  the  maternity  was  provided  a  physician  exclusively  for 
its  work. 

This  was  a  progressingly  important  step  in  the  direction  of 
isolation  and  removed  one  element  of  possible  hetero-infection  which 
had  previously  menaced  the  service.  Additional  antiseptic  treat- 
ment was  instituted.  Carbolic  acid  was  the  antiseptic  used  and 
thorough  vaginal  douching,  every  eight  hours  during  and  for  ten 
days  after  labor,  was  the  special  method  adopted.  Oakum,  and 
later  aseptic  absorbent  jute  was  used  at  the  vulva.  Despite  these 
precautions  an  epidemic  of  puerperal  fever,  equally  serious  in  its 
results,  was  again  encountered  in  the  Spring  of  1882.  It  was  still 
evident  that  a  faulty  practice  existed  somewhere.  The  question 
again  arose,  what  is  the  trouble  ?  We  had  instituted  a  so-called 
antiseptic  practice,  earnestly  endeavored  to  perfect  the  general 
hygiene  and  all  to  no  material  purpose  so  far  as  the  recurrence  of 
puerperal  fever  was  concerned.  Were  the  wards  overcrowded? 
Was  the  hospital  hopelessly  infected  ?  Was  it  a  lack  of  means  of 
isolation  of  recent  cases  ?  Or  was  the  system  of  vaginal  douch- 
ing, the  boasted  panacea,  the  mischief-maker  ?  These  points  oc- 
cupied our  serious  attention  until  the  Spring  of  1883,  when  radical 
changes  were  again  established.  The  methods  now  adopted  were 
the  result  of  a  careful  collaboration  of  ideas  promulgated  at  about 
that  time  by  prominent  obstetricians  of  this  city,  which,  with  the 
aid  of  our  experience  we  formulated  and  adapted  to  the  possibilities 
of  the  institution  and  the  service  to  be  conducted. 

Everything  in  the  way  of  careful  asepsis  of  physician,  nurse  and 
patient  was  directed  in  detail  and  rigorously  enforced  in  routine 
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practice  and  the  following  important  changes  instituted  and  con- 
tinued with  very  slight  variation  through  the  five-and-a-half-years 
covered  by  the  foregoing  statistical  report.  As  an  antiseptic,  cor- 
rosive sublimate  was  substituted  for  carbolic  acid.  Routine  vaginal 
douching  was  entirely  abolished  during  the  puerperium;  one  rou- 
tine vaginal  douche  of  1-5000  corrosive  sublimate  solution,  at  a 
temperature  of  no0,  was  given  at  the  beginning  of  labor. 

Whenever  during  confinement  the  uterus  was  invaded  by  hands 
or  instruments  a  similar  douche,  intra- uterine,  was  given  immedi- 
ately after  labor,  at  a  temperature  of  1 200. 

Careful  quarantine  of  the  patient  during  and  for  twenty-four 
hours  after  labor  was  secured  by  providing  specially  isolated  rooms 
and  attendants  for  this  period. 

Nurses  were  strictly  prohibited  vaginal  examination  at  all  times 
and  the  physician  was  instructed  in  abdominal  palpation,  and 
directed  to  make  the  fewest  possible  vaginal  examinations. 

An  antiseptic  absorbent  pad  of  sublimated  gauze  and  borated 
absorbent  cotton  was  substituted  for  the  oakum  and  jute.  As  soon 
as  any  sign  of  blood  showed  through  the  pad  on  the  binder  or 
"draw-sheet"  everything  soiled  was  immediately  removed,  and 
the  patient  carefully  cleansed  with  sublimated  solution  and  a  clean 
binder,  sheet  and  antiseptic  pad  reapplied.  Nurses  were  instruct- 
ed to  cleanse  their  hands  thoroughly  before  and  after  changing 
each  dressing,  and  avoid  strictly  all  personal  contact  with  the  vulvo- 
vaginal tract.  The  catheter  was  invariably  passed  when  required, 
by  sight  and  not  by  touch,  and  here,  as  at  all  times,  when  it  was 
necessary  for  the  nurse  to  approach  the  vulva  with  her  hands  she 
was  instructed  to  do  so  with  her  thumb  and  fore-finger,  wrapped  in 
absorbent  cotton  wet  in  a  1-4000  solution  of  corrosive  sublimate. 

Three  thousand,  five  hundred  cubic  feet  of  bed  space  was 
allotted  each  patient  in  the  puerperal  ward  in  place  of  2,000 
previously  given.  Though  an  unusually  liberal  bed  space 
allowance  it  was  a  matter  of  some  importance  in  the 
premises  as  we  occupied  imperfectly  ventilated  wards  that 
had  been  in  constant  use  for  twenty-five  years.  The  greatest 
care  was  taken  to  immediately  transfer  irregular  cases,  during  the 
puerperium,  to  an  intermediate  ward  for  observation  and  absolute 
quarantine  was  at  once  secured  if  the  slightest  evidence  of  sepsis 
developed. 

Strangely  enough,  this  was  at  times  a  difficult  rule  to  enforce. 
Some  men,  in  hospital  obstetric  work  at  least,  are  too  prone  to 
tamper  with  these  cases  of  mild  sepsis,  and  loth  to  acknowledge 
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the  presence  of  infection  occurring  in  their  service.  Possibly  a  long 
period  of  exemption  renders  them  careless,  skeptical  or  over-confi- 
dent of  their  aseptic  methods.  They  deceive  themselves  with 
various  diagnostic  subterfuges  ;  malaria,  milk,  nervous  and  gastic 
fevers  being  cited  as  the  cause  of  trouble  in  their  anxiety  to  exclude 
septic  infection. 

In  the  interim  of  nearly  a  decade,  since  the  service  of  this  report 
was  established,  much  valuable  and  progressive  work  has  been  re- 
ported in  this  field,  and  in  presenting  this  paper  I  trust  no  one  will 
think  me  presuming  upon  any  lack  of  their  familiarity  with 
or  knowledge  of  these  facts.  Neither  do  I  lay  claim  to  the 
presentment  of  new  and  original  ideas,  but  narrate  the  details  we 
practiced  simply  to  give  you  a  more  complete  knowledge  and  bet- 
ter comprehension  of  the  service  reported. 

In  regard  to  the  one  death  from  puerperal  fever,  occurring  in 
the  total  number  of  six  hundred  and  seventy-four  women  delivered, 
do  not  infer  that  it  represented  the  sole  dealing  we  had  with  puer- 
peral sepsis  during  these  five  and  a  half  years.  No  such  delightful 
and  uniform  service  prevailed.  As  histories  of  but  four  hundred 
women  confined  are  available,  it  is  impossible  for  me  to  state  the 
exact  number  of  septic  cases  which  developed,  but  amongst  these 
four  hundred  patients  there  were  seven  sporadic  cases  of  more  or 
less  well  marked  puerperal  fever,  all  of  whom  recovered. 

This  rate  of  1.7  per  cent,  of  septic  invasion  is  no  doubt  fairly 
representative  of  the  entire  service,  as  it  was  extraordinarily  uniform 
in  character.  In  regard  to  the  source  of  infection  it  was  in  one 
case  directly  traceable  to  neglect  of  and  innovation  in  the  proscrib- 
ed routine  of  practice.  Several  of  them  came  to  the  pony-room 
direct  from  shipboard  or  the  Reception  Hospital  at  Castle  Garden 
in  the  second  and  third  stages  of  labor,  and  were  undoubtedly  in- 
fected before  admission.  On  the  other  hand,  cases  of  latent 
gonorrhoea  and  purulent  tubal  and  ovarian  disease  which  devel- 
oped sepsis  were  naturally  put  down  to  auto -infection)  but  others, 
where  a  legitimate  doubt  of  the  etiology  existed,  like  the  one  death 
from  sepsis  reported,  and  those  even  more  perplexing,  where  the 
most  rigid  search  failed  to  reveal  any  satisfactory  source  of  in- 
fection, had  still  to  be  accounted  for.  Should  they  be  put  down  to 
auto,  or  hetero-infection  ?  In  my  opinion  the  fewer  cases  of  septic 
invasion  of  the  puerperium  of  obscure  origin  we  attribute  to  auto- 
infection  the  better  our  future  practice  of  obstetrics  will  be. 

The  unique  practical  exemplification  the  report  gives  of  the 
progressive  improvement  in  the  result  of  obstetrical  practice  under 
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the  benign  influence  of  modern  aseptic  methods,  deserves  es- 
pecial remark.  Nothing-  could  be  more  convincing  of  its  value 
than  the  contemplation  of  this  service,  coining  as  it  does,  under  the 
same  conditions  of  location,  in  such  favorable  contrast  with 
previous  periods  of  the  Maternity's  history  that  were  fraught 
with  almost  annual  epidemics  of  fatal  puerperal  fever. 

Before  closing  this  paper  it  is  but  fair  for  me  to  state  that  my 
present  practice  differs  in  some  of  its  detail  from  that  just  described. 
The  routine  douche  before  labor  and  the  corrosive  sublimate,  as  an 
antiseptic,  for  intra-uterine  and  vaginal  washings,  have  been  aban- 
doned. My  patients  are  now  given  more  freedom  in  bed  during 
the  first  few  days  of  lying-in,  and  the  early  resort  to  the  commode 
at  the  bedside  has  supplanted,  largely,  the  former  use  of  the  bed 
pan.  Where  douching,  for  some  special  reason,  is  required  the  simple 
aseptic  hot  water  or  2  per  cent,  creoline  solution  is  chosen. 

In  this  connection  it  is  an  interesting  fact  that  during  five-and-a- 
half  years  of  the  free  use  of  (solution  of  1-5000)  corrosive  sub- 
limate for  intra-uterine  and  vaginal  douches  no  case,  even  of  mild 
poisoning,  occurred.  In  spite  of  this  fortuitous  experience  the  ill 
results  reported  by  others  during  the  past  ten  years  have  induced 
me  to  forego  its  further  use  for  that  purpose. 

In  conclusion  I  feel  sure  everyone  will  join  heartily  with  me  in 
self-congratulations  that  we  practice  obstetrics  at  a  time  when  a 
successful  prophylaxis  against  puerperal  infection  has  been  estab- 
lished and  the  frightful  ravages  of  "  child-bed  fever"  virtually 
relegated  to  the  history  of  the  obstetrics  of  the  past.  At  the  hospi- 
tal no  disease  is  more  dreadful  and  demoralizing  to  physician,  nurse 
and  patients,  and,  surely,  nothing  can  be  more  heart-rending  to 
the  family  than  the  horrid  experience  of  a  glorious  physiological 
occurence  becoming  the  saddest  of  pathological  events. 


Faradization  as  a  Uterine  Developer,  etc. 


1 121 


THE  NEGATIVE  POLE  OE  THE  GALVANIC  CURRENT, 
WITH  FARADIZATION  AS  A  UTERINE  DEVELOPER, 
WITH  REPORT  OF  CASES.1 

By  Chas.  G.  Cannaday,  M.D., 

Roanoke,  Va. 

Member  of  American  Electro-Therapeutic  Association;  Fellow  of  the  Virginia  Medical  Society; 
Member    of   the    American   Medical    Association;  Member   of   the  British 
Gynaecological   Society,  London;   Fellow  of  the  American  As- 
sociation of  Physicians  and  Surgeons,  Berlin,  etc. 

After  having  directed  my  attention  to  the  "/bus  et  origo"  of 
uterine  diseases,  and  observing  its  frequency  in  inhabitants  of  cities 
and  those  in  the  highest  walks  of  life  in  this  and  foreign  countries, 
and  also  noting  their  seldom  occurrence  in  the  lower  classes  and 
those  doing  manual  labor,  as  well  as  its  rarity  in  the  uneducated, 
uncultivated  and  uncivilized,  I  sought  to  find  an  explanation  for 
this  eccentric  occurrence.  If  we  could  obtain  correct  statistics  of 
the  United  States  in  reference  to  diseases  of  women  peculiar  to  their 
sex,  especially  those  relating  to  diseases  of  uterus,  tubes  and  ova- 
ries, and  compare  them  with  accurate  ones  from  England,  France 
and  Germany,  I  am  satisfied,  both  from  experience  and  observa- 
tion, together  with  what  information  I  have  been  able  to  obtain 
from  eminent  gynaecologists  in  those  countries  and  this,  that  they 
are  more  frequent,  all  things  being  equal,  in  the  United  States.  The 
density  of  the  population,  the  proximity  of  larger  hospitals,  their 
custom  of  applying  early  for  treatment  in  those  European  countries, 
may  lead  us  to  form,  from  first  observation,  a  different  idea ;  this  is 
due  to  the  more  perfect  development  of  the  European  people.  The 
early  and  persistent  tax  on  the  brain  in  the  United  States,  together 
with  its  continuous  excitement  during  prime  of  life,  combined  with 
the  modern  styles  of  dress,  result  in  hyper-development  of  brain 
and  nervous  system  at  the  expense  of  some  other  organs.  Now, 
in  the  case  of  females,  I  think  all  will  agree  that  very  often  it  is  at 
the  expense  of  the  uterus  and  appendages.  The  uterus  is  compar- 
atively of  little  importance  until  the  age  of  twelve  years  is  reached, 
when  it  rapidly  develops  to  the  size  of  that  of  a  virgin.  We  know 
that  the  uterus  consists  in  a  great  part  of  unstriped  muscular  fibre, 
besides  peritonaeum  and  mucous  membrane ;  we  moreover  have 
the  canals  of  Gartner,  which  are  near,  and  the  remains  of  the 

1  Read  before  the  American  Electro-Therapeutic  Association,  at  Academy 
of  Medicine,  in  New  York,  Oct.  5,  1892. 
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Wolffian  bodies,  which  are  rudimentary.  The  modern  forms  of  dress 
are  donned  at  the  age  of  twelve,  generally  speaking,  and  at  this 
age  the  brain  is  flush  with  blood  from  constant  study  ;  the  uterus 
and  appendages  should  receive  blood  they  do  not  get,  and  if  they 
do  get  it,  pressure  from  effects  of  tight  lacing  lessens  both  the  vol- 
ume and  flow  of  the  blood,  and  this  pressure  renders  development 
of  the  unstriped  muscular  fibre  deficient,  makes  it  probable  that  the 
canals  of  Gartner  will  not  be  obliterated,  and  that  the  Wolffian 
bodies,  that  should  be  lost  to  sight,  are  left  in  such  a  state  of  exist- 
ence as  to  be  a  focus  for  pathological  developments.  The  nervous 
system  must  suffer  from  this  limited  flow,  and  all  the  generative 
organs  may  be  in  such  a  state  of  mal-development  as  to  offer  but 
feeble  resistance  to  the  invasion  of  disease. 

The  uterus  is  richly  supplied  with  branches  from  the  sympa- 
thetic nervous  system,  and  defects  in  development,  be  it  ever  so 
small,  must  render  physiological  functions  imperfect,  and  imper- 
fection is  usually  attended  with  pain  and  reflex  symptoms.  There- 
fore, I  am  thoroughly  convinced  that  many  a  case  of  so-called 
uterine  disease  and  nervous  troubles  in  females  are  overlooked  as 
to  their  true  cause — that  of  mal-development — and  that  remedial 
measures  are  administered  altogether  foreign  to  the  cause.  I  am 
inclined  to  think  a  conservative  estimate  is  that  at  least  80  per  cent, 
of  females  reared  in  cities,  and  brought  up  in  the  highest  circles  of 
social  life,  have  mal-development  of  the  uterus  and  appendages, 
and  that  this  mal-development  is  responsible  for  the  large  per  cent, 
of  pelvic  ills  and  reflexes  arising  therefrom,  so  frequent  in  that 
class. 

In  mal-development  the  unstriped  muscular  fibre  is  usually  so 
deficient  in  formation  and  so  scanty  that  the  normal  dimensions  of 
the  uterus  are  not  present,  or,  if  present,  the  structure  is  not  suffi- 
ciently normal  to  sustain  the  uterus  in  its  proper  position,  and  flex- 
ion is  the  result  •  or  the  circulation  may  be  deficient,  as  well  as 
the  unstriped  muscular  fibre,  and  we  may  have  congestion,  with 
an  enlarged  uterus  retroverted. 

For  several  years  I  have  treated  quite  a  variety  of  diseases  of 
women  that  I  could  trace  to  the  result  of  mal-development  of  the 
uterus,  and  am  clearly  convinced  that  this  is  responsible  for  a  great 
many  diseases  not  heretofore  attributed  to  that  cause.  Apart  from 
my  own  experience  in  this  relation,  I  will  mention  the  fact  that  in 
females  who  in  youth  labor  manually,  and  those  who  have  no 
great  amount  of  mental  work  and  no  unhealthy  or  injurious 
habits  of  dress,  we  find  the  minimum  amount  of  pelvic  diseases 
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and  the  most  perfect  and  satisfactory  confinement  and  puerperium; 
for  example,  the  woman  who  was  reared  in  the  country,  the  North 
American  Indians,  Chinese,  Africans,  etc.  The  explanation  lies 
solely  in  the  fact  that  the  generative  organs  are  perfectly  normal  in 
all  their  parts  and  capable  of  performing  their  respective  functions 
within  the  bounds  of  perfection.  And  in  no  instance  do  we  have 
better  proof  of  this  side  of  the  question  than  in  noting  their  easy 
labors  and  the  absence  of  complications  so  frequent  in  the  cultured 
and  more  civilized. 

But  time  will  fail  me  to  follow  this  subject  farther,  for  the  field 
is  a  wide  one. 

No  therapeutic  measure  to-day  offers  so  sure  and  complete  re- 
sults in  malrdevelopment  of  uterus  and  appendages  as  electricity 
scientifically  and  timely  applied.  Faradization  may  be  depended 
upon  to  perfect  development  of  the  muscular  tissues  and  for  its 
stimulating  effect  on  the  involuntary  fibres  of  the  walls  of  the  blood- 
vessels. 

The  galvanic  current,  if  properly  applied,  produces  a  determin- 
ation of  blood  to  the  parts,  thereby  affording  pabulum  for  develop- 
ment of  tissue  and  improving  the  nutrition. 

Faradization  may  be  so  altered  as  to  produce  a  sedative  effect 
on  the  nervous  and  muscular  tissues.  Hence  we  have  in  this  ele- 
ment— electricity — all  the  requisites  for  development,  and  means 
by  which  physiological  conditions  are  almost  identically  produced 
and  pain  relieved. 

It  accomplishes  what  rest,  diet,  massage  and  drugs  cannot.  Its 
benefits  are  permanent  and  may  be  confidently  relied  upon  to  pro- 
duce unfailing  results.  It  is  easy  of  application,  giving  little  or  no 
pain,  and  is  without  danger.  Its  future  in  gynaecology,  I  am  satisfied, 
is  great  from  the  standpoint  a  potent  means  of  developing  feeble 
organs.  Its  best  results  are  to  be  obtained  in  youthful  subjects, 
whose  tissues  are  in  a  plastic  state,  and  especially  not  in  those  in 
whom  a  mal-development  has  existed  sufficiently  long  to  produce 
atrophy. 

This  treatment,  to  be  successful,  must  be  frequently  applied, 
and  extend  over  a  period  of  months.  No  one  can  question  the  cor- 
rectness of  the  position  taken  in  this  article  as  to  uterine  develop- 
ment who  has  ever  seriously  considered  the  injurious  effects  of 
modern  forms  of  female  dress  and  the  mental  work  required  and 
the  limited  amount  of  exercise  taken. 

The  following  cases  I  quote  as  corroborating  my  position  : 
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Miss  E.,  aged  fourteen  years  and  nine  months,  on  April  25th  was 
committed  to  my  care.  She  presented  the  appearance  of  health, 
so  far  as  flesh,  activity  and  appearances  were  concerned ;  she 
would  laugh  with  little  to  induce  the  same  ;  she  was  very  childish, 
both  as  regards  her  appearance  and  her  actions;  her  appetite  was  very 
good,  and  she  complained  of  nothing  but  epileptic  attacks,  recurring 
every  few  days  and  growing  "more  serious,"  as  her  mother  de- 
scribed it.  Her  family  history  was  good,  no  member  ever  having 
had  hysteria,  epilepsy,  rheumatism,  scrofula  or  phthisis,  her  sisters 
(four)  all  older  than  herself  having  menstruated  at  the  age  of 
twelve  years  and  having  regular  periods  throughout. 

Her  mother  gave  the  history  of  catamenial  periods  having 
occurred  at  twelve  years  and  being  normal  throughout ;  but  this 
girl  had  never  menstruated  at  all.  About  the  age  of  twelve  she  had 
her  first  epileptic  convulsion  ;  they  came  on  monthly  and  the  period 
between  each  attack  grew  shorter  ;  she  had  consulted  two  physi- 
cians, who,  I  suppose,  had  thoroughly  exhausted  the  therapeutics' 
vaunted  as  beneficial  in  epilepsy.  I  made  an  examination  per  rec- 
tum and  with  difficulty  found  a  small,  infantile  uterus  and  could 
detect  no  ovaries.  Vaginal  examination  reveals  a  uterus  with  a 
depth  of  only  one  inch  ;  the  hair  on  the  pubes  was  normal.  She 
complained  of  pain  in  her  bowels  at  times.  I  prescribed  bromide, 
bicarb,  and  iodide  of  potash  in  heavy  doses,  with  no  beneficial  re- 
sults; but,  on  the  contrary,  the  attacks  seemed  to  increase  both  in 
frequency  and  severity.  At  her  first  visit  I  applied  vaginal  faradiza- 
tion with  external  pole,  over  abdomen,  followed  by  galvanism.  I 
soon  left  off  the  bromide  and  iodide  of  potash  and  gave  her  only  a 
tonic  of  iron.  Two  and  three  times  a  week  I  applied  first  the 
faradic  current,  one  pole  over  the  back  of  the  neck  and  the  other  to 
the  right  and  left  fornices  and  intra-uterine,  at  times  using  the  os 
electrode.  This  was  usually  continued  ten  minutes,  after  which  I 
used  the  galvanic  current,  using  intra-uterine  and  vaginal  electrodes 
for  ten  minutes,  never  going  higher  than  fifteen  milliamperes  and 
using  the  negative  pole  as  the  active  one,  and  the  inactive  over  the 
abdomen.  After  the  first  month's  treatment  this  patient's  "epileptic 
fits"  began  to  be  less  frequent  but  continued  unabated  in  severity. 
I  neglected  to  say,  in  giving  her  symptoms,  that  she  was  very  ner- 
vous.   This  condition  of  affairs  continued  unimproved. 

The  second  month  witnessed  a  decline  in  the  severity,  and  the 
epileptic  fits  occurred  now  only  every  two  weeks,  but  the  attacks 
of  11  nervousness"  continued. 

The  result  of  the  third  month's  treatment  witnessed  the  return 
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of  the  last  attack,  which  was  not  very  severe,  but  the  nervous  attacks 
continued.  The  end  of  the  fourth  month's  treatment  is  recorded 
as  follows  :  No  convulsions  for  four  weeks;  breast  enlarging,  and 
looks  and  acts  more  like  a  woman;  the  ovaries  can  be  detected  on 
each  side,  nearly  normal  in  size;  the  uterus  is  at  least  twice  as  large 
as  originally,  in  April;  the  sound  enters  more  than  1^  inches;  the 
uterus  looks  quite  vascular,  and,  while  the  catamenial'periods  have 
not  appeared,  I  confidently  expect  them  soon;  the  "nervousness" 
continues,  but  in  a  modified  form.  Sept.  25th  completed  the  end 
of  the  fifth  month  of  treatment;  the  sound  enters  2^  inches;  the 
uterus  appears  about  normal  in  size;  no  epileptic  convulsions  for 
eight  weeks;  the  uterus  still  looks  quite  vascular;  the  mammae  are 
still  developing;  she  is  becoming  shy,  and  evidently  will  soon  have 
menses  occur. 

Case  II. — Sallie  O.,  aged  sixteen  years  in  1890,  was  referred  to 
me  by  Dr.  C.  for  the  treatment  of  convulsive  attacks  of  hysteria, 
occurring  monthly,  and  amenorrhcea.  This  girl  gave  a  family 
history  free  from  diatheses,  sister  has  regular  catamenia  and  healthy 
since  the  age  of  eleven-and-a-half  years.  She  had  persisted  in  tight 
lacing,  and  at  the  age  of  thirteen  she  had  a  short  and  scanty  flow; 
on  the  month  following,  at  the  time  corresponding  to  this  period, 
her  first  attack  of  hysteria  came  on;  she  was  unconscious,  but  soon 
rallied,  and  in  a  few  days  was  well;  no  catamenial  period.  This 
condition  continued  until  May,  1890,  about  two  years  after  her  first 
attack.  I  examined  the  uterus;  found  the  cervix  about  %  inch,  as  I 
could  best'  judge,  and  the  whole  cavity  only  1%  inch.  The  ova- 
ries were  scarcely  to  be  felt,  being  so  small,  but  the  hair  on  pubes 
was  abundant.  The  mammae  were  pooily  developed;  otherwise 
she  was  well  and  bright.  I  commenced  treatment  by  applying 
faradization  to  the  right  and  left  fornices  and  the  external  electrode 
over  the  abdomen;  this  was  continued  at  each  time  for  fifteen  min- 
utes. This  was  repeated  for  one  month  and,  much  to  my  surprise, 
though  I  gave  her  anti-spasmodics,  the  hysterical  attacks  did  not 
recur.  The  second  month  I  combined  the  galvanic  current  with 
the  negative  pole  active  to  the  interior  of  the  uterus  (always  suc- 
ceeding faradization)  for  the  period  of  ten  to  fifteen  minutes,  using 
fifteen  milliamperes ;  this  was  repeated  twice  a  week. 

At  the  end  of  the  month  she  had  an  attack  of  hysteria,  due  to 
excitement,  I  am  sure,  as  the  third  month's  as  well  as  the  seocnd's 
treatment  was  to  leave  off  the  anti-spasmodics,  and  the  treatment 
was  the  same  as  the  second,  except  near  the  time  I  expected  the 
attack  of  hysteria.    I  then  gave  only  the  galvanic  current  daily  for 
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fifteen  minutes,  using  only  about  ten  milliamperes.  This  was  to 
result  in  no  return  of  hysteria,  notwithstanding  she  left  off  the  anti- 
spasmodics. 

The  fourth  month's  treatment  showed  the  mammae  enlarging, 
the  sound  entered  two  inches,  and  the  uterus  three  days  pre- 
vious to  the  catamenia  was  very  vascular.  It  was  then  I  ordered 
warm  hip-baths.  Aloes,  myrrh  and  manganese  binoxide  had 
been  ordered  ten  days  previously,  and  quiet  enjoined,  and  to 
my  delight  the  catamenial  periods  came  on  slightly,  but  with  so 
much  pain  as  to  necessitate  the  administration  of  an  anodyne  for 
the  whole  thirty  hours  the  period  was  on  and  twelve  hours  previous 
to  its  appearance. 

The  fifth  month's  treatment  was  much  the  same  as  the  fourth, 
save  that  the  applications  were  not  so  frequent ;  but  at  the  end  of 
this  month  the  pain  was  mild,  and  the  flow  continued  for  two  days, 
but  scant;  no  hysteria. 

The  sixth  month  the  application  was  the  same,  but  only  once  a 
week.  The  catamenia  now  came  on  without  pain  and  was  free 
enough  as  to  flow,  and  its  duration  was  four  days. 

The  seventh  month  the  treatment  was  given  only  twice,  and 
that  gradually  diminished  in  force  and  duration.  The  uterus  was 
now  2^  inches  in  depth  and  everything  appeared  normal,  and  the 
patient  was  discharged  as  cured,  and  has  since  had  no  return  of 
hysteria.    She  has  since  married  and  is  now  pregnant. 

Case  III. — Jennie  E.,  aged  sixteen  years;  has  had  catamenia 
regular  but  scant  and  dysmenorrhcea  since  thirteen  years  of  age; 
consulted  me  in  June,  1890,  for  hysterical  attacks  before  and  after 
catamenia;  examination  revealed  small  os,  small  uterus  and  hyper- 
aesthetic  ovaries,  and  sound  entered  only  to  the  depth  of  1  ^  inch. 
The  treatment  was  faradization,  followed  by  galvanic  current,  and 
after  second  month  flow  came  freely  and  lasted  four  days.  The  pain 
from  dysmenorrhcea  ceased,  and  after  the  third  month  the  sound 
entered  two  inches,  and  the  hysteria  disappeared. 

Case  IV.  was  a  woman  who  had  been  married  for  five  years. 
The  flow  had  always  been  very  scant  and  duration  long  and  pain- 
ful and  I  am  satisfied  that  this  condition  of  affairs  was  due  to  mal- 
development,  for  the  sound  entered  only  \]/2  inch  and  the  uterus 
was  small.  She  was  married  at  twenty;  at  twenty-five  had  never 
been  pregnant.  The  treatment  was  faradization  until  five  days 
prior  to  expected  catamenial  period,  when  I  gave  her  two  negative 
intra-uterine  applications  lasting  five  minutes  of  thirty  milliamperes. 
The  flow  was  slightly  improved  in  quantity. 
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The  second  month  was  about  the  same,  and  flow  improved  in 
quantity  and  pain  disappeared. 

The  third  month  the  uterus  was  increased  in  size  and  the  pain 
less:  the  duration  normal,  and  after  the  fourth  month  the  sound 
entered  2%  inches,  and  everything  appeared  normal.  The  treat- 
ment was  stopped,  and  after  two  months  the  flow  stopped,  and  she 
consulted  me  again.  I  suspicioned  pregnancy,  and  advised  her  to 
return  in  two  months.  She  did  so,  and  I  found  her  pregnant,  and 
afterwards  delivered  her  of  a  healthy  child. 

V..  VI.  ,  VII.  and  VIII.  are  cases  of  dysmenorrhcea  occurring  in 
girls  ranging  from  fifteen  to  twenty  years  of  age,  in  which  the  di- 
mensions of  the  uterus  were  in  all  cases  below  normal,  and  in  which 
drugs  had  been  used  with  only  temporary  relief.  In  such  instances 
faradization,  followed  by  the  negative  pole  of  the  galvanic  current, 
relieved  the  patients  permanently  and  restored  the  dimensions  of 
the  uterus. 

This  experience  has  led  me  to  believe  : 

First.  That  mal-development  is  more  frequent  than  is  sup- 
posed. 

Secondly.  That  it  is  responsible  for  a  large  per  cent,  of  female 
diseases. 

Thirdly.  That  a  great  many  reflex  symptoms  not  generally  at- 
tributed to  this  cause  are  due  to  mal-development 

Fourthly.  That  faradization,  followed  by  galvanic  current,  is 
the  most  reliable  means  we  have  of  developing  the  uterus. 


THE  TREATMENT  OF  UTERINE  CARCINOMA. 
By  John  C.  MacEvitt.  M.D., 

Surgeon  Gynaecological  Department,  St.  Mary's  Hospital, 
Brooklyn. 

After  listening  to  the  learned  and  exhaustive  address  of  Dr. 
John  Byrne,  read  before  the  American  Gynaecological  Society  at  its 
annual  meeting  in  Brooklyn,  to  an  impartial  mind  the  conviction 
must  find  lodgment  that  in  his  advocacy  of  treatment  by  the 
galvano-cautery  in  uterine  carcinoma,  he  is  either  a  medical  Col- 
umbus teaching  the  existence  of  to  others  an  unrecognized  truth  of 
inconceivable  value,  or  a  Don  Quixote  in  pursuit  of  a  chimera,  and 
recognized  as  such  by  all. 
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His  complete  demolition  of  the  published  statistics  of  foreign 
savants,  regarding  the  results  of  hysterectomy  in  this  disease,  must 
have  been  a  startling  surprise  to  the  followers  of  that  method.  Yet 
he  is  fallible  like  other  statisticians,  and  in  his  published  reports  the 
showing  is  so  extraordinary  that  enthusiasm  and  veracity  are  in 
seeming  conflict.  Lacking  experience  there  is  no  one  in  this 
country  to  controvert  his  statement.  By  examining  the  records  of 
the  few  others  who  at  one  time  practiced  his  treatment,  we,  at 
least,  find  that  they  are  but  little  inferior  to  those  of  extirpation. 
Should  this  not  cause  recognition  and  partial  adoption  of  the 
method  when  he  forcibly  proclaims  that  their  technique  was  most 
faulty  (looping  with  wire  the  infra-vaginal  portion  of  the  cervix 
only)  and  that  it  should  not  be  'considered  with  the  one  he  now 
advocates.  Why  do  not  hysterectomists  condemn  his  doctrine  by 
methods  other  than  silence  ?  Silence  is  not  an  argument  to  a 
student  seeking  the  truth. 

I  sometimes  feel  that  Byrne  has  rendered  himself  amenable  to 
censure  in  not  being  more  explicit  in  his  descriptions  of  the  tech- 
nique of  his  operation  and  the  instruments  necessary  for  its  proper 
execution.  Does  he  not  intimidate  followers  when  he  criticises 
their  awkward  attempts  in  performing  the  operation  as  criminal. 
I  believe  it  will  be  admitted  that  the  technique  of  any  difficult  major 
operation  can  only  be  properly  appreciated  from  demonstration  by 
a  teacher  or  practice  upon  the  cadaver.  Had  Byrne  together  with 
his  strong  advocacy  of  his  method  established  a  clinic  for  its 
demonstration  to  the  profession  a  greater  trial  would  have  been 
extended  to  it.  The  ultimate  results  are  of  such  great  importance 
to  the  patient  that  I  have  no  doubt  many  have  been  deterred  from 
its  importance  by  conscientious  scruples  owing  to  the  meagre 
descriptions  extant.  Surgeons  seek  honor  in  originality,  and  new 
methods  of  old  operations  and  improvements  are  constantly  being 
made;  thus  we  have  in  hysterectomy  various  methods;  its  disciples 
losing  sight  of  other  modes  of  treatment  in  their  blind  pursuit  of 
favorable  statistics.  Why  is  it  not  possible  in  cities  like  New  York 
or  Brooklyn  where  clinical  material  is  so  plentiful  to  have  the 
adherents  of  both  operations  unite  in  an  endeavor  to  ascertain  the 
truth  by  a  practical  test.  I  take  it  for  granted  that  King,  Boldt  or 
Coe  on  the  one  side,  and  Byrne  on  the  other,  are  imbued  with  such 
a  spirit  of  fairness  and  desire  for  the  truth  for  its  own  sake  that  they 
would  be  willing  to  select  from  hospital  patients — say  from  six  to 
ten  cases  where  the  pathological  conditions  would  be  as  nearly 
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alike  as  possible — and  let  the  value  of  the  two  procedures  be 
determined. 

There  is  no  dispute  regarding  the  proximate  results  of  the 
methods  and  it  would  take  a  few  years  to  decide  what  the  ultimate 
results  would  be,  in  the  meantime,  the  subject  might  remain  sub 
judice.  If  the  galvano-cautery  prove  the  better,  many  lives  will  be 
prolonged,  certainly  the  four  to  ten  per  cent.  (?)  that  die  from  the 
immediate  result  of  the  hysterectomy  would  be  concerned.  Should 
it  not  fulfill  the  claims  so  strongly  made  for  its  adoption,  let  it  be 
consigned  to  its  proper  field.  These  few  crude  remarks  and  sug- 
gestions are  thrown  out  in  the  hope  that  they  will  serve  as  a  guide  to 
the  doubtful.  While  I  hold  a  decided  opinion  of  the  relative 
merits  or  each  of  these  methods,  I  have  endeavored  to  hold  it  in 
abeyance. 


THE  OBSTETRIC  EXAMINATION. 

A  Short  Guide  for  Physicians,  Students  of  Medicine,  Midwives  and 
Students  in  Midwifery. 

by  prof.  e.  crede,  m.  d.  and  prof.  g.  leopold,  m.  d. ,  private  medical 

councillor. 

with  five  cuts. 

Edited  with  permission  of  Professor  G.  Leopold. 
"Ry  J.  Clifton  Edgar,  M.D. 

The  right  of  translation,  and  particularly  the  permission  to  copy  the  new 
original  illustrations,  are  expressly  reserved  by  the  Editor  and  Publisher 

PREFACE. 

The  present  small  treatise  is  an  extract  from  the  fifth  edition  of 
the  Text-Book  of  Obstetrics  for  Midwives  published  by  the  authors 
at  the  instigation  of  the  Royal  Saxon  Minister  of  the  Interior 
(Leipzig,  Hirzel,  1892). 

In  order  to  give  the  widest  possible  publicity,  in  an  accessible 
form,  to  the  most  recent  experiences  concerning  the  prevention  of 
puerperal  fever,  the  authors  have  decided  to  take  two  chapters  from 
their  text-book  and  to  issue  them  separately  under  the  title  of 
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"Obstetric  Examination."  These  chapters  contain  the  external 
examination  and  the  antiseptic  regulations,  which  are  .to  be  re- 
garded as  new  and  of  fundamental  importance. 

In  the  present  treatise  the  external  examination,  during  which 
the  parturient  woman  will  never  be  infected,  will  be  given  that 
pre-eminence  to  which  it  is  undoubtedly  entitled,  and  though  hith- 
erto sadly  neglected,  will  now  take  its  proper  place. 

The  arrangement  of  the  text  was  nearly  finished  when  Prof. 
Crede  died  and  left  the  completion  of  the  task  to  me.  In  the  mean- 
time several  criticisms  had  appeared,  which  spoke  in  the  kindest 
manner  of  the  text-book,  but  pointed  out  some  defects  which  I  have 
endeavored  to  correct  as  far  as  possible. 

The  former  illustrations  of  the  three  manipulations  have  been 
replaced  by  two  new,  clearer  ones;  moreover*  in  all  illustrations 
the  child  has  been  brought  into  greater  prominence  by  being  printed 
in  red  ink. 

It  is  hoped  that  this  little  treatise,  in  its  new  form,  will  likewise 
meet  with  friendly  recognition. 

Dresden,  April,  1892.  Leopold. 

THE  OBSTETRIC  EXAMINATION. 
I 

The  obstetric  examination  is  a  very  important  part  of  midwifery. 
It  is  only  by  constant  and  untiring  practice  that  the  requisite  skill 
and  precision  can  be  acquired. 

If  the  examination  is  performed  with  proper  caution,  exactness, 
and  the  observance  of  the  strictest  cleanliness,  it  can  only  result  in 
good,  but  great  harm  will  be  the  consequence  of  examination 
made  superficially,  rudely,  carelessly,  and  with  unclean  hands. 

For  the  examination  the  following  general  rules  are  to  be 
observed  : 

1.  Before  making  the  first  examination,  the  bladder  and  rectum 
must  be  emptied. 

2.  Endeavor  to  ascertain  at  once,  at  the  first  examination, 
whatever  is  necessary  to  be  known.  In  all  cases  where  the  mid- 
wife is  in  doubt,  let  her  call  an  obstetrician. 

3.  A  certain  order  in  the  examination  of  the  individual  parts, 
as  stated  below,  is  recommended,  so  that  nothing  may  be  over- 
looked or  forgotten. 

4.  Modesty  is  to  be  protected  as  much  as  possible.  No  part 
should  be  needlessly  exposed.     Superfluous  persons  are  to  be  sent 
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out  of  the  room.  In  every  respect  proceed  decorously,  and  observe 
silence  as  to  the  result  of  the  examination. 

5.  Learn  to  examine  with  the  left  hand  as  well  as  with  the  right. 

6.  Care  should  be  taken  that  the  hands  of  the  examiner  are  al- 
ways soft,  warm,  clean  and  dry.  Midwives  should,  therefore, 
abstain  from  such  manual  labor  as  renders  the  hands  dirty,  hard, 
and  callous,  and  dulls  the  sense  of  touch. 

For  softening  the  skin  of  the  hands,  warm  bathing  and  diligent 
washing  with  warm  soapsuds  answers  best.  The  use  of  fine  white 
sand  is  recommended  for  washing  and  friction. 

7.  Besides  the  examination,  information  should  be  obtained, 
during  pregnancy  or  labor,  regarding  the  name,  age,  position,  re- 
ligion, family,  farmer  health  (particularly  children's  diseases  of  the 
person  in  questioi  ,  especially  at  what  age  she  learned  to  walk); 
also  concerning  the  nature  of  her  menstruation,  and  the  character 
of  former  labors. 

The  examination  is  always  to  be  made  with  the  woman  in  a  re- 
clining position.  The  examining-bed  should  be  simple,  an  uphol- 
stered couch  without  back;  only  at  the  head  there  should  be  a 
small  wedge-shaped  cushion,  as  a  support  for  the  head.  The  rest 
of  the  body  should  lie  horizontally. 

During  the  examination  it  is  proper  to  cover  the  face  of  the  per- 
son loosely  with  some  light  clean  linen,  about  one  yard  square. 
This  is  to  be  done  especially  when  idle  students  stand  about  as 
spectators.  Let  the  bed  stand  free  in  the  room,  so  that  it  may  be 
conveniently  approached  from  all  sides. 

The  examination  is  divided  into  external  and  internal. 

II. 

The  external  examination  is  accomplished  by  means  of  inspec- 
tion, auscultation  and  palpation. 

Inspect  the  whole  body  of  the  woman  to  ascertain  whether  it 
presents  the  true  female  conformation,  whether  she  is  properly  de- 
veloped, whether  her  gait  is  correct,  whether  her  face  indicates 
sickness,  and  finally  whether  her  body  is  well  or  poorly  nourished. 

Both  breasts  should  then  be  inspected  and  palpated  to  determine 
whether  they  are  large,  medium,  or  small,  lax  or  compact;  whether 
they  contain  empty  or  full  lacteal  ducts  and  large  prominent  blood- 
vessels; whether  the  nipples  are  well-developed  and  present  the 
changes  peculiar  to  pregnancy;  and  whether  their  skin  is  inclined 
to  inflammation. 
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Then  we  pass  to  the  examination  of  the  abdomen.  After  the 
dress  has  been  loosened  and  drawn  downward  and  the-  shirt  up- 
ward, here  again  inspection  properly  precedes  palpation. 

By  inspection  alone  a  contracted  pelvis  may  in  many  cases  be 
suspected,  from  the  presence  of  a  pointed  and  pendulous  belly,  a 
marked  broadening-  and  figure-of-eight  shape  of  the  uterus,  espe- 
cially in  primiparse. 

Furthermore,  inspection  is  necessary  to  ascertain  the  condition 
of  individual  parts  which  cannot  be  determined  by  palpation — for 
instance,  the  scar-like,  glistening  white  or  red  lines  of  the  skin  of 
the  belly  or  thighs — as  well  as  lesions,  wounds,  tumors,  ulcers  and 
excrescences. 


Fig.  1. — First  Manipulation. 


Then  the  body  is  again  covered  with  the  sheet,  and  the  ex- 
aminer warms  both  hands  and  places  them  flat,  gently  but  firmly 
on  the  abdomen  in  order  to  determine  clearly  its  distention  and 
circumference;  the  size,  shape,  firmness,  and  mobility  of  the 
uterus;  and  the  quantity  of  the  liquor  amnii. 

After  that,  partly  by  a  gentle  to-and-fro  pressure  of  both  hands, 
partly  by  a  careful  tapping,  the  individual  parts  of  the  foetus,  their 
size,  attitude,  presentation  and  position,  movements  and  mobility, 
are  sought  to  be  ascertained. 

In  order  to  perform  this  external  examination  accurately  and 
thoroughly,  the  following  well-tested  four  manipulations  should  be 
made  use  of,  and  in  the  following  order.  In  all  four  of  these  mani- 
pulations both  hands  are  employed  at  the  same  time,  and  the  en- 
tire surface  of  the  palpating  palm  is  utilized.  Should  it  be  necessary 
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to-  exert  a  uniform,  gentle  but  rather  strong  pressure  upon  the 
abdomen  and  its  contents,  or  to  map  out  the  latter  more  clearly, 
the  ringers  are  placed  one  along  side  of  the  other;  but  if  it  be  de- 
sired to  press  on  or  to  grasp  the  individual  parts  of  the  abdominal 
contents  with  the  fingers,  they  are  spread  apart  as  far  as  possible. 

In  the  first  three  manipulations  the  examiner  should  seat  him- 
self at  the  side  of  the  woman  to  be  examined  and  facing  her. 

First  Manipulation. — The  hands  approach  each  other  at  the 
finger  tips,  then  the  palms  of  the  hands  are  laid  across  the  abdo- 
men of  the  woman.  After  that  the  palms  slide  gently  and  uni- 
formly upward  over  the  entire  pregnant  uterus  as  far  as  the  fundus, 
thus  defining  its  position  in  relation  to  the  navel  and  ensiform 
cartilage. 

This  manipulation  determines  at  the  same  time  whether  the 
child  lies  vertical  or  transverse,  whether  the  head  or  breech  lies  in 


the  fundus,  the  size  of  the  child,  and  how  far  the  pregnancy  has 
advanced. 

Second  Manipulation. — Both  extended  hands  move  from  the  ensi- 
form cartilage  to  the  sides  of  the  abdomen  and  are  laid  flat  one  on 
each  side  of  the  uterus.  One  hand  will  feel  the  small  parts,  the 
other  the  long,  large  cylinder  which  corresponds  to  the  child's  back. 

In  this  manipulation  the  finding  of  the  child's  back  is  facilitated 
by  placing  one  hand  flat  on  the  median  line  of  the  abdomen  and 
pressing  the  uterus  gently  backward.  Thereby  the  liquor  amnii  is 
pressed  toward  one  side,  and  the  child's  back  toward  the  other, 
nearer  to  the  abdominal  walls,  which  can  thus  be  felt  very  easily 
with  the  other  hand. 


Fig.  2. — Second  Manipulation. 
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Third  Manipulation. — The  right  or  left  hand  spreads  its  ringers 
as  wide  apart  as  possible,  and  with  the  thumb  and  tip  of  the  mid- 
dle ringer  seizes  the  presenting  part  of  the  child  just  above  the 
pelvic  inlet  (Fig.  3). 

In  order  to  be  able  to  properly  seize  the  head  already  engaged 
in  the  pelvic  inlet  in  pnmiparae,  it  should  be  sought  in  the  direction 
of  the  pelvic  cavity  with  the  tips  of  the  thumb  and  middle  finger 

In  multiparas  the  hand  and  finger  tips  are  held  more  horizontally 


Fig.  3. — Third  Manipulation. 
(Primipara.^-The  head  in  the  pelvic  inlet.) 


in  order  to  seize  the  head  which  now  stands  higher  in  the  uterus. 

For  facilitating  this  manipulation  in  multiparas  especially,  the 
other  hand,  lying  upon  the  fundus  of  the  uterus,  presses  against 
the  presenting  part  of  the  child.  If  the  presenting  part  is  hard  and 
round,  it  can  only  be  the  head  which  feels  like  a  hardball  and  may 
be  moved  hither  and  thither.  The  breech  appears  much  softer  and 
more  uneven. 

If  the  presenting  head  or  breech  is  felt  uncommonly  covered, 
indistinct,  and  somewhat  softer  than  usual,  the  suspicion  is  justi- 
fied that  the  placenta  lies  in  the  lower  uterine  segment. 
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If  no  presenting  part  can  be  detected,  the  head  should  be  sought 
in  the  side  of  the  uterus.  This  effort  will  usually  succeed  if  the 
uterus  is  gently  palpated  with  short  strokes  of  the  fingers  of  one 
hand.    The  head  will  then  make  short  jerking  movements. 

The  third  manipulation  is  of  great  value  in  all  cases  where  the 
presenting  part,  head  or  breech,  remains  either  in  or  above  the 
pelvic  inlet.  If,  however, — as  often  occurs  in  primiparse  during 
the  last  few  weeks  of  pregnancy  or  in  the  course  of  labor — the  pre- 
senting part  is  found  already  in  the  cavity  or  outlet  of  the  pelvis, 
then  the 


Fig.  4. — Third  Manipulation. 
(Multipara. — Head  Stands  Higher.) 

Fourth  Manipulation  is  of  importance.  In  this  it  is  best  for  the 
examiner  to  stand  at  the  side  of  the  bed,  his  back  turned  toward  the 
face  of  the  parturient. 

The  finger  tips  of  both  hands  now  enter  slowly  and  gently  from 
above  along  the  sides  of  the  pelvis  into  its  cavity. 

Should  the  tension  of  the  abdominal  walls  render  this  manipu- 
lation difficult,  it  may  be  greatly  facilitated  by  causing  the  partu- 
rient to  draw  her  thighs  somewhat  upward,  to  place  her  heels 
together,  and  to  separate  her  knees. 

When  the  head  is  low,  one  feels  distinctly  that  a  hard,  round 
part  of  the  child  fully  occupies  the  pelvis,  and  the  more  prominent 
forehead  on  one  side  can  be  readily  distinguished  from  the  less 
prominent  nape  of  the  neck  on  the  opposite  side  (Fig.  5). 
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These  four  external  manipulations  may  be  combined  in  many 
ways  with  great  advantage. 

Next  the  pelvis  is  to  be  examined  externally.  For  thjs  purpose 
the  finger  tips  of  both  hands  are  advanced  from  both  sides  into  the 
sacral  region  of  the  pregnant  woman,  there  to  examine  the  curves 
(?)  and  width  of  the  sacrum,  as  well  as  the  direction  and  mobility 
of  the  coccyx,  in  order  to  determine  thereby  the  inclination  and 
curvature  of  the  pelvis.  From  here  the  hands  are  moved  along  the 
crests  of  the  ilia  forward  to  the  iliac  spines  whose  distance  from 
each  other  indicates  the  transverse  diameter  of  the  pelvis. 


Fig.  5. — Fourth  Manipulation. 


If  the  outstretched  thumb  and  little  finger  of  one  hand  can  touch 
both  anterior  iliac  spines,  then  the  pelvis  is  considerably  contracted. 

After  this  the  width,  the  arching,  and  the  direction  of  the  pubic 
bones  are  to  be  observed,  and  finally  the  legs — whether  they  are 
straight  or  crooked,  oedematous  or  varicose. 

Auscultation  demands  perfect  quiet. 

The  examiner,  in  the  most  unconstrained  position  possible, 
kneeling  or  bending  over  the  parturient  who  should  lie  straight, 
places  his  ear,  or  better  still  his  stethoscope,  firmly  against  the  ab- 
domen (covered  with  a  clean  towel),  over  various  parts  of  the 
uterus. 
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The  murmurs  heard  proceed  either  from  the  foetus  or  from  the 
body  of  the  pregnant  woman  herself. 

The  murmurs  proceeding-  from  the  foetus  are  : 

1.  The  heart-sounds  of  the  foetus. 

2.  The  murmur  caused  by  the  movements  of  the  foetus:  or, 
5.  That  arising  from  the  umbilical  cord. 

The  heart-sounds  of  the  fcetus  are  heard,  as  a  rule,  most  dis- 
til :tly  a:  the  point  where  the  back  of  the  fcetus  touches  the  uterine 
wall.  They  resemble  the  ticking  of  a  watch  and  beat  from  130  to 
140  times  a  minute,  hence  nearly  twice  as  frequently  as  the  heart 
of  a  healthy  adult  man. 

Whenever  the  fcetus  moves,  its  heart  beats  somewhat  faster. 

In  order  to-find  the  heart-sounds  more  readily  and  to  hear  them 
more  distinctly,  it  is  recommended  to  crowd  the  dorsal  surface  of 
the  fcetus,  by  means  of  the  palm  of  the  hand,  from  the  side  oppo- 
site to  the  back,  as  strongly  as  possible  against  the  anterior  ab- 
dominal wall  and  then  to  apply  the  ear. 

The  sound  caused  by  the  movements  of  the  fetus  resembles  a 
gentle  tapping  such  as  a  light  knock  at  the  door,  and  it  is  to  be 
heard  especially  at  the  point  where  the  feet  of  the  fcetus  lie;  for  it 
is  the  striking  of  the  feet  against  the  uterine  wall  that  causes  this 
sound. 

The  umbilical  murmur  is  a  faint  blowing  sound  of  the  same 
frequency  as  the  heart-sounds  of  the  foetus.  It  occurs  when  the 
umbilical  cord  is  wound  about  some  portion  of  the  foetus  and  thus 
exposed  to  slight  pressure.  It  is  heard  but  rarely,  and  then  usually 
at  the  side  where  the  back  of  the  fcetus  lies. 

Of  less  importance,  and  easily  recognized,  are  the  sounds  pro- 
ceeding from  the  body  of  the  woman  herself,  which  are  : 

1.  The  murmur  of  the  great  blood-vessels  of  the  uterus,  caused  by 
the  circulation.  It  is  an  irregular,  now  stronger,  again  a  fainter 
buzzing  or  humming,  synchronous  with  the  pulse  at  the  wrist  of 
the  pregnant  woman. 

It  is  usually  heard  on  one  or  both  sides  of  the  lower  part  of  the 
uterus,  if  the  great  arteries  of  this  region  are  pressed  upon.  Very 
often  it  cannot  be  heard  at  all. 

The  pulsation  of  the  great  arteries  in  the  abdomen  of  the  pregnant 
woman,  a  regular  dull  beating,  synchronous  with  the  pulse  of  the 
wrist  of  the  woman.    It  is  likewise  not  always  present. 

3.  The  sounds  in  the  intestines  of  the  pregnant  woman,  a  cooing  or 
hissing,  caused  by  the  accumulation  of  gas  in  the  intestinal  canal 

The  external  examination,  always  best  undertaken  in  the  inter- 
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vals  between  the  contractions,  must  naturally  often  be  repeated 
during  the  course  of  labor.  For  it  informs  us  whether  the  descent 
of  the  presenting  part  into  the  pelvis  corresponds  with  the  strength 
and  frequency  of  the  pains;  it  demonstrates  any  excessive  disten- 
tion of  the  bladder,  and  calls  attention  to  dangerous  conditions, 
such  as  the  constriction  of  the  uterus,  gradually  ascending  upon  its 
body,  after  long,  violent  uterine  action;  or  the  painful,  excessive 
tension  of  the  round  ligaments  which  can  be  felt  as  thick,  sensitive 
cords  on  both  sides  of  the  bladder,  even  in  the  intervals  between 
the  pains. 

III. 

THE  INTERNAL  EXAMINATION. 

The  internal  examination  is  to  determine  from  the  vagina  the  con- 
dition of  the  soft  parts  lying  in  the  pelvis,  including  the  inner  pel- 
vic walls,  also  the  attitude,  presentation,  position,  and  condition  of 
the  foetus  and  such  of  the  foetal  parts  as  may  be  palpable. 

Before  each  and  every  internal  examination  of  a  pregnant  or  partu- 
rient woman  the  examiner  should  render  his  hands  aseptic  according 
to  definite  rides. 

If  he  neglects  this  cleansing  of  his  hands  or  performs  it  carelessly 
he  becomes  gidlty  of  a  crime  against  the  health  and  the  life  of  the  per- 
son examined. 

And  furthermore  he  exposes  himself  to  the  liability  of  legal 
prosecution  in  case  the  puerpera  becomes  ill  or  dies. 
The  rules  for  cleansing  are  as  follows  : 

A.— GENERAL  PRECAUTIONS. 

1.  Pregnant,  parturient,  and  puerperal  women  can  be  very 
speedily  infected  by  a  single  internal  examination  and.  be  rendered 
fatally  ill  thereby. 

2.  The  infection  is  almost  invariably  transmitted  by  the  exam- 
ining finger,  but  it  may  also  be  occasioned  by  unclean  instruments, 
bedding,  clothing,  and  the  like. 

j.  The  hands  are  the  most  valuable  instruments.  Therefore  let 
every  obstetrician  and  midwife  place  the  highest  value  on  careful 
attention  to  their  hands  and  finger  nails,  and  let  them  accustom 
themselves  to  touch  things  and  such  parts  of  the  body  as  are  not 
perfectly  clean,  only  when  it  is  absolutely  necessary  for  the  welfare 
of  the  patient.  Any  unnecessary  contact  is  wrong  and  always  re- 
quires renewed  cleansing  of  the  hands. 
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4.  Infectious  material  is  found  everywhere,  and  in  no  examina- 
tion is  the  danger  of  infection  absent  No  one  should,  therefore, 
be  over-confident,  but  always  strictly  conform  to  the  rules  of 
cleansing,  even  to  the  minutest  detaiL  Only  then  will  good  results 
be  attained. 

5.  The  internal  examination  should  be  as  infrequent  as  possible 
in  pregnancy  and  labor  ;  in  fact,  it  should  be  resorted  to  only  where 
the  external  examination  does  not  afford  sufficient  information. 

6.  On  the  other  hand,  the  external  examination  should  be  per- 
formed as  often  as  possible  ;  above  all,  the  foetal  heart-sounds 
should  be  frequently  listened  to. 

" .  Xever  examine  internally  a  healthy  puerpera  during  the  tirst 
nine  days  of  the  lying-in  state. 

The  midwife  is  strictly  fordidden  to  examine  the  sick  puerpera 
internally. 

S.  The  rules  for  cleansing  are  to  be  conscientiously  observed, 
not  only  before  and  during  the  internal  examination,  but  during  the 
entire  period  of  delivery. 

R — SPECIAL  REGULATIONS 

9.  The  clothing  of  the  midwife  during  a  confinement  shall  con- 
sist of  a  clean  dress  of  wash  fabric  with  short  sleeves,  and  a  large 
white  apron,  with  chest  flap,  or  a  white  linen  short-sleeved  jacket. 

10.  The  examiner  should  keep  the  nails  of  all  his  ringers  short, 
and  not  merely  that  of  the  examining  index  finger. 

No  internal  examination  should  be  made  when  there  are  cuts, 
warts,  inflammation,  ulcers,  or  rings  on  the  fingers. 

11.  Whenever  possible,  the  midwife  should  keep  three  wash- 
basins ready  at  every  labor.  One  basin  she  fills  with  warm  water 
for  washing  her  own  hands  ;  in  another  she  prepares  a  five  per 
cent,  carbolic  acid  solution  by  mixing  and  thoroughly  stirring  fifty 
grams,  (fifty  on  the  scale  of  the  glass  measure),  or  about  ten  tea- 
spoonsful  of  liquid  carbolic  acid  with  one  litre  (quart)  of  warm 
clean  water. 

By  adding  to  half  of  this  five  per  cent,  carbolic  acid  solution  an 
equal  quantity  of  warm  water  she  will  have  a  two  and  a  half  per 
cent  carbolic  acid  solution  to  be  used  for  scrubbing  and  cleansing 
the  external  genitals,  after  they  have  been  thoroughly  washed  with 
soap. 

12.  Before  an  internal  examination  a  pregnant  or  parturient 
woman  should  be  duly  cleansed. 

For  this  purpose  the  midwife  should  thoroughly  wash  her  with 
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soap  in  a  full  bath,  if  this  be  still  possible.  Then  she  should  cut 
the  pubic  hair  short,  and  afterwards  soap  the  genitals  and  adjoining 
parts  (the  mons  veneris,  upper  part  of  the  thighs,  anus,  buttocks) 
to  the  folds  between  the  labia  majora,  minora,  and  scrub  them  by 
means  of  a  soft  brush  and  warm  water  for  five  minutes  by  the 
watch,  then  scrub  the  parts  for  three  minutes  by  the  watch  with 
two  and  a  half  per  cent,  carbolic  acid2  solution,  then  rinse  off  the 
parts,  and  finally  put  on  clean  clothing. 

In  the  course  of  protracted  labor  the  cleansing  of  the  external 
genitals  is  to  be  frequently  repeated,  at  the  latest  every  three 
hours. 

After  this  cleansing  of  the  parturient  the  midwife  should 
thoroughly  cleanse  her  own  hands. 

13.  This  is  done  as  follows  : 

(1.)  In  the  first  place  the  dirt  under  the  nails  is  to  be  removed 
with  a  nail-cleaner,  which  the  midwife  should  always  carry  in  her 
pocket. 

(2.)  Afterward  the  hands,  especially  the  nails  and  the  skin  be- 
tween the  fingers,  then  the  forearms  up  to  the  elbows,  are  first  to 
be  cleansed  most  carefully  in  warm  water  with  a  hand-brush  and 
soap  for  full  five  minutes  by  the  watch,  or  in  general  until  not  a 
trace  of  dirt  or  odor  remains. 

(3.)  After  that  brush  the  hands,  finger-nails,  and  forearms  in 
warm  five  percent,  carbolic  acid  solution  with  hand-brush  and  soap 
for  full  three  minutes  by  the  watch.3 

14.  The  hands  and  arms  cleansed  in  this  way  should  not  be 
dried,  but  used  still  wet  for  examination  ;  yet  they  must  not  come 
in  contact,  previous  to  examination,  with  any  object  such  as  dress 
or  body  of  the  parturient,  for  instance,  the  legs  or  abdomen.  In 
the  latter  case  the  cleansing  must  be  repeated. 

15.  Before  the  internal  examination  the  cleanness  of  the  ex- 
ternal genitals  is  to  be  once  more  carefully  determined,  especially 
to  ascertain  whether  they  have  been  soiled  by  faecal  matter.    If  that 


2For  physicians — Instead  of  the  two  and  a  half  per  cent,  carbolic  acid  solu- 
tion the  physician  may  have  the  external  genitals  cleansed  and  scrubbed,  after 
washing  with  soap,  with  a  1-4000  corrosive  sublimate  solution. 

3  For  physicians — Instead  of  the  three  minutes'  disinfection  with  five  per 
cent,  carbolic  acid  solution  the  physician  may  carefully  and  energetically  brush 
the  finger-nails  and  forearms  first  for  two  minutes  by  the  watch  in  a  warm 
1-2000  sublimate  solution,  and  afterwards  for  one  minute  a  1-1000  sublimate 
solution. 
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be  the  case  the  examination  should  be  delayed  until  the  parts  have 
again  been  cleansed  according  to  the  above  rules. 

The  labia  are  then  separated  with  two  fingers  of  one  hand,  and 
the  examining  ringer,  coated  with  two  per  cent,  carbolized  vaseline, 
is  passed  upward  along  the  posterior  vaginal  wall. 

1 6.  The  examining  ringer  should  not  injure  the  bag  of  waters 
and  never,  whether  the  membranes  are  ruptured  or  not,  palpate  at 
or  within  the  os  uteri ;  it  should  only  palpate  the  presenting  part  of 
the  child.  For  any  palpation  or  rude  treatment  of  the  walls  of  the 
os  uteri  places  the  pregnant,  parturient,  and  puerperal  woman  in 
great  danger  and  should,  therefore,  be  avoided  under  all  circum- 
stances. 

17.  The- internal  examination  of  the  pregnant  woman  should 
not  be  unnecessarily  protracted. 

Before  every  additional  internal  examination  during  delivery  the 
hands  must  again  be  cleansed  exactly  as  directed  in  rule  13. 

19.  Should  a  midwife  be  called  to  a  case  so  late  that,  owing  to 
the  necessity  for  immediate  assistance,  she  has  no  time  to  cleanse 
herself  and  the  parturient  properly,  then  let  her  quickly  wrap  about 
her  hands  a  clean  towel,  if  possible  dipped  and  wrung  out  in  a  two 
and  a  half  per  cent,  solution  of  carbolic  acid,  and  with  it  support 
the  perinseum,  and  so  on. 

20.  Should  an  obstetrician  be  present  at  the  delivery,  then  let  him 
carefully  see  to  it  that  the  midwife  proceeds  strictly  according  to 
the  regulations  given  in  the  Saxon  text-book. 

V. 

The  person  to  be  examined  had  best  lie  on  her  back  ;  she  should 
draw  her  thighs  upward  as  high  as  possible  against  the  abdomen, 
place  her  feet  together,  and  separate  her  knees. 

The  obstetrical  examination  is  made  by  palpation  with  the 
finger.  But  since  the  entrance  to  the  internal  parts  is  generally 
narrow,  and  moreover  as  this  mode  of  examining  is  apt  to  be  pain- 
ful and  dangerous,  it  must  be  performed  very  cautiously,  dexterous- 
ly, and  delicately. 

This  requires  a  well-formed  and  flexible  hand  and  suitable  prac- 
tice in  the  manipulation  on  the  manikin. 

The  internal  examintion  is  best  performed  with  the  index  finger 
alone,  in  exceptional  cases  with  the  index  and  middle  fingers. 
For  this  purpose  the  third,  fourth  and  fifth  fingers  are  closed  in  the 
palm  of  the  hand,  the  index  is  extended,  and  the  thumb  spread 
out. 
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(This  last  manipulation  can  be  readily  acquired  with  some  prac- 
tice, by  placing  the  tips  of  the  thumbs  and  forefingers  of  bath  hands 
upon  each  other,  and  trying,  by  means  of  oft-repeated  spreading,  to 
separate  them  as  far  as  possible.) 

The  examiner  separates  the  labia  with  two  ringers  of  the  left 
hand  and  introduces  the  index  ringer  of  the  right  hand  gently  along 
the  posterior  wall  of  the  vagina,  as  high  as  possible  in  the  direction 
of  the  promontory  and  thus  palpates  the  posterior  half  of  the  pelvis 
from  below  upward. 

In  contracted  pelves  the  index  finger  will  be  able  to  palpate  the 
entire  sacrum  up  to  the  promontory ;  in  normal  pelves,  only  the 
two  or  three  lowest  sacral  vertebrae  can  be  reached. 

Now  the  palmar  surface  of  the  index  finger  is  turned  forward 
and  palpates  the  infravaginal  cervix  from  above  downward,  the  ex- 
ternal os  uteri,  the  presenting  part  of  the  child  with  reference  to  its 
position,  size  and  mobility,  the  bag  of  waters,  and  the  anterior 
vaginal  wall. 

In  the  majority  of  cases  of  normal  labor  a  single  internal  exam- 
ination will  suffice  to  furnish  full  information  regarding  all  these 
conditions,  so  that  later,  with  the  continued  use  of  the  external  ex- 
amination, especially  of  the  fourth  manipulation,  no  further  internal 
examination  will  be  required. 

Nevertheless,  should  further  internal  examination  be  necessary, 
we  should  note  in  addition  : 

(i.)  The  shortening  and  final  disappearance  of  the  cervix  ; 

(2. )  The  gradual  dilatation  of  the  os  uteri ; 

(3.)  The  tension  or  rupture  of  the  bag  of  waters  ;  and 

(4.)  The  changing  position  of  the  head. 

VI. 

In  the  stage  of  dilatation  internal  examinations  should  be  avoid- 
ed as  long  as  the  external  examination  of  the  mother  and  child  re- 
veals a  normal  condition  and  labor  proceeds  naturally.  The  mere 
presence  of  pain  at  the  beginning  of  labor  does  not  call  for  any  in- 
ternal examination,  provided  labor  is  progressing  properly.  In 
general,  any  unnecessary  internal  examination  cannot  be  too 
strongly  condemned. 

It  is  nothing  less  than  criminal  to  try  to  assist  in  the  stage  of 
dilatation  by  attempting  to  stretch  the  cervix  with  the  fingers  and 
to  push  back  the  anterior  lid  of  the  cervix. 

The  bag  of  waters  is  to  be  always  carefully  preserved,  lest  it 
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rupture  prematurely.  The  examination  during-  the  period  of  dilata- 
tion should  be  performed  only  in  the  interval  between  the  pains. 

Unfortunately,  in  spite  of  this  earnest  admonition,  there  are  still 
midwifes  who  persuade  parturients  and  their  friends  that  they  can 
hasten  the  progress  of  labor,  and  to  this  end  they  make  frequent  in- 
ternal examinations,  work  about  the  cervix,  stretch  and  lubricate  it, 
and  also  rupture  the  bag  of  waters  prematurely,  in  order  to  excite 
or  increase  the  contractions. 

Such  proceedings  are  criminal  and  always  risky,  for  they  expose 
the  parturient,  without  any  exception,  to  the  dangers  of  disease  and 
death,  and  a  midwife  deserves  the  severest  punishment  for  such 
criminal  procedures. 

Stimulation  of  the  pains  in  the  first  stage  is  also  to  be  forbidden; 
for  when  the  os  is  not  completely  dilated  the  lower  uterine  segment 
is  forced  down  into  the  small  pelvis,  the  uterine  walls  at  that 
point  are  incarcerated  between  the  head  and  bony  pelvis,  thus 
causing  swelling  and  inflammation  of  the  margins  of  the  os. 

Xo  one  should  commit  himself  regarding  the  duration  of  labor, 
because  in  the  first  stage  this  cannot  be  definitely  stated.  Any 
prediction  would  cause  anxiety  to  the  parturient,  and  she  would  lose 
confidence  if  the  prediction  fail  and  the  labor  continue  longer. 

Immediately  after  the  membranes  rupture  the  quality  of  the 
fcetal  heart-sounds,  and,  by  means  of  the  third  and  fourth  manipu- 
lations (see  above),  the  position  of  the  presenting  part  must  be  as- 
certained, and  a  careful  internal  examination  made  to  determine 
whether  the  umbilical  cord  or  an  arm  has  descended  alongside  of 
the  head.    In  either  event  an  obstetrician  must  at  once  be  sent  for. 

At  the  same  time  the  presenting  part  is  to  be  once  more  carefully 
palpated,  and  now  the  character  of  the  head  or  breech  is  to  be  more 
accurately  determined,  if  this  had  been  previously  impossible  by 
the  external  examination.  The  quantity  and  character  of  the  liquor 
amnii  is  particularly  to  be  noted. 

After  the  rupture  of  the  membranes  and  the  discharge  of  the 
waters  the  fcetal  heart-sounds  should  be  frequently  listened  to,  in 
order  to  deep  constantly  informed  regarding  their  condition. 

If  the  os  is  fully  dilated  and  the  parturient  healthy  and  strong, 
she  should  be  encouraged  to  bear  down. 

For  this  purpose,  if  the  dorsal  position  is  used,  the  upper  part  of 
the  body  of  the  parturient  is  slightly  elevated  by  means  of  a  pillow 
placed  under  her,  her  feet  are  firmly  placed  against  the  footboard 
of  the  bed,  her  knees  are  slightly  flexed,  and  she  is  handed  slings 
fastened  to  the  bed,  with  the  admonition  to  make  use  of  them  dur- 
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ing  the  pains  and  to  bear  down,  as  in  difficult  evacuation  of  the 
bowels.  The  chin  approaches  the  chest,  the  arms  are  flexed,  the 
breath  is  held,  the  mouth  closed.  As  the  pain  increases  she  should 
gradually  strain  harder;  as  it  diminishes  in  intensity  she  should  re- 
lax her  efforts  proportionately. 

Bearing  down  should  be  used  in  moderation  and  commensurate 
with  the  woman's  strength.  Women  who  are  weak,  short  of  breath, 
or  suffering  from  hernia  or  prolapsus  should  not  be  allowed  to  bear 
down.    Each  interval  should  be  utilized  for  repose. 

Bearing  down  in  the  interval  between  the  pains  is  not  only  use- 
less but  injurious,  because  it  would  soon  exhaust  the  strength  of 
the  parturient. 

During  the  stages  of  expulsion,  the  descent  of  the  head  through 
the  pelvis  should  be  followed  by  means  of  the  fourth  manipulation 
of  the  external  examination,  the  fcetal  heart-sounds  should  be  care- 
fully listened  to,  and  the  bulging  of  the  pudenda  and  perinseum 
noted ;  but  any  unnecessary  internal  examinations  should  be 
avoided. 
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EDITORIAL. 
-COMBINED  OPERATIONS"  IN  GYNECOLOGY. 

In  our  last  issue  of  the  Journal  we  referred  to  fads  in  Gynae- 
cology. We  might  well  have  included  the  title  of  this  article  in 
that  list,  were  it  not  that  we  explicitly  confined  ourselves  to  retail- 
ing- only  those  fads  which  represented  operations  and  other  pro- 
cedures not  only  useful  in  themselves  but  even  necessary  under 
proper  circumstances.  We  will  endeavor  to  show  that  the  Gynae- 
cological "combinations"  to  which  we  shall  specifically  refer  are 
not  only  fads  of  to-day — at  least  in  the  United  States — but  are 
also  illogical  in  their  inception,  in  view  of  the  acknowledged  ob- 
jects severally  to  be  obtained  by  the  individual  operations,  that  they 
produce  contradictory  or  opposed  effects,  and  that  they  thus  fail  to 
confer  that  benefit  upon  the  patient  which  proper  means  properly 
applied  invariably  bring. 

Entering  at  once  in  medias  res  let  us  consider  the  typical  and 
most  common  form  of  combination — that  of  plastic  operations  upon 
the  cervix,  the  anterior  vaginal  wall  and  the  posterior  vaginal  wall 
at  the  same  sitting. 

It  is,  we  believe,  universally  acknowledged  that  the  first  object 
of  the  generally  accepted  operation  for  lacerated  cervix  is  to  cause 
involution  of  the  uterus,  i  e.,  to  so  effect  the  local  circulation  that 
that  organ  be  enabled  to  rid  itself  of  the  superabundant  muscular 
fibre  and  connective  tissue  with  their  attendant  venous  supply  left 
by  labor  and  sepsis.  The  effect  expected  is  a  natural  tonic  con- 
traction of  the  uterus,  its  decrease  in  weight  and  subsequent  ascent 
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in  the  pelvis  to  that  situation  at  which  its  blood-supply  may  be 
normally  maintained.  The  object  sought  in  reparative  operations 
upon  the  anterior  vaginal  wall  for  the  condition  termed  cystocele  is, 
primarily,  to  so  tighten  the  septum  which  divides  the  vagina  from 
the  uterus  and  bladder  that  the  uterus  shall  be  unable  to  prolapse 
forward,  dragging  with  it  the  bladder  and  blood-vessels  which  sup- 
ply both  organs.  The  operation  for  laceration  of  the  posterior  wall 
or  "rectocele"  has  for  its  object  also  to  tighten  the  pelvic  fascia, 
which  thereupon  affords  normal  support  to  the  underlying  blood- 
vessels. It  should  restore  the  natural  curve  of  the  vagina,  which 
is  necessary  to  prevent  backward  prolapse  with  retroversion  and 
equally  necessary  to  the  proper  support  of  the  anterior  rectal  wall 
in  the  erect  posture  and  in  the  act  of  defalcation. 

The  anterior  vaginal  wall  may,  as  an  effect  of  difficult  parturi- 
tion, be  stretched  or  even  torn  throughout  its  length.  It  is  attached 
on  each  side  from  near  the  symphysis  pubis  along  the  rami  of  the 
pubis  and  ischium,  and  in  conjunction  with  the  posterior  wall  it  is 
reflected  over  the  cervix. 

The  posterior  wall  is  also  attached  in  union  with  the  anterior  to 
the  rami  and  lies  upon  the  reflection  of  the  pelvic  fascia  which  ac- 
companies the  levator  ani  muscle.  Incidental  to  injuries  of  long- 
standing of  both  the  anterior  and  posterior  walls  is  an  hypertrophy 
of  the  mucous  membrane.  An  operation  which  removes  the  pro- 
lapse will  induce  involution  in  this  membrane  which  continues, 
if  the  operation  have  fully  attained  its  object,  until  the  tissues  are 
reduced  to  their  normal  thickness.  A  plastic  operation  in  the 
vagina,  whether  on  the  cervix  or  on  either  wall,  will  cause  invo- 
lution to  some  extent  upon  the  whole  vagina ;  but  this  is  incomplete 
and  indefinite  in  extent  after  any  one  operation  ;  all  three  are  neces- 
sary to  obtain  complete  involution.  Then  the  fact  that  it  is  impos- 
sible to  gauge  beforehand  the  extent  to  which  this  process  will 
affect  any  particular  part,  and  that  it  always  affects  the  part  oper- 
ated upon  to  a  far  greater  extent  than  the  surrounding  tissues, 
makes  involution  one  of  the  most  important  forces  to  be  dealt  with 
in  all  plastic  work  in  this  region. 

The  necessity  of  this  anatomical  prelude  will  become  evident 
to  our  readers  in  the  course  of  the  following  argument.  Premises 
must  be  clearly  stated  and  as  these,  in  this  case,  are  anatomical 
and  mechanical  and  are  not  always  borne  in  mind,  we  have 
thought  it  needful  to  refresh  our  memories. 

There  are  three  reasons  why  the  plastic  operations  for  prolapsus 
uteri  should  not  be  performed  at  the  same  sitting.    These  are  (i) 
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involution;  {2)  the  effect  of  opposing  forces;  (3)  the  effect  of  con- 
tinued pressure  by  the  speculum  or  retractor. 

If  we  determine  to  operate  upon  a  cervix  we  will  find  it  enlarged 
to  two  or  three  times  its  normal  size,  due  not  merely  to  eversion  of 
the  lips  but  to  true  hypertrophy  following-  upon  sub-involution  and 
a  long-continued  prolapse.  After  we  have  finished  our  operation 
the  eversion  has  disappeared  but  the  cervix  is  still  much  larger  than 
normal  and  will  not  return  to  its  proper  size  until  the  process  of 
involution  has  ended  throughout  the  uterus — a  matter  of  many 
weeks.  Now,  this  same  patient  has  a  "cystocele"  and  we  operate 
upon  this  immediately  after  suturing  the  cervix.  Let  us  again  re- 
call to  mind  the  nature  of  the  injury,  the  logical  indications  for  its 
repair,  and  that  the  anterior  vaginal  wall  is  firmly  attached  only 
along  the  rami  at  each  side.  It  immediately  becomes  evident  that 
any  operation,  however  named,  capable  of  remedying  this  injury 
can  accomplish  it  only  by  making  equal  traction  upon  the  over- 
stretched and  prolapsed  septum  along  the  whole  length  of  its 
attachment.  Any  one  can  satisfy  himself  of  the  height  of  this 
attachment,  when  the  patient  is  in  Sims'  position  with  the  posterior 
wall  retracted  by  a  speculum,  by  sticking  a  tenaculum  into  the 
vaginal  wall  immediately  in  front  of  the  cervix  and  drawing  lightly 
forward  upon  the  instrument.  If  the  uterus  be  anteverted  he  will 
see  that  he  is  making  traction  from  two  points  high  up  and  on  a 
line  which  would  bisect  the  cervix.  It  is  clear,  then,  that  to  make 
traction  from  these  highest  points  of  attachment  in  the  presence  of 
a  cervix  prolapsed  and  of  twice  its  normal  size  would  be  an  im- 
posibility.  Yet  this  is  necessary  if  we  would  cure  the  cystocele. 
In  such  a  case,  then,  we  make  traction  from  what  seems  to  be  the 
highest  points  of  attachment  and  begin  tightening  the  fascia  from 
these  as  a  land-mark.  When  the  cervix  has  completed  its  involu- 
tion we  find  it  so  much  diminished  in  size  that  a  pouch  has  formed, 
to  our  surprise,  in  front  of  it  on  the  vaginal  wall,  where  we  thought 
we  had  tightened  all  the  tissue.  The  result  is  unfailing ;  stretching 
of  the  whole  line  of  union,  prolapse  of  the  cervix  and  return  of  the 
cystocele  so  soon  as  the  woman  has  been  on  her  feet  for  a  few 
weeks.  Nor  is  this  all  the  damage  done.  If  the  operator,  recog- 
nizing the  significance  of  the  enlarged  cervix  and  of  involution, 
should  endeavor  forcibly  to  make  traction  from  points  of  attach- 
ment higher  than  the  size  of  the  sub-involuted  cervix  will  permit, 
he  will  bring  into  play  the  effect  of  opposing  forces  referred  to  above. 
For  if  he  make  very  strong  traction  his  sutures  will  quickly  cut 
out,  but  if  he  use  a  little  less  than  this  amount  of  force  he  must 
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still  drag  upon  the  anterior  lip  of  the  cervix  in  uniting  the  vaginal 
tissues  ;  the  result  is  cutting  out  of  the  sutures  in  the  cervix  and 
failure  to  cure  the  cystocele  as  well.  If  to  the  above  operations 
we  add  one  for  rectocele  at  the  same  time,  all  three  reasons  against 
such  a  "  combination  "  apply. 

Whatever  the  operation  performed  for  the  relief  of  the  latter 
injury  our  main  point  of  attack  must  always  be  the  crest  of  the 
rectocele.  This  marks  the  furthermost  point  of  our  denudation,  and 
the  only  way  in  which  this  point  may  be  determined  is  to  catch 
the  apparent  crest  and  by  drawing  upon  it  perceive  that  equal  trac- 
tion is  made  in  all  directions.  We  then  operate.  When  we  next 
examine  the  patient  we  find  that,  involution  having  taken  place 
much  more  rapidly  and  extensively  in  the  uterus  than  in  the  pos- 
terior wall,  we  have  denuded  either  too  high  or  not  high  enough 
on  the  vagina.  If  the  former,  our  line  of  union  has  probably 
failed  at  the  fourchette ;  if  we  have  not  denuded  high  enough,  part 
of  the  rectocele  still  remains.  Our  line  fails  partially  when  we  de- 
nude and  suture  too  high  because  we  have  opposed  the  force  of 
uterine  involution,  which  in  lessening  the  weight  of  the  organ 
allows  it  to  rise,  and  that  of  the  vagina  which,  being  everywhere 
firmly  attached  by  its  sides  to  the  pelvis,  must  act  centrifugally  or 
in  an  opposite  direction  to  that  of  the  lessening  uterus.  Finally, 
the  pressure  of  the  speculum  upon  the  posterior  wall  during  the 
considerable  time  necessary  to  perform  the  first  two  operations 
properly  produces  such  an  effect  upon  the  tissues  of  that  part,  that 
the  last  operation  is  apt  to  fail  partially  if  not  altogether.  This  last 
effect  is  a  matter  of  personal  observation  only  but  it  is  a  so  con- 
stant result  of  the  "combination"  and  has  been  the  experience  of 
so  many  that  we  feel  justified  in  stating  it  here  as  a  fact. 

We  believe  it  to  be  mechanically  demonstrable  that  no  opera- 
tions upon  the  cervix,  anterior  and  posterior  vaginal  walls  for  the 
cure  of  prolapsus  uteri  can  accomplish  their  object,  unless  they 
embody  the  mechanical  principles  here  referred  to  ;  it  is  equally 
demonstrable  that  the  embodiment  of  these  principles  in  such 
operations  with  proper  technique  will  not  only  cure  all  symptoms 
fully  and  permanently  but  will  also  restore  the  parts  to  a  condition 
and  appearance  nearly  approaching  those  of  the  nullipara,  which 
is  the  normal  appearance. 

If  this  is  true  it  follows  that  to  add  Alexander's  operation  or 
hysterorhaphy  to  these  is  not  only  unnecessary  but  positively  in- 
jurious, inasmuch  as  they  must  always  produce  an  essentially  patho- 
logical condition  and  therefore  interfere  with  the  degree  of  involution 
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which  Nature  alone  knows,  and  which  she  carries  out  completely 
if  the  three  operations  are  properly  performed.  The  inappropriate- 
ness  of  "fixing-  the  uterus  "  in  this  connection  is  evident  if  we  re- 
member that  this  organ  is  swung  from  the  sides,  that  the  normal 
plane  of  each  is  an  individual  one,  and  that  exactly  the  same  effect 
is  produced  upon  the  uterine  vessels  by  raising  the  organ  above  that 
plane  as  when  it  is  prolapsed  below  it. 

In  fine,  if  a  "  fixing"  operation  be  necessary  to  improve  or  com- 
plete the  effect  of  the  former  plastic  operations,  then  are  they 
themselves  unnecessary  and  false  in  their  claims  ;  they  should  be 
discarded  altogether  in  favor  of  "an  Alexander "  or  the  like.  If 
this  is  not  true,  then  should  we  hear  no  more  of  an  induced  patho- 
logical condition  in  this  "combination." 


IMPACTED  POSTERIOR  POSITION  OF  THE  CHIN  CHANGED 
TO  A  VERTEX  PRESENTATION. 

Fortunately  this  condition  of  the  face  is  a  rare  one  but  it  has 
been  regarded  by  obstetricians  as  irremedial  under  ordinary  con- 
ditions of  the  child  and  pelvis.  Among  the  Transactions  of  the 
New  York  Obstetrical  Society  for  November  will  be  found  a  case 
reported  by  Dr.  Malcolm  MacLean  of  impacted  chin,  which  was 
converted  into  a  vertex  presentation.  The  case  was  seen  in  consul- 
tation. The  patient  had  been  in  labor  many  hours,  the  waters  had 
been  discharged  and  the  face  was  jammed  down  in  the  pelvic  canal 
almost  opposite  the  right  sacro-ischiatic  foramen.  The  forceps  had 
failed  to  rotate  the  chin  forwards.  Making  use  of  the  space  at  the 
sides  of  the  child's  head  for  the  purpose  of  manipulation,  a  finger 
was  hooked  over  the  suboccipital  region  "so  as  to  flex  the  head 
quickly,  as  soon  as  I  could  lift  the  face  slightly  upward."  The 
thumb  pushed  up  the  long  lever  while  the  fingers  pulled  down  the 
short  one,  the  occiput  was  made  to  present,  and  the  labor  quickly 
terminated.    This  result  is  unique  so  far  as  we  know. 


A  CHALLENGE  TO  HYSTERECTOMISTS. 

Among  the  original  articles  of  this  month's  issue  of  the  Journal 
will  be  found  one  embodying  a  suggestion  to  the  advocates  of  the 
treatment  of  uterine  cancer  by  hysterectomy  to  compare  their  results 
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side  by  side  with  those  obtained  by  the  treatment  with  the  galvano- 
cautery  after  the  method  of  Dr.  Byrne.  Dr.  MacEvitt  the  author  of 
this  suggestion  has  been  connected  with  Dr.  Byrne  for  many  years 
and  has  had  an  excellent  opportunity  to  judge  of  his  results. 

While  the  plan  suggested  would  do  much  to  settle  the  question 
at  issue,  if  it  could  be  carried  out  completely,  there  are  many 
difficulties  to  be  overcome  before  this  ideal  method  can  be  utilized. 
Those  who  originate  or  indorse  procedures  concerning  which  there 
is  much  difference  of  opinion  are  apt  to  become  partisans  and 
to  assume  the  attitude  of  advocate  instead  of  exercising  a  judicial 
function.  This  attitude  is  not  lessened  when  the  cases  are  treated 
under  the  observation  of  a  committee  convened  to  judge  the 
results. 

The  reports  of  individual  operators  would  demand  more  atten- 
tion if  the  tissue  said  to  be  malignant  was  passed  upon  by  a 
pathologist  whose  reputation  would  guarantee  that  he  could  make 
a  thorough  examination.  When  operators  are  willing  to  adequately 
remunerate  pathological  experts  there  will  be  fewer  complaints  of 
conflicting  opinions. 


REVIEWS. 


These  articles  are  written  by  men  noted  for  their  ability,  prominent  stand- 
ing  in  the  profession,  and  peculiar  excellence  in  this  work,  but  the  Journal 
does  not  hold  itself  responsible  for  any  views  expressed  unless  such  articles 
appear  unsigned.  Furthermore,  should  principles  be  advocated  or  opinions 
expressed  in  any  Review  which  are  radically  opposed  to  those  maintained  by 
this  Journal,  it  reserves  the  right  to  note  this  editorially  at  the  end  of  such 
article. 

A  Manual  of  Obstetrics.     By  A.  F.  A.  King,  A.  M. ,  M.  D.  Fifth 
Edition.  -  Philadelphia:  Lea  Bros.  &  Co.,  1892. 

Dr.  King's  manual  is  too  well  known  to  require  extended  notice. 
The  excellence  of  previous  editions  is  fully  maintained  in  the  fifth, 
and  much  new  matter  has  been  added.  It  is  written  in  a  pleasing- 
style  and  the  subject  is  clearly  and  systematically  presented.  The 
illustrations,  several  of  which  are  new,  are  excellent  and  the  typo- 
graphy and  general  execution  of  the  book  is  of  the  best. 

The  work  is  not  wholly  beyond  criticism.  What  book  is  ?  We 
do  not  understand,  for  example,  as  the  author  assumes,  that  the 
shape  of  the  uterus  is  a  part  of  Hegar's  sign  of  pregnancy,  nor  is 
there  any  thinning  of  the  lower  uterine  segment  in  the  gravid  uterus. 
The  property  of  the  isthmus  uteri  which  has  become  known  as 
Hegar's  sign  may  be  stated  in  one  word,  compressibility.  It  is 
conclusive  evidence  of  pregnancy  when  it  is  extremely  marked — 
when  compression  is  possible  by  the  thumb  and  finger  to  the  thin- 
ness of  a  half  centimeter.  We  have  not  been  accustomed  to  regard 
the  breast  signs  of  pregnancy  as  "totally  unreliable"  even  "when 
taken  alone."  On  the  contrary  the  mammary  changes,  in  our  ex- 
perience, are  frequently  quite  sufficient  for  the  diagnosis  in  first 
pregnancies  after  the  second  month.  The  author  attaches  much 
more  importance  to  pressure  as  an  etiological  factor  in  the  nephritis 
of  pregnancy  than  is  accorded  it  by-most  writers.  Among  the  causes 
of  tubal  pregnancy  no  mention  is  made  of  the  consequences  of 
catarrhal  diseases,  than  which  no  other,  probably,  is  more  impor- 
tant. But  criticism  is  hypercritical  in  a  work  which  is  in  the  main 
so  good.  As  a  whole  the  book  can  be  heartily  commended  to 
student  and  practitioner  as  a  safe  and  reliable  guide. 

C.  J. 
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Jahresbericht  ueber  die  Fortschritte  der  Geburtshilfe  und  Gynaeko- 
logie  V.  Jahrgang.  Bericht  iiber  das  Jahr,  1891.  Wiesbaden, 
1892.    8vo.  pp.  982. 

Annual  of  Obstetrics  and  Gynaecology,  Vol.  V;  For  the  Year  1891. 

We  chronicle  the  appearance  of  this  work  in  order  to  direct  the 
attention  of  our  readers  to  it  and  to  assure  them  of  its  great  value 
as  a  reference-book  of  current  literature  of  the  subjects  to  which  it 
is  devoted.  The  presentation  of  the  work  of  the  world  in  the  depart- 
ments of  obstetrics  and  gynaecology  seems  to  be  thoroughly  done. 
We  were  struck  by  the  frequent  appearance  of  the  names  of  journals 
of  our  own  country  of  but  limited  circulation,  and  abstracts  of 
papers  are  given  even  from  one  State  Transactions.  This  led  to  a 
more  critical  examination  of  the  lists  of  one  or  two  subjectsand  we 
found  the  results  interesting.  Thus,  under  the  head  of  "Conserva- 
tive Cesarean  Section  "  there  are  papers  from  Great  Britain,  five ; 
France,  eight;  United  States,  eighteen;  in  all  thirty-one,  out  of  a 
total  of  sixty-eight.  On  "Puerperal  Eclampsia"  there  are  eighty- 
eight  papers  of  which  twenty  are  equally  divided  between  France 
and  Great  Britain,  while  there  are  twenty-two  from  the  United 
States.  The  subdivision  of  "Uterine  Neoplasms/'  on  "Myomata," 
contains  no  less  than  260  titles,  which  occupy  twelve  and  a  half 
pages,  while  the  abstracts  of  them  take  up  nearly  twenty  pages  of 
the  work.  Of  these  papers  twenty  are  British,  fifty-seven  French, 
and  sixty-three  are  from  this  country.  So  far  as  our  professional 
activity  is  concerned  this  makes  a  very  good  showing. 

The  work  is  edited  by  Drs.  Bumm  of  Wiirzburg  and  Veit  of  Ber- 
lin, and  the  list  of  collaborators  contains  some  well-known  names. 
All  engaged  in  it  are  to  be  congratulated  on  the  success  attained.1 

J.  C.  R. 


1  The  book  may  be  obtained  of  B.  Westermann  &  Co.,  812  Broadway,  N.  Y. 
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NEW  YORK  ACADEMY  OF  MEDICINE. 
Section  on  Obstetrics  and  Gynecology. 
October  27,  1892. 

Dr.   George  M.  Edebohls  read  a  paper  on  Movable  Kidney, 
With  a  Report  of  Eleven  Cases  Treated  by  Nephorrhaphy. 

The  paper  was  based  on  the  examination  of  five  hundred  women, 
in  ninety  of  whom  movable  kidney  was  found.  The  author  laid 
particular  stress  on  absorption  of  the  perineal  fat  as  a  causative 
factor.  The  displacement  occurs  very  slowly,  although  he  has 
seen  it  come  on  in  three  months.  Movable  kidney  on  the  left  side 
was  observed  but  four  times  occurring  with  greater  frequency  on 
the  right  side  because  of  the  presence  of  the  liver.  The  symptoms 
are  never  pronounced  in  the  beginning  when  the  organ  has  a 
limited  mobility.  The  most  prominent  symptoms  are  digestive 
disturbances  of  a  chronic  character;  general  nervousness;  epigastric 
pain  usually  located  five  to  six  centimetres  to  the  left  of  the  median 
line  near  the  free  border  of  the  costal  cartilages;  cardiac  palpitation; 
general  discomfort  and  sleeplessness  when  lying  on  the  left  side. 
The  presence  of  movable  kidney  increases  the  symptoms  due  to 
coexisting  diseases  of  the  generative  organs.  Occasionally  mov- 
able kidney  produces  dysmenorrhcea  and  atypical  metrorrhagia. 
The  digestive  disturbances  are  so  prominent  in  many  cases  as  to 
mislead  the  ablest  practitioner.  The  epigastric  pain  is  not  in- 
creased oiv  pressure.  The  author  describes  it  as  a  cardialgia.  The 
cardiac  palpitation  is  very  annoying,  the  heart-beats  reaching 
sometimes  120  a  minute.  The  discomfort  on  lying  on  the  left  side, 
the  digestive  symptoms,  and  the  cardialgia  rapidly  disappear  after 
nephorrhaphy;  while  the  nervousness  and  cardiac  palpitation  persist 
for  some  time.  As  more  rare  symptoms  may  be  mentioned,  ver- 
tigo, dull  pain  in  the  region  of  the  displaced  kidney,  mild  urinary 
symptoms  as  intermittent  hydronephrosis,  moderate  polyuria, 
frequent  micturition  and  increased  menstrual  flow. 

Menstruation  and  pregnancy  increase  all  the  symptoms,  but 
they  disappear  in  the  later  months  of  gestation.  He  explains  the 
former  by  the  increased  collateral  flow  of  blood  to  the  abdominal  > 
viscera;  and  the  latter  by  the  growth  of  the  uterus  lifting  up  the 
misplaced  organ.  He  quoted  one  case  where  the  symptoms  of 
movable  kidney  disappeared  when  a  cyst  began  to  grow,  and 
returned  when  a  cceliotomy  was  performed.  The  digestive  dis- 
turbances, as  anorexia,  eructations,  pain,  constipation  and  occa- 
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sional  vomiting,  he  attributes  to  interferences  with  the  abdominal 
sympathetic  system.  In  this  he  differs  from  Lindner  and  others 
who  ascribe  these  symptoms  to  mechanical  pressure  of  the  dis- 
placed viscus  on  the  duodenum.  He  has  seen  but  two  cases  of 
strangulated  movable  kidney.  In  both,  the  symptoms  were  acute, 
with  vomiting-,  increased  pain,  great  restlessness,  slight  fever  and 
decreased  urine;  to  subside  in  two  to  four  days  with  increased 
urination. 

The  diagnosis  is  very  easy.  There  is  found  a  movable  tumor 
of  the  size,  shape  and  consistency  of  the  kidney  in  the  hypochon- 
driac or  lumbar  region,  or  even  in  the  iliac  fossa.  If  examined  on 
the  back  or  in  Sims'  position  and  the  kidney  is  not  found,  it  may  be 
brought  more  prominently  into  notice  by  causing  the  patient  to  sit 
up  and  lean  slightly  forwards.  Not  often  is  the  organ  found 
enlarged,  in  but  six  cases.  He  does  not  think  highly  of  abdominal 
supporters,  but  says  the  greatest  relief  can  be  obtained  from  a  tight 
corset.  In  all  cases  he  prefers  nephorrhaphy.  He  operates  as 
follows:  The  patient  is  in  Sims'  position  with  the  left  loin  well 
raised  on  cushions.  The  incision  is  made  from  the  twelfth  rib  to 
the  crest  of  the  ilium.  The  tissues  are  divided  down  to  the  peri-renal 
fat,  which  is  incised  carefully,  so  as  not  to  open  the  peritonaeum. 
The  kidney  will  now  be  detected.  The  redundant  fatty  capsule  is 
cut  off,  the  edges  being  secured  by  forceps.  Incise  the  capsule 
proper  along  the  whole  convexity  of  the  organ  in  the  middle  line 
and  strip  it  off  the  viscus  for  one-and-a-quarter  centimetre  on  either 
side  for  the  whole  length  of  the  incision.  The  method  of  suturing 
varies  somewhat  in  the  different  cases.  In  the  later  cases  he 
attached  the  kidney  to  the  muscles  and  aponeurosis  by  buried 
sutures  of  kangaroo-tendon  or  silk-worm  gut,  each  suture  embrac- 
ing the  fascia  muscles  and  edges  of  the  peri-renal  fat,  the  reflected 
and  still  adherent  capsula  propria,  and  the  tissue  of  the  kidney  to 
the  depth  of  one-and-a-half  centimetre.  A  strand  of  twelve  worm- 
gut  threads  is  passed  along  the  raw  surface  as  a  drain.  The  skin 
and  superficial  fat  are  closed  over  the  buried  suture  by  a  running 
suture  of  cat-gut.  The  dressings  are  removed  on  the  eighth  day 
when  the  drain  is  withdrawn.  The  patient  is  kept  in  bed  three 
weeks.  Haematuria  and  albuminuria  have  never  occurred.  The 
author  narrates  eleven  cases;  one  of  double  nephorrhaphy.  Every 
case  but  one,  that  fatal,  was  complicated  by  some  form  of  pelvic 
trouble.  A  short  analysis  of  the  cases  showed  that  in  the  first  case 
convalescence  was  uneventful;  second  case  peritonaeum  opened, 
but  convalescence   uneventful;  third   case,   developed  catarrhal 
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pneumonia  and  peri-renal  abscess;  fourth  case,  the  peritonaeum  was 
wounded;  death  occurred  in  thirty-six  hours  from  peritonitis  (the 
operator  at  the  time  having  incipient  diphtheria);  fifth,  sixth, 
seventh,  eighth  and  ninth  cases,  uneventful  recoveries;  the  tenth 
case,  catarrhal  pneumonia  (nephorrhaphy  and  ventro-fixation  of  the 
uterus  at  one  sitting);  eleventh  case,  double  nephorrhaphy  in  one- 
and-a-half  hours,  transient  albuminuria  and  uneventful  convales- 
cence. 

Dr.  H.  J.  Garrigues  read  a  paper  on  "  Reprehensible,  Debatable 
and  Antiseptic  Midwifery."  The  author  characterizes  as  unjustifi- 
able the  use  of  prophylactic  intra-uterine  injections.  He  compares 
the  results  of  the  Maternity  Hospital  before  the  adoption  of  strict 
antiseptic  methods  with  those  obtained  since.  From  1884  to  1 891 
there  were  3,170  deliveries,  with  a  total  mortality  of  ninety  per 
cent,  and  a  mortality  from  sepsis  of  nineteen  per  cent.  This  hos- 
pital is  near  the  City  Hospital,  with  nurses  serving  in  both  institu- 
tions and  associating  intimately,  and  with  a  constantly  changing 
staff.  The  method  employed  has  been  described  in  the  author's 
book  "Practical  Guide  to  Antiseptic  Midwifery  in  Hospitals  and 
Private  Practice."  In  the  past  few  years  creolin  has  been  substi- 
tuted for  the  bichloride  of  mercury  for  vaginal  and  uterine  douch- 
ing, using  a  one  per  cent,  solution.  He  deprecates  the  routine  use 
of  ergot.  As  to  the  use  of  antiseptic  vaginal  douches  before 
delivery,  the  author  hesitates  to  give  an  opinion  for  or  against  it, 
in  view  of  the  even  division  of  authorities  on  the  subject.  For 
himself,  he  is  against  rubbing  or  scrubbing  the  vagina,  but  he 
believes  vaginal  injections  before  delivery  useful.  After  the  birth 
of  the  child  no  vaginal  injection  should  be  given  in  normal  cases, 
but  only  after  the  use  of  instruments  or  introduction  of  the  hand 
into  the  vagina.  The  same  rule  governs  the  use  of  intra-uterine 
injections.  One  vaginal  douche  alone  is  advised,  when  douching 
is  indicated.  He  advises  an  occluding  antiseptic  dressing  for  the 
vulva.  Examinations  before  and  during  labor  should  be  few. 
They  are  without  risk  if  the  parts  and  hands  are  properly  cleansed. 

Physician  and  nurse  should  thoroughly  disinfect  their  hands 
and  arms.  As  a  lubricant  use  carbolized  mollin.  The  patient's 
skin  and  external  genitals  should  be  scrubbed  and  disinfected. 
After  the  birth  of  the  child  if  the  case  be  normal,  the  woman  is  not 
touched.  Retained  placental  tufts  must  be  removed  immediately. 
All  instruments  are  rendered  aseptic.  The  mortality  from  delivery 
in  private  practice  is  greater  than  hospitals.  This  is  due  to  the 
fact  that  the  private  physician  does  not  use  antiseptics,  or  does  so 
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imsystematically.  To  neglect  to  adopt,  in  private,  means  which 
have  been  found  necessary  in  hospital  wards  is  a  crime.  He 
closes  his  paper  with  an  appeal  to  all  interested  in  obstetrics  to 
unite  in  overcoming-  the  opposition  offered  by  some  practitioners 
to  the  proper  practice  of  midwifery.  The  author  quotes  many 
authorities  in  support  of  and  opposed  to  the  views  expressed  in  the 
paper. 

DISCUSSION  OF  DR.    EDEBOHLS  PAPER. 

Dr.  W.  Gill  Wylie  had  operated  on  the  kidney  twenty  times, 
only  three  times  doing  nephorrhaphy,  with  two  deaths  due  to  pre- 
existing sepsis.  He  did  not  attach  the  importance  to  displaced 
kidney  which  the  author  did.  He  considered  imperfect  general 
developments  one  cause,  and  thought  movable  kidney  existed  in 
twenty-five  per  cent,  of  the  total  cases  of  women,  though  its  in- 
fluence on  the  liver  he  considered  another  cause. 

Dr.  Boldt. — He  usually  found  movable  kidney  very  sensitive. 
He  had  done  nephorrhaphy  four  times,  and  considered  the  opera- 
tion described  a  perfect  one. 

Doctors  Collyer  and  R.  L.  Morris  also  spoke  on  the  subject. 

DISCUSSION  ON  DR.    GARRIGUEs'  PAPER. 

Dr.  Grandin  endorsed  all  that  Dr.  Garrigues  said  relative  to  the 
importance  of  sepsis  in  obstetrical  work.  It  is  inexcusable  not  to 
surround  the  lying-in  woman  with  every  precaution.  Infection 
could  take  place  through  herself  or  through  her  attendants  only. 
Physician,  nurse  and  patient  should  be  clean.  Chemical  agents 
were  simply  a  means  to  an  end.  In  private  practice  he  made  the 
nurse  scrub  the  vulva;  he,  himself,  wiped  the  vagina,  not  trusting 
to  douching. 

Dr.  Malcolm  McLean  endorsed  the  paper.  When  intra-uterine 
manipulations  were  necessary,  ordinarily  they  should  be  made 
within  the  amniotic  sac,  which  thus  interposed  between  the  hand 
and  the  walls  of  the  uterus.  As  a  rule  intra-uterine  douching  was 
superfluous  and  dangerous  as  routine  practice. 

Dr.  Collyer  advised  taking  obstetrics  out  of  the  hands  of 
ignorant  midwives. 

Dr.  Vineberg  asked  the  author  whether  he  advised  the  imme- 
diate repair  of  injuries. 

The  Chairman  was  satisfied  with  Dr.  Garrigues'  method.  He 
advised  before  labor  opening  the  bowels  well;  a  bath;  external 
genitals  washed  with  soap,  and  a  vaginal  irrigation  "of  boracic  acid 
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solution.  For  his  hands  he  used  bichloride  solution.  He  made 
many  examinations  to  keep  informed  of  the  progress  of  the  case. 
Very  rarely  were  intra-uterine  injections  called  for,  nor  did  he  make 
a  vaginal  injection  unless  there  was  odor  to  the  discharges.  He 
used  carbolic  acid  on  the  napkins.  There  was  no  danger  in  going 
from  even  an  erysipelas  patient  to  a  confinement,  provided  strict 
cleanliness  was  used. 

Dr.  Agramonte  doubted  the  innocuousness  of  creolin. 

Dr.  Garrigues. — He  would  at  once  repair  small  perineal 
tears.  Creolin  could  be  taken  internally;  so  innocuous  was  it  that 
some  Munich  physician  had  taken  forty  grains  three  times  a  day. 


TRANSACTIONS  OF    THE    NEW    YORK  OBSTET- 
RICAL SOCIETY. 

Stated  Meeting,  October  18,  1892. 

The  President,  Dr.  Clement  Cleveland,  in  the  chair. 

At  the  annual  meeting  of  the  New  York  Obstetrical  Society  the 
following  officers  were  elected  :  President,  George  Tucker  Harrison, 
M.D. ;  First  Vice-President,  H.  Marion  Sims,  M.D. ;  Second  Vice- 
President,  W.  Gill  Wylie,  M.  D. ;  Recording  Secretary,  Arthur  M. 
Jacobus,  M.D. ;  Corresponding  Secretary ,  Andrew  F.  Currier,  M.D. ; 
Treasurer,  J.  Lee  Morrill,  M.  D. ;  Pathologist,  Geo.  C.  Freeborn, 
M.D. 

Hysterectomy  for  Chronic  Endometritis. 

Dr.  H.  J.  Boldt  presented  a  specimen  which  he  had  removed 
by  hysterectomy  from  a  case  of  chronic  endometritis. 

Chronic  Metritis,  Glandular  Endometritis,  Vaginal  Hysterectomy,  Recovery. 

The  patient,  now  thirty-five  years  old,  married,  and  mother  of 
one  child;  no  miscarriage  nor  abortion;  had  been  ill  eight  years  be- 
fore she  consulted  me,  through  the  courtesy  of  Dr.  Burch.  She  had 
suffered  constantly  from  severe  pains  in  the  ovarian  and  lumbar 
regions,  which  increased  in  intensity  prior  and  during  menstruation. 
The  flow  was  irregular  and  occurred  once  in  from  two  to  three 
weeks,  and  was  very  profuse.    On  bimanual  examination  a  small 
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ovarian  tumor  with  perimetritic  adhesions  was  diagnosed  and 
was  subsequently  removed  by  laparotomy.  Subsequent  to  her  con- 
valescence from  the  laparotomy  the  treatment  consisted  of  intra- 
uterine positive  galvanization,  the  introduction  of  glycerine  tam- 
pon, hydrastis  canadensis,  etc.,  and  various  hygienic  measures  to 
relieve  her  of  the  uterine  haemorrhages  and  the  pain,  from  which  she 
again  suffered,  as  her  relief  had  been  temporary  only  after  ab- 
dominal section.  No  improvement  resulting,  a  second  laparotomy 
was  performed,  which  was  a  difficult  operation  owing  to  the  existence 
of  extensive  firm  adhesions.  At  this  time  pyosalpinx  and  ovarian 
haematoma  were  removed  from  the  left  side.  The  patient  was  not 
improved  by  this  operation,  but,  on  the  contrary,  in  addition  to  the 
previously  existing  pains,  she  suffered  from  obstinate  nausea  and 
vomiting.  Nutrition  was  soon  seriously  affected.  All  treatment 
was  absolutely  unavailing.  On  touching  the  portio  vaginalis  of  the 
uterus  the  pain  was  much  increased,  as  well  as  the  nausea  and  vom- 
iting ;  her  whole  condition  seemed  referable  to  the  uterus  as  the 
cause.  The  patient  begged  so  piteously  for  relief  that  I  finally  de- 
cided to  give  her  this  by  removing  the  uterus,  especially  as  it  was 
evident  to  me  and  to  my  house-staff  that  she  was  sinking  from  day 
to  day.  The  case  was  plainly  laid  before  her  with  the  danger  of 
the  operation  in  her  then  very  low  condition,  and  she  readily  gave 
her  consent.  Vaginal  hysterectomy  was  performed  during  the 
first  week  of  June,  1891.  The  operation  was  exceedingly  difficult, 
which  was  foreseen,  owing,  first,  to  the  large  size  of  the  uterus  ; 
secondly,  to  the  extreme  rigidity  of  the  pelvic  floor;  thirdly,  to  the  in- 
testinal and  omental  adhesions.  All  this  made  the  work  a  very 
grave  undertaking.  Microscopically  the  condition  was  found  to  be 
a  chronic  metritis  with  glandular  endometritis.  Nearly  one-and-a- 
half  years  have  elapsed  since  the  extirpation  of  the  uterus,  and 
none  of  the  old  symptoms  have  recurred,  so  I  believe  that  I  am 
justified  in  presenting  the  patient  as  cured.  She  herself  states  that 
she  feels  in  perfect  health — better  than  for  many  years  previously. 
One  condition  only  has  resulted  from  my  second  abdominal  sec- 
tion, namely,  a  ventral  hernia  which  will  require  another  operation 
for  its  cure,  should  it  cause  the  patient  annoyance.  It  is  import- 
ant to  add,  as  another  existing  complication  to  these  abdominal 
sections,  that  despite  anaesthesia  the  abdominal  muscles  remained 
rigid  and  hard  as  a  board,  so  that  it  was  necessary  to  make  an  in- 
cision more  than  double  the  ordinary  length. 

Vaginal  hysterectomy  is  indicated  in  such  cases  of  chronic  me- 
tritis and  recurrent  glandular  endometritis,  when  the  suffering  is  as 


New  York  Obstetrical  Society. 


1159 


great  as  it  was  in  our  patient  and  where  the  bleeding  is  as  persist- 
ent— if  all  other  known  remedies  have  been  faithfully  tried  without 
avail.  In  answer  to  a  question  which  was  broached  in  a  paper  by 
Dr.  Pryor  when  referring  to  my  case,  I  will  add  that  curetting  and 
tamponade  of  the  uterus  had  been  also  tried  with  the  same  result 
that  attended  all  other  means  used. 

I  believe  that  this  is  the  first  extirpation  of  the  uterus  on  record 
in  this  country  for  this  specific  indication,  and  I  believe  that  the 
operation  not  only  saved  the  woman's  life  but  gave  her  a  life  of 
comfort  in  exchange  for  one  of  misery.  We  have,  therefore,  this 
as  another  indication  for  vaginal  hysterectomy  added  to  those  al- 
ready recognized — but  I  cannot  advise  too  much  caution  in  the  use 
of  this  dernier  resort. 

Suppurative  Salpingitis  with  Ovaritis. 

Dr.  Boldt  also  presented  the  specimen  which  he  had  removed 
with  a  portion  of  the  cornu  of  the  uterus. 

Case  II. — The  specimen  was  removed  from  a  patient  twenty-six 
years  old,  mother  of  one  child  ;  she  had  been  an  invalid  for  six 
years,  complaining  of  constant  pain  in  the  hypogastrium  and  left 
ovarian  region,  which  had  been  increasing  so  much  that  during  the 
past  few  months  she  was  bed-ridden  ;  slight  relief  only  was  ob- 
tained by  the  continuous  use  of  an  ice-bag.  One  week  before  and 
during  menstruation  the  pain  was  increased  very  much.  A  gon- 
orrhoeal  history  was  given  to  me  by  her  physician.  On  examina- 
tion under*  chloroform  the  uterus  was  found  somewhat  hindered  in 
mobility  by  a  mass  about  the  size  of  a  hen's  egg  in  intimate  connec- 
tion with  the  uterus.  A  little  to  the  left  of  this  perimetritic  thick- 
enings were  felt.  The  right  tube  and  ovary  were  normal  in  size, 
position  and  mobility.  There  was  present  a  bilateral  laceration  of 
the  cervix,  with  ectropion,  descensus  of  the  posterior  vaginal  wall 
and  a  perineal  laceration.  The  abdominal  mass  was  diagnosed  as 
salpingo-oophoritis  with  perimetritic  exudate  surrounding  the  ap- 
pendage, all  firmly  adherent  to  the  uterus. 

On  October  17th  first  a  curetting  was  done;  next  a  bilateral 
trachelorrhaphy;  then  a  posterior  colporrhaphy,  and  finally  a 
a  penineorrhaphy,  to  give  support  to  the  relaxed  pelvic  floor.  Now 
laparotomy  was  done  and  it  was  found  that  the  omentum  was 
firmly  adherent  over  the  uterus,  especially  so  to  the  left  half,  which 
part  bled  so  profusely  that  it  was  necessary  to  tie  it  off  entirely- 
The  tube  and  ovary  were,  as  suspected,  firmly  agglutinated  to  the 
uterus,  and  close  to  the  uterus  the  thickened,  indurated  uterine 
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cornu  gave  exit  to  pus  when  the  adhesions  were  separated.  The 
only  thing  left  to  do  under  the  circumstances,  as  no  pedicle  could 
be  formed,  was  to  resect  a  portion  of  the  uterine  body  enclosingthe 
pus-cavity.  After  this  a  buried  tier-suture  of  catgut  was  used,  the 
same  as  in  a  myomectomy,  to  close  the  defect. 

The  patient,  since  the  operation,  has  been  relieved  from  pain 
and  is  in  every  respect  in  a  state  of  normal  convalescence. 

DISCUSSION. 

Dr.  W.  Gill  Wylie  asked  if  the  union  was  due  to  an  adhesion 
or  if  it  were  really  an  abnormal  connection? 

Dr  Boldt  replied  that  it  was  both  an  adhesion  and  an  abnormal 
development. 

Dr.  Wylie  said  that  from  examination  of  the  specimen  he  would 
consider  that  they  were  only  very  strong  adhesions  with  a  rather 
short  pedicle,  and  that  with  good,  strong  finger-nails  the  operator 
should  have  been  able  to  separate  them,  so  that  the  tube  and  ovary 
could  have  been  completely  removed  ;  thereby  avoiding  the  neces- 
sity of  injuring  the  uterus  in  this  way.  He  thought  that  he  had 
been  able  to  separate  adhesions  in  this  manner  in  cases  which  pre- 
sented as  great  difficulty  as  this  one  ;  he  might  be  willing  to  resort 
to  resection  of  the  uterus  if  it  were  very  important  to  suppress 
menstruation,  as  well  as  to  remove  the  tube  and  ovary,  but  he 
would  consider  it  just  as  safe  to  do  an  hysterectomy  as  to  resort 
to  such  a  measure.  It  was  sometimes  very  difficult  to  remove  all  of 
the  ovary,  but  one  can  remove  all  that  is  diseased  in  almost  every 
case  ;  at  any  rate,  enough  can  be  removed_to  avoid  all  chance  of 
subsequent  peritonitis. 

Dr.  W.  R.  Pryor  said  that  the  tissue  was  almost  as  thick  as  the 
ovary  itself ;  the  latter  seemed  to  be  sessile  on  the  side  of  the 
uterus  and  to  all  appearances  the  connection  was  entirely  due  to  an 
adhesion. 

Dr.  J.  R.  Goffe  said  that  he  had  found  that  by  pinching  adhesions 
between  his  thumb  and  finger  just  at  the  junction,  they  could  be 
more  easily  separated  than  by  dissecting  them  off  either  with  the 
finger-nail  or  with  the  handle  of  a  knife,  and  with  very  much  less 
injury  to  the  neighboring  parts. 

The  President  asked  Dr.  Wylie  whether  he  considered  that  the 
portion  of  ovary  left  outside  of  the  ligature  or  that  inside  of  the 
ligature  was  the  more  likely  to  be  instrumental  in  causing  the  con- 
tinuance of  menstruation. 

Dr.  Wylie  replied  that  it  was  undoubtedly  the  proximal  portion 
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that  was  responsible  for  the  function  of  menstruation,  and  the  ob- 
jection to  leaving  the  distal  end  was  because  it  was  liable  to  be- 
come the  seat  of  a  number  of  cysts.  Dr.  Goffe's  method  of  separat- 
ing adhesions  was  a  good  one,  but  was  entirely  inadequate  for  cases 
of  long  standing  where  there  had  been  repeated  attacks  of  peritoni- 
tis ;  under  such  circumstances  he  would  defy  any  one  to  make  a 
distinction  between  the  normal  peritonaeum  and  some  of  these  ad- 
hesions, which  were  so  tousfh  at  times  that  even  the  finger-nail  was 
not  sufficient  to  separate  them. 

The  President  said  he  was  rather  skeptical  as  to  the  part  played 
by  the  remaining  portion  of  ovary  in  causing  the  return  of  menstru- 
ation, unless  this  portion  received  vascular  and  nervous  connections 
outside  of  the  ligature. 

Dr.  Wylie  said  it  was  not  at  all  exceptional  for  menstruation  to 
return  after  a  year  or  more,  and  in  our  efforts  to  make  a  safe  pedi- 
cle in  cases  in  which  the  ligament  has  been  shortened  by  an 
inflammatory  process  we  not  infrequently  leave  a  portion  of  the 
ovary. 

Dr.  Boldt,  in  closing,  said  that  he  thought  ordinarily  he  was 
able  to  separate  adhesions  but  in  this  case  he  was  unable  to  do  so 
and  in  consideration  of  the  fact  that  there  was  a  small  quantity  of 
pus  exuding  from  this  thickened  portion  near  the  cornu,  he  had 
thought  it  safer  to  adopt  the  method  which  he  had  described.  It 
was  certainly  not  so  serious  a  procedure,  so  far  as  the  patient 
was  concerned,  as  a  hysterectomy,  for  such  a  resection  as  he  had 
performed  did  not  abolish  the  function  of  the  uterus. 

Removal  of  a  Pohpus  from  the  Cervix,  together  with  a  Cast  0/  the 
Entire  Vagina. — The  speciman  was  presented  by  Dr.  Joseph 
Brettauer.    There  was  no  discussion. 

The  specimen  which  I  take  the  liberty  of  demonstrating  to  you 
was  removed  last  summer  from  the  vagina  of  a  patient  who  had 
already  passed  the  menopause  and  came  to  consult  me  at  the 
Mount  Sinai  Dispensary  on  account  of  flooding,  which  had  lasted 
already  for  several  weeks  on  and  off,  varying  the  amount  con- 
siderably. 

The  woman  had  previously  consulted  an  advertising  specialist, 
who  applied  local  treatment,  about  two  weeks  before  in  order  to 
stop  the  haemorrhage. 

The  haemorrhage  ceased  for  six  days,  but  started  anew  and 
quite  profusely.  When  I  saw  her  the  patient  was  suffering  from 
pelvic  pain,  frequent  and  painful  micturition.    When  the  patient 
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was  placed  on  the  table  the  lower  end  of  the  specimen  which  I 
show  here  was  protruding  through  the  vagina.  The  whole  was 
easily  removed,  and  proved  to  be  a  cast  of  the  entire  epithelial 
covering  of  vagina  and  cervix,  showing  at  its  upper  end  a  small 
impression  caused  by  a  vascular  polypus  of  the  cervix,  the  only 
source  for  the  haemorrhage.    The  vagina  was  very  much  inflamed. 

I  removed  the  polypus,  ordered  creolin  douches,  and  have  not 
seen  the  woman  since.    I  presume  she  is  cured. 

Between  the  two  walls  of  this  specimen  a  layer  of  cotton  may 
be  seen,  with  which,  probably,  the  caustic — which  I  have  no 
doubt  was  ferrum  sesquichloridum — was  applied. 

Charpentier  s  Cervical  Dilator. 

Dr.  J.  C.  Edgar  exhibited  a  comparatively  new  cervical  dilator 
which  had  been  invented  by  Charpentier  of  Paris.  Its  object  is 
to  secure  dilatation  of  the  cervix  during  labor  by  pressure  of  the 
head  from  above.  It  consists  of  a  rubber  bag,  which,  when  dilated 
with  sterilized  water,  has  a  shape  very  much  like  that  of  the  lower 
segment  of  the  uterus.  The  collapsed  rubber  bag  is  seized  with  a 
pair  of  forceps  and  carried  up  into  the  desired  position  before  the 
bag  is  inflated;  the  tube  leading  from  the  bag  is  provided  with  a 
stop-cock,  so  as  to  prevent  the  escape  of  the  fluid.  The  theory  of 
its  action  is  that  it  is  practically  a  substitute  for  the  bag  of  waters 
and  produces  dilatation  from  above  instead  of  exerting  pressure 
from  within,  as  is  the  case  with  Barnes'  bags.  The  speaker  said 
he  had  seen  this  instrument  recently  used  in  one  case,  and  he  was 
compelled  to  admit  that  its  action  was  slower  than  that  by  the 
Barnes  bag. 

Dr.  Edgar  also  exhibited 

Tarniers  Uterine  Excitor, 

the  object  of  which  is  to  induce  labor  by  passing  a  catheter  of 
peculiar  shape  up  between  the  walls  of  the  uterus  and  the  foetal 
membranes.  The  instrument  consists  essentially  of  two  parts,  the 
catheter  and  the  sound  for  introducing  the  same. 

The  former  is  made  of  soft  rubber,  closed  at  its  distal  end,  and 
near  this  extremity  for  a  distance  of  about  an  inch  the  rubber  is 
made  quite  thin,  so  that  when  the  catheter  is  connected  with  a 
syringe  and  sterilized  water  pumped  in  this  portion  of  the  rubber 
catheter  balloons  out  and  forms  a  globular  projection.  The  carrier 
is  a  metallic  instrument  bearing  some  resemblance  to  an  ordinary 
large  silver  catheter;  the  rubber  catheter  is  placed  within  the  groove 
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of  this  instrument  and  introduced  into  the  uterus;  the  metal  portion 
is  then  withdrawn,  leaving  the  catheter  in  position  and  ready  for 
inflation.  These  catheters  are  quite  cheap,  and  the  intention  is  to 
have  a  new  one  for  each  case. 

When  the  instrument  is  in  position  the  bulbous  portion  of  the 
catheter  rests  considerably  within  the  internal  os. 

DISCUSSION. 

Dr.  W.  G.  Wylie  remarked  that  if  the  surface  of  the  dilator  were 
quite  smooth  and  well  oiled  dilatation  would  be  very  much  more 
rapid. 

Dr.  E.  H.  Graxdin  said  that  the  instruments  presented  were 
quite  ingenious,  but  he  had  reached  that  stage  where  he  preferred 
to  do  without  instruments  if  possible.  There  were  two  particular 
cbjections  to  the  instruments  shown;  first,  neither  of  them  could  be 
rendered  sufficiently  aseptic  to  meet  the  demands  of  modern 
obstetrics  and,  secondly,  there  was  danger  of  premature  rupture 
of  the  membranes  in  the  use  of  the  "excitor."  One  of  the  objects 
aimed  at  in  the  induction  of  premature  labor  is  to  save  the  child, 
and  hence  the  integrity  of  the  membranes  should  be  carefully  pre- 
served until  version  at  the  pelvic  brim  can  be  performed.  He  had 
long  ago  abandoned  the  use  of  Barnes'  bags  for  the  induction  of 
premature  labor.  We  possess  in  the  hand  the  best  possible  instru- 
ment for  this  purpose.  Referring  to  the  induction  of  labor  at  about 
the  eighth  month,  the  speaker  said  that  he  appointed  a  time  for  the 
induction  of  labor  just  as  he  would  arrange  for  the  performance  of 
an  operation.  The  patient  was  anaesthetized  and  the  external 
genitals  and  the  vagina  scrubbed  clean;  having  done  this,  first  one 
finger  and  then  another  was  gradually  introduced  into  the  cervix, 
and  in  this  way  dilatation  was  effected.  The  process,  of  course, 
requires  time  and  patience  and  is  painful  to  the  physician,  but  he 
had  succeeded  in  fully  a  dozen  cases  in  inducing  labor  in  this  way 
and  in  every  case  he  had  been  able  to  perform  bi-polar  version 
and  to  save  the  child.  These  cases  were  complicated  by  placenta 
praevia,  uraemia  or  some  disproportion  between  the  foetal  and 
maternal  parts.  If  the  induction  of  labor  be  required  at  about  the 
seventh  month,  then  twenty-four  hours  previous  to  the  time  ap- 
pointed for  it  he  had  the  vagina  and  vulva  thoroughly  scrubbed 
and  then  introduced  a  tampon  of  gauze  into  the  cervical  canal  and 
the  upper  portion  of  the  vagina.  At  the  end  of  about  twenty-four 
hours,  as  a  result  of  the  uterine  contractions  caused  by  the  pres- 
ence of  the  tampon,  the  cervix  will  have  merged  into  the  lower 
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uterine  segment  and  be  softened;  the  patient  is  now  anaesthetized 
and  the  gauze -removed.  The  obstetrician  may  then  dilate  manu- 
ally and  deliberately  elect  version  which  gives  greater  chances  to 
the  child  than  does  a  high  forceps  operation. 

Dr.  Chas.  Jewett  fully  agreed  with  the  last  speaker  as  to  the 
superiority  of  the  hand  in  most  instances  for  dilating  the  cervix. 
He  had  been  able  in  some  cases  with  the  hand  alone  to  secure 
sufficient  dilatation  to  admit  of  delivering  the  child  within  half  an 
hour  after  the  commencement  of  labor,  but  in  exceptional  cases 
this  method  entirely  fails.  For  instance,  in  a  recent  case  of  uraemia, 
after  two  hours  of  patient  manipulation,  he  had  succeeded  only  in 
introducing  three  fingers  into  the  cervix  and  further  dilatation  was 
impossible.  In  another  similar  case,  seen  during  the  past  week  in 
the  sixth  month  of  pregnancy,  manual  dilatation  proved  so  difficult, 
on  account  of  the  rigidity  of  the  cervical  structures,  that  we  did  not 
deem  it  worth  while  to  continue  it.  In  such  cases  instruments  are  of 
much  use. 

As  to  Charpentier's  bag,  he  thought  it  might  be  of  service  as  a 
substitute  for  the  bag  of  waters  when  the  latter  had  ruptured  pre- 
maturely, or  as  a  means  of  preserving  the  membrane  where  prema- 
ture rupture  was  to  be  prevented.  The  bag  could  be  easily  ren- 
dered aseptic  by  boiling  it  for  an  hour,  and  should  be  safe  with 
proper  attention  to  the  cleanly  condition  of  the  passages.  For  the 
induction  of  labor  he  saw  no  advantage  in  the  Tarnier  excitor.  Per- 
sonally he  had  found  the  following  method  so  satisfactory  that  he 
had  rarely  used  any  other.  After  sterilizing  the  vagina  and  cervix 
he  peeled  up  the  membranes  with  the  finger  or  with  a  sterilized 
sound  and  then  passed  the  customary  bougie ;  as  a  rule  labor  had 
promptly  followed. 

Dr.  Edgar,  in  closing  the  discussion,  said,  regarding  rapid  dila- 
tation of  the  cervix,  as,  for  instance,  in  cases  of  placenta  praevia, 
that  he  agreed  with  Dr.  Grandin  as  to  the  superiority  of  the  hand 
over  instruments,  and  he  would  always  make  use  of  this  instrument 
under  certain  circumstances,  but,  as  had  already  been  said,  cases 
did  occur  in  which  the  hand  was  not  sufficiently  strong  to  produce 
the  desired  dilatation.  In  the  case  in  which  he  had  seen  the  dila- 
tor tried  there  was  a  contracted  pelvis,  the  true  conjugate  diame- 
ter in  which  measured  three  inches ;  this  was  the  mother's  fifth  con- 
finement, and  all  previous  children  had  been  dead-born.  In  three 
of  the  previous  confinements  some  sort  of  operative  interference 
had  been  demanded,  and,  as  a  result  of  so  many  instrumental  de- 
liveries, one  side  of  the  cervix  was  a  mass  of  firm  cicatricial  tissue, 
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so  that  it  was  found  utterly  impossible  to  dilate  the  cervix  with  the 
fingers.  The  '  excitor"  he  had  presented  rather  as  a  curiosity 
than  because  he  desired  to  recommend  its  use,  for  he  believed 
that,  at  the  present  day,  a  much  more  convenient  and  effective 
method  of  inducing  labor  was  to  be  found  in  the  injection  of  half 
an  ounce  of  sterilized  glycerine  between  the  membrane  and  the 
uterine  wall.  This  procedure  had  been  tried  several  times  in  New 
York  City,  and  all  who  had  used  it  agreed  that  its  action  was  im- 
mediate and  most  satisfactory. 

Dr.  Charles  Jewett  read  a  report  of 

A  Case  of  Extra- Uterine  Pregnancy.  Operation.  Recovery. 

A.  H.,  married,  twenty-eight  years  of  age,  was  admitted  to  the 
medical  wards  of  Long  Island  College  Hospital  in  September, 
1 89 1.  She  was  suffering  from  mitral  insufficiency,  extreme  de- 
bility and  inanition  from  vomiting  and  loss  of  appetite.  She  had 
cough  with  rusty  sputum.  Examination  of  the  chest  by  Prof. 
J.  A.  McCorkle  revealed  the  signs  of  beginning  consolidation  at 
one  apex.  After  some  improvement  in  her  symptoms  she  was 
transferred  to  the  lying-in  service,  as  she  believed  herself  pregnant 
and  near  term. 

The  patient,  who  was  an  intelligent  woman  and  a  graduate 
nurse,  gave  a  history  typical  of  pregnancy  and  of  extra-uterine 
pregnancy.  She  had  been  married  ten  years  and  had  one  child 
nine  years  of  age  ;  no  miscarriage.  An  attack  of  pelvic  inflamma- 
tion occurred  within  a  year  after  this  birth.  Last  menses  first  week 
in  January,  1891.  Several  violent  paroxysms  of  pain  occurred  in 
February  and  March,  and  she  was  confined  to  bed  till  June.  Felt  life 
from  April  to  September.  About  the  time  she  came  under  my  care 
a  moderate  bloody  flow  began  from  the  uterus  with  the  expulsion 
of  a  membranous  cast.  Spurious  labor  pains  followed,  lasting  for 
two  or  three  days.  The  abdomen  contained  a  fluid  tumor  of  the 
size  of  an  eight  or  nine  months'  gestation.  The  uterus,  but  little 
enlarged,  lay  behind  the  tumor,  fundus  tilted  to  the  left.  The 
tumor  was  persistently  tense.  Small  floating  nodules  were  readily 
recognized  on  palpation,  but  neither  foetal  members  nor  dorsum 
could  be  mapped  out.  A  globular  mass  at  first  felt  in  the  left  um- 
bilical region  was  subsequeatly  found  overhanging  the  excavation. 
What  was  believed  to  be  placenta  could  be  mapped  out  in  the  right 
umbilical  region.  I  made  the  diagnosis  of  extra-uterine  pregnancy. 
The  diagnosis,  however,  could  not  be  actually  demonstrated  in  the 
absence  of  active  foetal  parts.    The  patient  was  seen  by  Drs.  Dick- 
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inson,  Skene,  McCorkle,  West,  Van  Cott,  McNaughton,  Wallace, 
Hyde,  and  other  members  of  the  hospital  staff.  It  was,  deemed 
advisable  to  defer  operating  in  the  hope  of  improvement  in  the 
general  health.  The  patient  suffered  more  or  less  constantly  from 
paroxysms  of  abdominal  pain  and  was  unable  to  leave  her  bed 
from  the  time  she  entered  the  hospital  till  January  and  then  for  but 
a  few  hours  at  a  time. 

On  February  1 8th  a  foetus  of  between  five  and  six  pounds  was 
removed  by  abdominal  section.  As  the  cyst  was  everywhere  adher- 
ent the  peritonaeum  was  not  opened.  For  greater  security  the  cyst 
was  stitched  to  the  edges  of  the  abdominal  incision.  The  cyst 
cavity,  which  contained  a  dark  grumous  fluid,  was  washed  out. 
The  placenta  was  firm  and  could  have  been  safely  removed  but  for 
the  fact  that  it  overlay  the  head  of  the  colon  and  a  portion  of  the 
ileum.  The  patient's  condition  was  bad  and  it  was  with  difficulty 
and  only  by  aid  of  artificial  respiration  and  by  hypodermics  of 
whiskey  and  digitalis  that  she  was  prevented  from  dying  on  the 
table.  I  therefore  left  the  placenta  undisturbed.  A  counter-open- 
ing was  made  into  the  vagina  and  a  perforated  rubber  tube  carried 
from  the  abdominal  incision  into  the  vagina  for  through-and- 
through  drainage.  An  opening  a  little  larger  than  the  wrist  was 
left  in  the  abdominal  wall  and  the  cyst  cavity  was  packed  with  fif- 
teen yards  of  iodoform-gauze  three  inches  in  width.  As  the  blad- 
der, which  was  very  much  distended  and  displaced,  was  found  after 
a  few  days  to  have  been  slightly  injured,  the  drainage-tube  was 
withdrawn  and  the  cavity  trusted  to  frequent  antiseptic  irrigation. 
The  bladder  wound  soon  closed.  For  two  w^eeks  after  the  opera- 
tion the  condition  of  the  patient  was  not  promising.  Temperature 
was  controlled  with  great  difficulty  and  only  by  irrigation  at  inter- 
vals of  three  or  four  hours.  The  pulse  frequently  ran  up  to  140. 
On  the  twelfth  day  the  placenta  was  found  partially  separated  and 
I  removed  it  entire.  From  that  time  recovery  was  uninterrupted 
though  tedious.  The  wound  finally  closed.  The  cyst-wall  shrank 
and  disappeared,  and  to-day  no  trace  of  it  can  be  felt.  With  the 
exception  of  the  cardiac  lesion  the  woman  is  now  in  perfect  health. 

DISCUSSION. 

Dr.  Malcolm  McLean  asked  why  a  counter-opening  was  made 
In  the  vagina  in  this  particular  case. 

Dr.  Jewett  replied  that  it  was  because  the  entire  placenta  had 
been  left,  with  consequent  danger  of  putrefaction;  he  thought  down- 
ward drainage  an  important  precaution. 
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A  Brief  Statistical  Report  of  and  Remarks  upon  the  Obstetric  Ser- 
vice at  the  New  York  State  Emigrant  Hospital,  Wards  Island, 
from  1883  to  1888. 

The  paper  of  the  evening,  with  the  above  title,  was  read  by 
A.  M.  Thomas,  M.D.  (Seepage  11 14). 

DISCUSSION. 

Dr.  Jewett  said  he  would  like  to  hear  discussed  the  possible 
bearing  of  infected  surroundings  on  the  occurrence  of  sepsis  in 
post-partum  or  post-operative  cases.  His  experience  had  been  that 
fever-cases  multiplied  as  the  wards  became  crowded,  yet  he  was 
strongly  disposed  to  believe  that  the  infection  is  practically  always 
by  contact  and  not  through  the  atmosphere. 

Dr.  W.  G.  Wylie  said  that  he  had  been  interested  in  the  paper, 
although  not  now  in  his  line  of  work,  because  it  brought  up  recol- 
lections of  past  hospital  experiences  when  he  was  interne  at  Belle- 
vue  Hospital.  At  that  time  the  lying-in  rooms  were  a  part  of  the 
hospital  and  there  was  free  admission  to  those  engaged  in  the  sur- 
gical wards  and  other  portions  of  the  hospital.  There  was  a  physi- 
cian in  charge  of  the  obstetric  wards,  but,  when  occasion  required, 
he  called  in  whatever  assistance  he  desired  ;  the  nursing  was  poor 
and  carbolic  acid  was  the  only  antiseptic  in  use.  It  was  at  this 
time  that  the  idea  prevailed  that  puerperal  fever  came  from  the  in- 
fected walls  of  the  hospital,  and  this  belief  obtained  additional  sup- 
port from  the  fact  that  in  the  recent  Civil  War  particularly  good  re- 
sults had  been  obtained  in  small,  one-story  buildings.  The  death- 
rate  at  that  time  was  very  high  at  least  one-third  of  all  the  women 
■delivered  died.  Just  about  this  time  the  idea  of  asepsis  had  begun 
to  develop,  and  when  the  speaker  took  charge  of  the  obstetric  ward 
he  made  it  his  special  duty  to  secure  cleanliness,  not  only  by  throw- 
ing away  old  sponges  and  rubber  cloths,  but  by  handling  the  pa- 
tients himself  and  attending  to  all  the  details  of  the  ward-work.  At 
that  time  he  delivered  forty  women  in  succession  with  only  one 
death,  and  that  from  convulsions,  but  most  all  of  the  women  had 
some  elevation  of  temperature,  usually  between  ioo°  and  1010. 
At  that  time  he  was  inclined  to  believe  that  this  decrease  in 
mortality  was  a  coincidence,  although  more  recent  knowledge  has, 
of  course,  shown  this  belief  to  be  erroneous  and  has  explained  the 
full  import  of  this  change  in  sanitation. 

Dr.  Edgar  said  that  the  author  was  to  be  congratulated  on  his 
wonderful  results.    They  seemed  to  prove  what  could  be  done  by 
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modern  aseptic  and  antiseptic  midwifery.  At  one  time  he  had  be- 
lieved that  it  was  proper  to  give  a  bichloride  douche  of  1-4000  prior 
to  labor,  but  a  more  extended  experience  has  shown  him  that  the  pa- 
tients did  better  when  such  irrigation  was  omitted ;  he  had  now 
abandoned  the  use  of  such  douches  unless  there  was  some  special 
reason  for  them,  such  as  a  gonorrhceal  infection,  where,  of  course, 
the  douche  would  be  employed  in  order  to  prevent  the  child  con- 
tracting ophthalmia.  The  point  raised  by  Dr.  Jewett  was  a  very 
interesting  one,  and  in  looking  over  the  record  of  twenty-seven 
hundred  cases  of  labor  occurring  in  the  tenement-house  district, 
some  of  them  in  the  vilest  cellars  and  garrets  imaginable,  he  had 
found  that,  apparently,  these  surroundings  had  no  deleterious  effect 
upon  the  patients  and  that  the  women  who  become  septic  were 
those  who  had  been  repeatedly  examined  by  careless  attendants. 
Atmospheric  influences  in  this  city  seem  to  have  very  little  to  do 
with  the  question  of  puerperal  infection. 

Dr.  Malcolm  McLean  did  not  believe  much  in  the  utility  of  vagi- 
nal douching  as  a  routine  practice  ;  he  thought  those  douches 
should  only  be  given  to  counteract  some  poison.  Personal  contact 
is  the  great  danger  in  all  obstetric  cases  and  the  matter  of  sur- 
roundings was  of  much  less  importance.  The  vulva  and  surround- 
ing tissues  should  receive  a  very  thorough  irrigation  and  cleansing 
and  when  once  clean  should  be  kept  from  further  contamination. 
To  show  the  importance  of  personal  cleanliness  on  the  part  of  the 
physician,  he  mentioned  that  a  certain  physician  in  this  city  who 
was  noted  for  his  filthy  personal  habits  had  a  very  large  number 
of  cases  of  puerperal  fever  in  his  practice,  a  vastly  larger  propor- 
tion than  that  of  the  other  physicians  in  his  immediate  neighbor- 
hood. 

Dr.  Grandin  said  that  the  puerperal  fever  was  a  wound-infection, 
the  result  of  contact  and  not  of  the  surroundings  ;  we  do  not  see 
much  of  it  at  the  present  time,  because  we  recognize  the  import- 
ance of  cleanliness,  asepsis  rather  than  antisepsis.  The  death- 
rate  from  sepsis  in  the  New  York  Maternity  Hospital  used  to  vary 
from  seven  to  twelve  or  even  to  twenty-five  per  cent. ;  at  present 
it  is  one-fourth  to  one-eighth  of  one  per  cent,  and  when  a  case  is 
lost  from  puerperal  septicaemia  the  attending  physicians  always 
feel  that  the  death  is  due  to  faulty  technique  of  the  nurses  or  physi- 
cians. It  is  to-day  an  inexcusable  disease,  except  in  those  very 
rare  cases  in  which  the  patient  carries  within  her  the  source  of  in- 
fection, viz.,  pus  in  one  or  other  of  the  Fallopian  tubes  which  sud-. 
denly  becomes  virulent.    As  to  the  utility  of  the  douche  before 
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labor,  he  saw  no  objection  to  such  a  practice,  especially  when  one 
takes  into  consideration  the  physiological  and  natural  use  to  which 
the  vagina  is  put.  He  felt  safer  if  the  vagina  were  thoroughly 
douched  before  labor,  but  this  was  the  last  douche  he  would  give 
unless  the  patient  showed  some  symptom  of  local  sepsis.  He  had 
abandoned  the  routine  use  of  the  douche  during  the  puerperal 
state  except  where  there  is  infection  of  the  uterus  and  vagina.  One 
point  in  connection  with  the  management  of  the  puerperium  had 
not  been  discussed,  and  that  was  as  to  the  advisability  of  allowing 
the  patient  after  thirty-six  or  forty-eight  hours  to  get  out  of  bed  to 
the  commode.  He  knew  that  there  was  a  tendency  among  certain 
prominent  obstetricians  to  allow  this,  but  personally  he  lacked  the 
courage  to  allow  his  patients  to  do  so,  although  he  did  consent  to 
their  being  placed  in  a  semi-recumbent  position  on  the  bed-pan,  as 
this  facilitates  emptying  the  bladder  and  drainage  of  the  vagina; 
he  feared  to  allow  them  to  do  more  than  this  j  there  was  always  a 
possible  danger  of  embolus  or  puerperal  venous  thrombosis.  He 
had  never  met  with  such  a  case,  but  there  were  such  on  record 
where,  even  as  late  as  the  ninth  day  after  delivery,  the  patient  had 
suddenly  died  from  cardiac,  embolism. 

The  President  said  he  had  been  interested  in  this  last  question  ; 
for  ten  years  it  had  been  his  practice  in  all  uncomplicated  cases  of 
labor  to  allow  the  patient  to  get  up  within  a  few  hours  after  de- 
livery to  pass  water ;  he  had  always  found  it  most  grateful  to  her, 
and  in  no  single  instance  had  he  had  occasion  to  regret  this  prac- 
tice. 

Dr.  Edgar  said  that  he  had  given  much  attention  to  this  subject 
of  late,  and,  by  reference  to  the  statistics  of  over  two  thousand 
cases  of  confinement  among  tenement-house  women,  he  had  found 
the  majority  sat  upon  the  vessel  either  in  bed  or  upon  the  floor 
as  soon  as  they  felt  a  desire  to  empty  the  bladder  after  labor,  yet, 
out  of  this  large  number  of  cases,  there  had  not  been  a  single  in- 
stance of  sudden  death  nor  one  of  secondary  post-partum  haemor- 
rhage. Ordinarily  in  private  practice  he  would  not  hesitate  to  give 
his  patient  this  amount  of  freedom,  and  so  far  he  had  never  seen 
any  harmful  results. 

The  President  said  he  was  much  gratified  to  hear  these  favorable 
expressions  of  opinion.  In  a  discussion  upon  this  subject  last 
winter  before  the  Obstetrical  Section  of  the  Academy  he  had  been 
almost  alone  in  advocating  such  a  course. 

Dr.  Jewett  said  that  it  was  not  necessary  in  order  to  secure  per- 
fect drainage  that  the  patient  should  get  entirely  out  of  bed.  His 
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plan  was  to  allow  her  to  assume  a  sitting  or  half-sitting  posture  for 
the  purpose  of  emptying  the  bladder  and  also,  after  a  few  days,  for 
taking  meals.  Regarding  the  relation  of  the  patient's  surroundings 
to  the  development  of  fever,  he  said  that  it  seemed  to  be  the  sense 
of  the  Society  that  the  costly  construction  of  operating-rooms  and 
obstetric  wards  is  not  an  indispensable  part  of  asepsis  for  the 
patient. 

From  what  we  now  know  he  thought  it  perfectly  possible  to  de- 
liver a  woman  of  a  child  or  to  open  her  abdomen  in  the  filthiest 
premises,  if  necessary,  provided  proper  care  be  taken  to  prevent 
contact. 

Closing  of  Discussion  : — The  question  put  by  Dr.  Jewett  regard- 
ing the  inference  of  the  paper  upon  the  aetiology  of  puerperal  infec- 
tion is  pertinent.  While  I  believe  in  the  theory  of  no  hetero-in- 
fection  except  by  direct  contact-inoculation,  I  also  think  with  Dr. 
McLean  that  while  surroundings  are  not  a  direct  cause  of  infection- 
our  aseptic  practice  is  not  yet  infallible  and  we  cannot  afford  to 
ignore  them  or  escape  from  the  fact  of  their  indirect  bearing  upon 
our  results  in  actual  practice.  The  best  ventilation  and  cleanest 
possible  condition  of  our  hospitals  must  insure  the  best  results  in 
obstetrical  work  as  elsewhere,  and  will  surely  afford  the  least  possi- 
bility of  miscarriage  of  our  aseptic  methods.  In  other  words, 
while  I  do  not  believe  our  patients  are  inoculated  through  the  air 
from  the  dirty  walls  and  floors  of  an  old  hospital  or  house,  I  do 
believe  she  is  one-hundred-fold  more  subject  to  the  invasion  of 
infection  through  her  attendants,  where  such  conditions  exist. 

Dr.  Grandin's  very  conservative  position  in  regard  to  the  early 
use  of  the  commode  at  the  bedside  during  the  puerperium  while 
commendably  cautious  in  spirit  seems  to  me  practically  unwarrant- 
ably so  if  our  cases  are  well  chosen. 

It  has  been  my  practice  for  the  past  four  or  five  years  to  resort 
to  the  commode  at  once  in  normal  cases  whenever  the  patient  ex- 
periences any  special  annoyance  or  difficulty  with  the  use  of  the 
bed-pan.  Others,  as  our  President,  Dr.  Cleveland,  has  just  stated, 
have  had  even  more  experience  than  this  and  no  ill  result  has  ever 
occurred.  It  is  surely  a  great  comfort  to  the  patient,  aids  materially 
in  the  expulsion  of  vaginal  clots,  etc.,  and  assists  good  drainage. 
These  decided  advantages  so  long  obtained  from  its  actual  practice 
with  no  accompanying  ill  result  of  any  sort  appear  to  me  to  more 
than  offset  the  remote  theoretical  dangers  that  Dr.  Grandin  fears 
.and  warrants  a  continuation  of  the  practice. 
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I  thank  the  Society  for  the  kind  reception  of  my  paper  and  only 
wish  to  add  that  I  have  not  reported  the  service  for  comparison 
with  results  in  the  obstetrical  hospital  of  to-day  but  simply  as  a 
narrative  of  an  interesting  hospital  service.  It  should,  however,  be 
remembered  that  my  results  were  obtained  very  early  in  the  history 
of  applied  aseptic  obstetric  methods  in  this  country,  and  for  just 
comparisons  should  be  placed  alongside  of  the  results  obtained  in 
our  ■■maternities'''  during  those  years,  before  a  long  experience  in 
use  had  perfected  many  of  the  minor  details. 


Stated  Meeting,  November  1,  1892. 
President  George  Tucker  Harrison,  VL  D. 
Hysterectomy/or  Uterine-Fibroid.    By  Dr.  A.  JJ.  Dudley. 

This  specimen  was  removed  from  a  patient,  about  twenty-four 
years  of  age,  who  gave  the  following  history:  No  constitutional 
disease;  family  history  good;  she  matured  normally;  the  menses 
regular  with  slight  pain  in  the  sides  during  the  first  day,  and  the 
flow  normal  in  quantity.  She  was  perfectly  well  up  to  last  April, 
when  she  noticed  a  small  lump  in  the  right  inguinal  region  within 
the  abdomen.  It  was  not  attended  by  any  pain  or  tenderness  and 
did  not  affect  her  general  health  at  that  time,  though  with  its 
appearance  she  noticed  a  slight  loss  of  flesh.  The  growth  of  the 
tumor  was  rapid,  but  it  was  perfectly  movable  and  unattended  by 
pain.  In  fact,  the  only  constitutional  symptom  which  attended 
this  growth  was  a  loss  of  flesh,  as  she  had  no  rectal  or  vesical 
symptoms,  metrorrhagia  nor  menorrhagia.  She  did  not  consult  a 
physician  until  some  time  after  she  noticed  the  growth.  She  then 
saw  a  country  physician,  who  failed  to  make  a  diagnosis.  She  was 
the  niece  of  a  physician,  who  lived  in  a  neighboring  city,  and  to 
him  she  went  for  advice.  He  called  in  the  services  of  a  specialist 
in  gynaecology,  who  made  a  diagnosis  of  fibroid  of  the  uterus  and 
advised  operation,  but,  as  he  was  a  close  friend  of  the  physician 
whose  relative  the  patient  was,  he  declined  to  undertake  the  case 
and  placed  her  in  my  hands.  I  went  prepared  to  make  hysterec- 
tomy, but  I  confess  that  upon  my  first  examination  of  the  case  I 
considered  it  a  peculiar  one,  and,  owing  to  the  history  of  rapid 
growth,  my  ability  to  move  it  to  any  position  in  the  abdomen,  its 
freedom  from  tenderness  and  the  absence  of  constitutional  symp- 
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toms,  other  than  those  I  have  mentioned,  I  was  inclined  to  believe 
it  a  fibro-sarcomatous  condition  of  the  ovary,  rather  than  a  fibroid 
of  the  uterus;  but,  as  I  considered  removal  by  operation  to  be  the 
proper  treatment,  and  that  opinion  being  coincided  in  by  my 
friends  in  consultation,  we  did  not  quarrel  over  the  diagnosis. 

The  patient  had  been  properly  prepared  for  laparotomy  and  the 
operation  was  undertaken  at  once.  A  free  incision  was  made  and 
the  growth  lifted  through  it;  at  first  glance  it  did  not  seem  to  be  so 
attached  as  to  require  removal  of  the  uterus  and  appendages,  but 
when  the  latter  were  revealed  they  presented  a  condition  which  it 
has  been  my  privilege  to  see  many  times  before,  but  not  to  such  a 
degree;  the  tumor  was  attached  by  a  small  pedicle  and  seemed  to 
have  sprung  from  the  tube  at  its  junction  with  the  uterus.  The 
latter  was  normal  in  size,  the  tubes  seemed  enlarged,  and  the 
ovaries  were  both  diseased,  as  will  be  seen  in  the  specimen, 
cystic  degeneration  being  the  most  prominent  condition.  The  two 
broad  ligaments  seemed  to  have  been  changed  into  vast  venous 
sinuses,  so  that,  when  brought  into  view,  they  each  presented  a 
broad  surface,  indigo  blue  in  color;  both  uterine  arteries  were  very 
much  enlarged;  the  enlargement  seemed  to  be  by  the  side  of  the 
uterus  rather  than  into  it;  the  venous  sinuses  were  larger  than  my 
thumb,  and  it  was  the  condition  of  the  broad  ligaments  which 
decided  me  in  making  the  hysterectomy  rather  than  removal  of  the 
tumor  from  the  uterus.  I  looked  upon  the  condition  of  the  blood- 
vessels as  more  indicative  of  malignant  disease  than  the  con- 
dition of  the  tumor  itself.  I  also  feared  haemorrhage  from  such 
enormous  vessels,  unless  they  were  properly  tied.  Hysterectomy 
was  at  once  done  and  completed  by  the  method  I  have  so  frequently 
described  before;  only  catgut  was  used  in  ligating;  the  stump  was 
covered  with  peritonaeum  taken  from  the  anterior  and  posterior 
surfaces  of  the  uterus  and  then  dropped  back  into  the  pelvis;  a 
drainage-tube  was  introduced  for  safety  sake,  and  the  patient  put 
to  bed  in  good  condition.  Not  more  than  an  ounce-and-a  half  of 
blood  had  been  lost  during  the  operation. 

A  letter  received  from  her  physician  this  morning  states  that  the 
patient  is  rapidly  convalescing;  temperature  and  pulse  below  100.  °, 
and  no  unfavorable  symptoms. 

Dr.  Dudley  said  he  had  presented  this  specimen  with  the  idea 
of  learning  the  experience  of  others  in  regard  to  such  tumors.  It 
was  to  be  remembered  that  the  tumor  was  removed  from  a  young 
girl,  and  that  there  had  been  no  constitutional  symptoms  or  other 
signs  of  a  fibroid  growth,  except  rapid  loss  of  flesh.    For  this 
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reason  he  had  looked  upon  the  growth  as  probably  a  fibro-sarcoma, 
although  it  was  possible  that  it  was  only  a  fibroid  tumor. 

A  Dermoid  Cyst  and  a  Specimen  of  Tubal  Pregnancy.  By  Dr.  P.  F. 
Chambers. 

Mrs.  P.,  age  fifty-four;  married.  Multipara;  menopause  at  fifty- 
one.  Well  up  to  March,  1892,  when  she  began  to  complain  of  pain 
in  hypogastric  region  and  bearing-down  sensations.  She  con- 
sulted her  physician,  Dr.  J.  H.  Rogers,  of  Sag  Harbor,  who  diag- 
nosed an  ovarian  tumor.  I  was  called  in  by  the  doctor,  who 
desired  me  to  operate.  The  operation  was  performed  on  the  2nd  of 
July,  assisted  by  Drs.  Rogers,  Taylor  and  Halsey,  and  the  der- 
moid tissue  which  I  now  show  you  removed.  The  tumor  con- 
tained one  tooth,  hair  and  a  quantity  of  sebaceous  matter.  The 
patient  made  a  rapid  recovery  without  pulse  or  temperature  going 
above  normal. 

On  June  30th,  I  was  telegraphed  for  by  Dr.  J.  Richard  Taylor, 
of  Sag  Harbor,  Long  Island,  to  come  down  to  see  a  patient  in  con- 
sultation with  him,  upon  whom  he  had  diagnosed  an  extra-uterine 
pregnancy.    The  following  history  was  given  me  by  the  doctor. 

Mrs.  T.  F.,  age  twenty-seven  years,  married  eleven-and-a-half 
years,  one  child  four-and-a-half  years,  sent  for  me  November  27, 
1 89 1.  She  seemed  about  to  miscarry;  had  excessive  uterine  haem- 
orrhage and  bearing-down  pains.  She  stated  that  menses  had 
stopped  from  April  25,  1891,  till  July  9,  1891,  when  she  had  a 
violent  haemorrhage  with  bearing-down  pains,  and  her  attendant 
informed  her  that  she  had  miscarried,  though  no  foetus  was  seen. 
There  was  no  flow  from  this  time  until  November  12,  and  again 
November  27,  when  she  sent  for  me.  I  found  the  uterus  seem- 
ingly as  large  as  it  should  be  at  third  month  of  pregnancy,  the  os 
soft,  velvety  and  patulous.  She  had  had  morning  sickness  until 
within  a  month,  but  it  had  now  passed  away;  there  was  occasional 
dragging  pain  in  ileo-caecal  region,  for  which  she  had  been  given 
suppositories  of  morphia.  I  gave  her  fluid  extract  of  cannabis 
indica,  which  controlled  the  flow  for  the  time,  though  it  returned 
again  at  each  succeeding  period  freely. 

The  day  before  I  saw  her  she  had  sent  for  Dr.  Taylor  and  asked 
him  to  make  an  examination  and  to  tell  her  what  was  the  trouble, 
as  she  had  long  passed  the  time  for  her  confinement  and  was 
smaller  than  three  months  before.  The  doctor  made  the  examin- 
ation and  diagnosed  abdominal  pregnancy,  but  both  he  and  the 
patient  supposed  the  foetus  to  be  alive,  and  so  the  patient  stated 
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positively  to  me  to  be  the  case.  She  said  the  child  was  certainly- 
alive,  for  the  movements  were  not  only  perceptible,  but  very  annoy- 
ing, even  keeping  her  awake.  Upon  my  examination  I  agreed 
with  Dr.  Taylor  in  the  diagnosis  and  also  at  first  in  the  opinion  as 
to  the  life  of  the  foetus,  but  by  asking  the  patient  a  question,  in 
which  she  became  much  interested,  I  noticed  that  the  child 
became  interested  also,  or,  in  other  words,  that  all  movement 
ceased,  and  I  then  easily  demonstrated  to  the  doctor  who  was 
standing  by  that  we  had  all  been  mistaken,  and  that  the  movements 
were  of  the  patient  and  purely  muscular.  The  operation  was  per- 
formed two  days  later  and  the  foetus  found  on  the  right  side 
detached  from  the  placenta,  which  you  see  is  still  within  the 
ruptured  tube  of  the  left  side.  The  foetus  was  with  some  difficulty 
removed  from  the  omentum  which  completely  encircled  it.  The  - 
tube  and  ovary  of  the  left  side  were  removed  as  for  an  ovarian  or 
tubal  tumor.  The  patient  made  an  uninterrupted  recovery  and  is 
now  perfectly  well.  The  foetus  is  of  about  the  four-and-a-half 
month.  How  long  it  had  been  dead  it  is  impossible  to  state,  but 
from  the  history  as  given  me  by  both  the  patient  and  the  doctors  it 
had  been  dead  at  least  six  months  and  in  all  probability  since  July, 
1891. 

Dr.  A.  F.  Currier  said  that  the  specimen  brought  out  a  very 
important  point,  and  one  which  had  been  under  discussion  for  a 
long  time.  It  had  been  very  positively  affirmed  that  all  or  very 
nearly  all  ectopic  gestations  were  primarily  tubal,  and  that,  though 
the  foetus  might  be  found  in  the  abdominal  cavity  and  there  might 
be  no  evidence  of  rupture  of  the  tube,  still  it  must  have  been 
originally  in  the  tube,  dropping  thence  into  the  space  between  the 
layers  of  the  broad  ligament  when  the  tube  ruptured,  and  second- 
arily into  the  abdominal  cavity  when  rupture  of  the  broad  ligament 
sac  occured. 

Five  or  six  years  ago  he  had  reported  a  case  in  which  a  nearly 
full-term  foetus  was  found  in  the  peritoneal  cavity  among  the  intes- 
tines. The  tube  was  elongated,  but  neither  dilated  nor  ruptured, 
and  in  the  light  which  he  then  had  upon  such  subjects  it  seemed 
possible  that  the  ovum  had  developed  within  the  abdominal  cavity 
without  previous  residence  in  the  tube.  Of  course,  impregnation 
in  these  cases  might  take  place  upon  or  near  the  fimbriated  ex- 
tremity of  the  tube,  from  which  location  extrusion  or  transfer  to 
the  abdominal  cavity  might  occur  without  such  symptoms  as  would 
attend  the  rupture  of  the  tubal  wall.  Mr.  Tait  had  formerly  denied 
that  the  foetus  could  pass  directly  from  the  tubal  sac  into  the 
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abdominal  cavity  without  fatal  haemorrhage  or  the  digestion  of  the 
foetus  and  absorption  of  the  effused  blood  if  the  case  were  not  fatal. 
He  (Tait)  had  recently  reported  a  case,  however,  in  which  he 
admits  that  such  direct  rupture  had  occurred  and  development  of 
the  foetus  had  continued  to  full  term.    (See  page  851.) 

Dr.  H.  T.  Hanks  inquired  if  at  the  time  of  the  occurrence  of 
the  severe  haemorrhage  in  this  case  there  had  been  a  sufficiently 
profound  collapse  to  enable  one  to  fix  upon  the  date  at  which  the 
rupture  of  the  tube  took  place. 

Dr.  Dudley  said  that  in  the  four  or  five  cases  of  extra-uterine 
pregnancy  seen  by  him  the  foetus  had  originally  developed  in  the 
tube,  and  that  rupture  had  taken  place  along  the  line  of  the  tube. 
He  had  reported  to  the  Society,  four  or  five  years  ago,  one  case  in 
which  the  foetus  was  found  free  in  the  abdominal  cavity  enveloped 
in  the  omentum,  but  the  woman  gave  a  history  of  haemorrhage 
and  collapse  occurring  about  one  month  before  the  time  of  opera- 
tion. He  thought  the  usual  method  of  escape  was  through  the 
tube,  but  that  Nature  quickly  built  up  a  barrier  around  the  point  of 
rupture.  The  history  of  the  case  under  discussion  would  seem  to 
indicate  that  the  foetus  had  begun  to  develop  within  the  tube,  and 
indeed  the  specimen  shows  the  entire  placenta  still  within  the 
tube.  Many  cases  of  extra-uterine  pregnancy  have  beer  reported 
where  the  placenta  or  portions  of  it  had  been  found  in  the  tube, 
and  yet  the  fcetus  was  in  the  abdominal  cavity,  and  he  thought,  if 
careful  search  were  made,  the  fcetus  would  be  found,  in  the 
majority-  of  cases,  either  in  the  folds  of  the  intestines  or  surrounded 
by  omentum. 

Dr.  W.  T.  Lusk  referred  to  a  case  which  he  had  reported  at  the 
last  meeting  of  the  American  Gynaecological  Society:  A  fcetus  of 
about  five  months  was  found  attached  to  the  omentum  in  the 
neighborhood  of  the  umbilicus,  and  on  the  right  side,  about  seven 
inches  from  it,  was  a  sac  in  which  the  fcetus  had  evidently  devel- 
oped. This  sac  contained  calcareous  material,  and,  although  it 
formed  a  large  tumor  at  the  time  of  operation,  there  was  no  sign 
of  rupture  having  taken  place. 

Dr.  Currier  asked  Dr.  Lusk  if  he  considered  it  impossible  for 
the  ovum  to  develop  in  the  abdominal  cavity. 

Dr.  Lusk  replied  that  he  had  formerly  believed  that  such  cases 
were  common,  but  a  recent  very  careful  examination  which  he  had 
made  of  each  case  which  had  been  reported  as  illustrative  of  such 
an  occurrence  had  shown  him  that  in  not  a  single  one  was  the 
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evidence  presented  beyond  suspicion.  In  fact,  in  only  two  did  the 
evidence  seem  worthy  of  ordinary  credibility. 

Dr.  E.  B.  Cragin  agreed  with  Dr.  Dudley  in  the  statement  that 
these  gestations  are  usually  developed  in  the  tube,  and  in  the  six 
cases  upon  which  he  had  operated  the  rupture  had  occurred 
through  the  tube  in  five  and  in  only  one  had  the  foetus  escaped 
the  fimbriated  extremity  of  the  tube.  He  believed  this  represented 
about  the  proportion  found  also  in  Dr.  Tuttle's  series  of  cases. 

Dr.  Chambers,  in  closing,  said  that  in  his  case  there  could  be  no 
doubt  that  the  gestation  was  originally  tubal,  for  the  placenta  still 
remained  in  the  tube,  and,  at  the  time  of  operation  one  could  easily 
see  the  rent  through  which  the  ovum  had  escaped.  The  foetus  had 
drifted  from  the  left  side  over  to  the  right  and  no  trace  of  the  um- 
bilical cord  could  be  discovered.  Replying  to  Dr.  Hanks'  inquiry, 
he  said  that  on  the  1st  of  July,  1891,  there  were  severe  pain  and 
profuse  uterine  haemorrhage,  which  was  supposed  at  the  time  to 
indicate  a  miscarriage.  This  was  the  only  indication  of  the  time 
at  which  rupture  occurred. 

Dr.  J.  Riddle  Goffe  presented  a  tumor  consisting  of  the  uterus, 
appendages  and  fibroid,  the  entire  uterine  cavity  containing  about 
a  quart  of  bony  structures  of  curious  shapes,  with  the  following 
remarks  : 

The  tumor  which  I  have  the  pleasure  of  presenting  for  your 
consideration  to-night  is  the  most  unique  specimen  that  has  come 
within  the  range  of  my  experience.  The  woman  from  whom  it 
was  removed  appeared  at  my  dispensary  class  in  the  Polyclinic  last 
Friday  with  the  following  history  :  Patient,  a  light  mulatto,  forty- 
five  years  of  age  and  never  married.  Twenty  years  ago  she  be- 
came pregnant  by  accident  and  gestation  advanced  to  three 
months.  At  this  epoch  she  attempted  an  abortion  upon  herself, 
and  although  she  passed  large  quantities  of  blood  and  clots,  she 
never  discovered  any  foetus.  She  recovered  from  this  and  in  the 
course  of  a  few  months  noticed  a  swelling  in  the  abdomen,  which 
continued  to  increase  gradually  for  ten  years  till  her  abdomen  was 
greatly  distended,  as  large  as  a  woman  at  full  term.  She  then  ap- 
plied for  relief  at  the  clinic  of  Jefferson  Medical  College,  Philadel- 
phia; was  told  that  she  had  a  fibroid  tumor  of  the  womb  and  was 
treated  for  six  months  by  injections  into  the  tumor  both  through 
the  abdominal  wall  and  through  the  vagina.  This  had  no  apparent 
effect  and  she  discontinued  treatment  of  all  kinds.  Tumor  remained 
about  the  same  size  till  five  years  ago,  when  something  suddenly 
burst  inside  of  her,  "gallons  of  corruption"  came  away  through  the 
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vagina  and  the  tumor  diminished  greatly  in  size.  She  has  had  a 
constant  foul-smelling  discharge  since  that  time,  and  for  the  past 
six  months  there  had  come  away  in  the  discharge  a  quantity  of 
little  bones,  of  which  she  had  saved  a  letter  envelopeful. 

Menstruation  had  continued  regular  and  natural  till  the  time  of 
the  bursting,  when  it  ceased  entirely. 

Upon  examination  there  appeared  to  be  a  large,  irregular  fibroid 
of  the  uterus,  reaching  above  the  umbilicus  on  the  right  side  and 
sending  a  prolongation  far  down  between  the  vagina  and  rectum. 


In  the  vagina,  high  up  behind  the  symphysis,  there  was  a  pouting 
opening  like  that  of  an  old  fistulous  tract,  through  which  the  dis- 
charge and  the  bones  were  coming  and  into  which  I  could  pass  the 
sound  several  inches  with  a  grating  feeling  and  noise.  The  cervix 
uteri  I  did  not  locate,  being  deterred  from  further  exploration  by  the 
nervousness  of  the  patient.  I  diagnosed  fibroid  tumor  of  the  uterus, 
probably  complicated  by  a  suppurating  dermoid  cyst. 

The  patient  said  she  did  not  care  about  the  tumor,  but  she  did 
want  to  get  rid  of  "  that  smell,"  which  was  indeed  something  ter- 
rible. 
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I  therefore  sent  her  to  Randall's  Island  Hospital  and  yesterday 
I  removed  by  abdominal  section  the  tumor  which  I  now  show  you. 
The  mass  is  composed  of  the  entire  uterus,  the  ovaries  and  'tubes 
of  both  sides,  several  large  interstitial  and  two  pediculated  fibroids. 
There  is  no  dermoid  cyst,  but  the  source  of  the  offensive  discharge 
and  of  the  bones  is  revealed  by  slitting  up  the  uterus  from  the  ex- 
ternal os  on  the  posterior  face.  For  here  we  have  the  uterine  cavity 
filled  with  about  a  quart  of  what  appear  to  be  curiously-shaped 
little  bony  structures;  some  of  them  apparently  concretions  and 
others  fragments  of  necrosed  bone,  curiously  packed  and  inter- 
locked with  one  another,  but  none  of  them  resembling  in  form  any 
human  bone. 

One  curious  feature  was  the  perfect  manner  in  which  these 
structures  were  packed.  Before  the  tension  of  the  uterine  walls  was 
relieved  by  the  incision  the  mass  was  so  hard  that  one  of  the  physi- 
cians present  who  had  examined  it  was  ready  to  wager  that  it  con- 
tained a  mature  skull. 

How  to  account  for  the  condition  here  presented  is  a  problem 
that  quite  baffles  me.  How  did  these  bony  structures  originate  and 
how  did  they  get  within  the  uterine  cavity  ?  Are  they  the  necrotic 
remains  of  a  foetus  molded  and  ground  into  these  peculiar  shapes 
by  the  working  of  the  uterus  in  its  effort  to  expel  ?  Are  they  of 
autogenetic  origin,  like  the  contents  of  a  dermoid  cyst?  Or  are  they 
the  product  of  conception? 

Another  point  of  interest  is  the  fact  that  I  found  floating  free  in  the 
abdominal  cavity  these  two  ovoid  masses,  each  about  an  inch-and- 
a-half  long:  and  an  inch  wide,  of  a  bony  and  cartilaginous  structure. 
They  are  somewhat  shrunken  now,  but  when  removed  had  a 
smooth  and  polished  surface.  I  have  also  here  the  vermiform  ap- 
pendix of  the  same  patient.  It  is  much  elongated  and  distended,  with 
a  semi-solid  substance,  and  I  therefore  thought  best  to  remove  it. 

There  is  one  point  of  interest  in  the  technique  of  the  operation  of 
which  I  wish  to  speak.  The  steps  in  the  operation  were  simply 
those  for  confplete  removal  of  a  uterus  for  fibroid  till  I  reached  the 
vaginal  attachments.  To  prevent  any  of  the  uterine  discharge 
from  infecting  the  peritonaeum  I  packed  sponges  all  about,  lifted  the 
tumor  as  high  as  possible  and  carried  it  well  over  the  symphysis, 
tilting  the  cervix  to  the  front.  Commencing  at  the  anterior  point, 
I  then  cut  away  the  vagina,  clapping  a  sponge  over  the  external  os 
as  soon  as  I  was  able  to  reach  it,  and  grasping  the  cut  edges  of  the 
vagina  with  forceps  to  prevent  its  slipping  away.  But  here  was  the 
vagina  that  had  been  the  sluiceway  for  this  foetid  discharge  for  five 


New  York  Obstetrical  Society. 


1 179 


years.  How  could  I  overcome  the  danger  of  its  infecting  the  peri- 
toneal cavity? 

While  stretching  it  up  well  by  the  forceps,  which  still  grasped 
its  cut  edges,  I  douched  it  well  from  above  with  a  bichloride  solu- 
tion and  packed  it  with  iodoform-gauze.  I  then  took  the  flap  of 
the  bladder,  which  had  been  dissected  off  the  face  of  the  tumor, 
and  covered  the  open  end  of  the  vagina  by  stitching  this  down  to 
the  peritonaeum  across  Douglas'  pouch,  extending  it  out  onto  the 
posterior  face  of  the  broad  ligaments,  thus  covering  the  stumps  and 
sealing  the  bottom  of  the  peritoneal  cavity.  This  latter  manoeuvre 
is  in  accordance  with  my  method  of  covering  the  stump  after  supra- 
vaginal hysterectomy  for  fibroid  tumors. 

A  striking  feature  of  the  case  is  the  fact  that  this  woman  has  for 
five  years  carried  this  uterus  full  of  suppurating  material  and  yet 
has  not  suffered  to  any  extent  from  absorption.  The  lymphatics 
were  not  enlarged  the  glands  were  unaffected. 

I  have  just  come  from  the  patient  this  evening,  thirty  hours  after 
the  operation.  She  has  normal  temperature  and  pulse  and  is  in 
good  condition.    I  shall  certainly  expect  a  good  recovery. 

In  reply  to  Dr.  H.  L.  Collyer,  who  asked  if  the  patient  had  men- 
struated regularly,  Dr.  Goffe  said  that  he  believed  she  had  not  men- 
struated for  the  past  five  years. 

Dr.  Collyer  recalled  a  case  in  which  he  had  assisted  Dr.  Grandin 
some  years  ago;  the  woman  had  conceived  and  was  supposed  to 
have  miscarried;  the  uterus  was  enlarged  and  the  patient  suffered 
from  menofrhagia.  For  these  reasons  it  was  decided  to  curette  the 
uterus,  and,  after  doing  this,  two  days  later  a  flattened  foetus  was 
discharged  and  a  cavity  in- the  uterine  wall  discovered.  This  seemed 
to  show  that  the  foetus  was  the  product  of  an  interstitial  pregnancy, 
and  he  thought  in  Dr.  Goffe's  case  there  might  have  been  an  inter- 
stitial pregnancy  within  the  walls  of  the  sac  in  such  a  position  that 
menstruation  was  interfered  with,  but  the  foetus  was  not  expelled, 
and  that,  subsequently,  a  portion  of  the  uterine  wall  of  the  sac  had 
sloughed  away,  thus  explaining  the  discharge  of  the  fragments  of 
bone  through  the  cervical  canal. 

Dr.  Malcolm  McLean  said  that  from  a  superficial  examination  of 
the  specimen  he  would  be  inclined  to  explain  Dr.  Goffe's  case  on 
the  supposition  that  it  was  a  dermoid  cyst  which  had  made  its  way 
by  perforation  into  the  uterus,  for  the  contents  of  this  cyst  did  not 
look  like  the  well-organized  parts  of  a  foetus.  A  more  careful  ex- 
amination of  the  specimen  would  probably  settle  this  point. 
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Dr.  Hanks  also  considered  this  a  very  probable  explanation,  for 
the  fragments  of  bone  were  not  like  foetal  parts. 

Dr.  H.  N.  Vineberg  asked  if  cases  of  ossification  of  fibroid 
tumors  had  not  been  reported. 

Dr.  Dudley  said  he  had  been  present  at  the  time  Dr.  Goffe  op- 
erated on  this  patient  and  had  had  an  opportunity,  therefore,  of 
carefully  examining  the  case,  and  he  believed  that  a  careful  study 
of  the  history  would  show  that  the  long-continued  use  of  ergot 
had  much  to  do  with  the  condition  found  in  the  specimen.  While 
he  was  an  interne  in  the  Woman's  Hospital  of  New  York  Dr.  Lee 
had  a  case  which  was  treated  for  a  long  time  by  hypodermic  injec- 
tions of  ergot,  and  finally  hysterectomy  was  performed.  On  open- 
ing the  tumor  it  was  found  to  consist  of  a  shell,  three-quarters  of 
an  inch  in  thickness,  and  of  a  mass  of  broken-down  fibrous  tissue 
in  various  stages  of  degeneration.  He  was  inclined  to  look  upon 
the  case  under  discussion  as  a  mural  fibroid,  which  had  undergone 
degeneration  as  a  result  of  the  treatment  with  ergot.  If  it  had  been 
originally  a  dermoid  cyst  which  had  entered  the  uterus,  it  would 
probably  have  been  expelled  rather  than  have  undergone  such 
marked  changes,  and  the  very  fact  that  other  fibroid  growths  were 
found  associated  with  this  tumor  would  give  color  to  the  explana- 
tion he  had  suggested. 

Dr.  Goffe,  in  closing,  said  that  the  history  of  this  case  extended 
over  a  long  period  of  years,  it  being  about  fifteen  years  since  the 
first  large  swelling  was  noticed  to  discharge  its  contents,  and  that 
it  was  not  until  five  years  after  this  that  the  treatment  by  ergotin 
was  resorted  to.  Again,  it  was  difficult  to  account  for  the  presence 
in  the  abdominal  cavity  of  the  loose  pieces  of  bone,  which  had  be- 
come perfectly  round  by  attrition.  His  first  idea  was  that  the  case 
was  one  of  fibroid  tumor,  complicated  by  a  dermoid  cyst,  and  that 
the  peculiar  concretions  that  were  discharged  came  from  the  der- 
moid cyst  through  a  fistulous  tract  in  the  vagina;  but  careful  ex- 
ploration failed  to  show  any  such  fistula. 

Dr.  W.  T.  Lusk  presented  a  specimen  from  a  case  of 

Extra- Uterine  F<ttation, 

the  ovum  being  in  the  tube,  and  the  case  complicated  by  the 
patient's  inability  to  take  ether. 

Mrs.  X.,  thirty  years  of  age,  married  three  years;  eighteen 
months  ago  she  passed  over  her  period;  six  weeks  later  was  seized 
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wkh  violent  cramp-like  pains,  followed  byexpulsion  of  decidual  mem- 
brane. An  examination  demonstrated  the  presence  of  a  large  pelvic 
haematocele.  When  he  saw  her  a  few  weeks  later  in  consultation, 
the  haematocele  had  disappeareed  but  there  was  a  distinct  swelling 
in  the  right  tube.  The  patient  was  kept  in  bed  and  treated  with 
iodine  applications,  vaginal  douches  and  the  tampon.  The  swell- 
ing diminished  in  size  for  a  time  progressively,  but  afterwards 
remained  stationary.  The  soreness  and  tenderness  in  the  right 
iliac  region  was  relieved  so  long  as  she  remained  in  bed,  but 
returned  when  she  attempted  to  sit  up  or  walk.  There  being  no 
question  as  to  the  existence  of  an  old  tubal  pregnancy,  which  was 
a  continuous  source  of  annoyance,  he  operated  two  weeks  ago.  He 
had  been  told  that  the  patient  could  not  bear  an  anaesthetic,  and 
was  careful  to  secure  skilled  assistance  for  the  administration  of 
the  ether;  after  she  had  been  anaesthetized  for  a  short  time  she 
became  very  blue  and  ceased  to  breathe.  The  removal  of  the 
ether-cone  was  followed  by  slight  improvement,  but  the  minute 
it  was  reapplied  to  the  face  she  again  ceased  breathing.  The  oper- 
ation had,  therefore,  to  be  completed  in  a  hurried  manner.  In 
removing  the  sac  it  ruptured,  and  a  quantity  of  pus,  perhaps  an 
ounce  or  so,  escaped  through  the  abdominal  opening.  The  pre- 
carious condition  of  the  patient  due  to  the  effects  of  the  ether  made 
delay  dangerous.  So,  after  removing  the  tube  and  ovary  on  the 
left  side,  which  were  diseased,  gauze-drainage  was  used  in  place 
of  irrigation  of  the  pelvic  cavity.  The  convalescence  was  uninter- 
rupted. The  specimen  shows  the  ovum  loosely  attached  to  the 
walls  of  the  tube. 

Dr.  Dudley  said  that  the  specimen  showed  an  undoubted  tubal 
pregnancy.  He  had  been  particularly  interested,  however,  in  the 
complication  which  had  arisen  from  the  enfeebled  heart-action  pro- 
duced by  the  administration  of  the  anaesthetic.  He  could  not 
understand  why  Dr.  Lusk  had  failed  to  wash  out  the  abdominal 
cavity  under  such  circumstances,  for  he  was  accustomed  to  wash 
out  the  abdomen  in  almost  all  cases,  and  had  been  often  surprised 
to  see  how  quickly  a  flagging  heart  would  respond  to  flushing  the 
abdomen  with  hot  water.  Indeed,  in  one  or  two  cases  of  heart- 
failure,  occurring  during  the  performance  of  laparotomy,  he  had 
resorted  to  this  measure  for  the  purpose  of  producing  reaction.  He 
had  had  the  misfortune,  in  several  instances,  to  rupture  a  pyo-sal- 
pinx  and  cause  the  discharge  of  its  contents  into  the  abdomen. 
When  such  an  accident  occurred  he  was  always  careful  to  avoid 
using  a  sponge  to  remove  the  pus,  because  he  thought  this  only 
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tended  to  press  the  pus  into  the  intestines  and  omentum  and 
increased  the  danger  of  sepsis;  it  was  much  better  to  flush  the 
abdominal  cavity  with  water  and  float  the  pus  upward  on  the 
water;  in  this  way  septic  matter  can  be  removed  without  danger 
of  inoculating  the  surrounding  tissues.  In  no  one  of  his  cases  did 
peritonitis  follow  such  an  accident,  although  rupture  had  occurred 
in  a  pyo-salpinx  of  gonorrhceal  origin. 

Dr.  Lusk  said  that  he  thought  he  had  been  misunderstood  in 
regard  to  his  reason  for  omitting  the  washing  out  of  the  abdomen; 
his  patient  could  not  possibly  take  any  more  of  the  anaesthetic, 
and  hence  it  was  desirable  to  finish  the  operation  with  all  possible 
haste,  and  it  was  on  this  account  that  he  had  omitted  the  flushing. 
His  experience,  however,  with  this  procedure  was  entirely  different 
from  that  of  the  preceding  speaker,  for  he  had  noticed  in  patients 
who  had  apparently  been  in  good  condition,  that  on  attempting  to 
wash  out  the  abdomen  with  hot  water  they  had  suddenly  gone 
into  collapse.  Washing  out  of  the  pelvis,  however,  is  a  relatively 
safe  procedure. 

Dr.  Goffe  said  that  for  the  past  four  years  he  had  not  used  a 
drainage-tube,  preferring  to  use  iodoform-gauze,  which  stimulates 
serous  secretion  from  the  most  remote  portions  of  the  peritonaeum, 
left  thus  washing  away  whatever  poisonous  material  had  been 
behind.  Objection  had  been  made  to  the  use  of  the  gauze  for 
fear  that  the  plastic  exudation  which  it  caused  would  cause  trouble- 
some intestinal  adhesions.  In  two  cases  in  which  he  had  used 
several  yards  of  iodoform-gauze  he  had  found  on  examination, 
long  after  the  operation,  that  in  neither  case  was  there  any  evi- 
dence of  such  adhesions;  the.  patients  had  no  abdominal  pain  and 
their  bowels  moved  regularly,  so  that  this  fear  of  the  formation  of 
intestinal  adhesions  was  groundless. 

Dr.  Collyer  said  that  a  frequent  cause  of  collapse  during  the 
administration  of  ether  was  dilatation  of  the  heart.  He  had  found 
hot  applications,  applied  over  the  region  of  the  heart  to  be  most 
serviceable  in  bringing  about  reaction. 

Dr.  A.  H.  Buckmaster  was  much  surprised  at  Dr.  Goffe's  state- 
ment that  no  adhesions  formed  about  the  gauze,  for  it  was  used 
for  the  purpose  of  exciting  such  a  plastic  exudation,  in  order  that 
suspicious  areas  covered  by  the  gauze  might  be  shut  off  from  the 
peritoneal  cavity.  Delbet  has  advocated  this  use  of  the  gauze  and 
has  demonstrated  its  utility  in  the  lower  animals.  The  fluid  came 
from  the  area  shut  off  and  not  from  the  general  peritoneal  cavity. 
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Dr.  Chambers  thought  that  Dr.  Lusk  had  acted  wisely  in  omit- 
ting the  flushing  of  the  abdomen  in  order  to  complete  his  operation 
more  quickly,  but  he  could  not  agree  with  him  in  regard  to  the 
effect  of  hot  water  upon  the  action  of  the  heart,  for  he  had  never 
seen  the  slightest  sign  of  collapse  following  its  use.  In  fact,  this 
flushing  was  not  uncommonly  followed  by  a  very  perceptible 
improvement  in  the  pulse.  This  washing  out  is  infinitely  better 
than  any  method  of  drainage,  whether  by  glass  tubes  or  by  iod'o- 
form-gauze,  and  he  always  felt  much  safer  when  he  had  used  hot 
water  than  when  he  had  trusted  simply  to  drainage. 

Dr.  Goffe  explained  that  he  understood  that  there  was  a  plastic 
exudate  thrown  out  temporarily  around  the  iodoform-gauze,  but 
that  this  was  afterwards  dissolved  by  the  serous  discharges,  and 
the  point  he  desired  to  make  was  that  there  were  no  permanent 
adhesions. 

A  Modification  of  Apostoli's  Bi-Polar  Electrode.    Presented  by  Dr.  A. 
H.  Goelet. 


&OELET's  Modified  Apostoli  Bi-Polar  Vaginal  Electrode. 
The  advantage  claimed  for  this  improvement  upon  Apostoli's 
original  instrument  consists  in  its  being  more  readily  retained  in 
the  vagina  and  this  avoids  the  necessity  of  the  constant  support  of 
the  hand  during  the  application.  This  is  accomplished  by  making 
that  portion  of  the  electrode  which  is  inserted  in  the  vagina  heavier 
than  the  handle  or  shank  by  shortening  the  shank  and  contracting 
it  so  it  can  be  grasped  by  the  sphincter.  The  original  instrument 
is  nine-and-a-half  inches  long,  whereas  this  is  nearly  three  inches 
shorter.  As  some  of  these  electrodes  have  the  metallic  surfaces 
too  near  together  I  will  state  that  they  should  be  separated  one- 
and-three-eigth  inches  and  that  the  distance  from  the  end  of  the 
instrument  to  the  lower  margin  of  the  second  metallic  surface 
should  be  three  inches.  This  is  sufficient  for  any  vagina,  and  it  is 
not  necessary  to  have  the  metallic  surfaces  movable;  in  fact,  it  is  a 
disadvantage. 

Dr.  Malcolm  McLean  reported  the  following  case  : — 
The  Conversion  within  the  Pelvis  of  a  Face-Presentation  into  a  Vertex, 
the  Child  and  Pelvis  Being  of  Normal  Size,  and  the  Wafers  Hav- 
ing Been  Discharged  for  Some  Hours. 
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I  was  called  a  few  weeks  ago  by  Drs.  G.  H.  and  E.  L.  Cocks  to 
assist  them  in  a  difficult  case  of  labor  with  face-presentation,  in 
which  their  combined  efforts,  intelligently  applied,  had  failed  to 
rotate  the  chin  forward  or  to  alter  the  position  to  a  more  favorable 
one.  The  patient  was  a  young  Jewess  with  the  first  child.  She 
had  been  in  labor  many  hours;  the  waters  were  discharged  and  the 
face  was  jammed  down  into  the  pelvic  canal,  with  the  chin  almost 
opposite  the  right  sacro-ischiatic  foramen.  The  forceps  had  been 
used  to  extend  and  rotate  the  chin  forward,  but  without  success. 
Under  full  chloroform  I  attempted  to  dislodge  the  face  from  its 
awkward  position  and  found  it  impossible.  Neither  did  the  best 
efforts  of  the  mother  accomplish  anything  toward  further  descent 
and  anterior  rotation.  The  head  was  evidently  a  full-sized  one, 
the  patient  also  being  at  full  term.  With  the  head  locked  in  this 
vicious  position,  the  water  evacuated,  the  uterus  hugging  closely 
the  breech  of  the  child,  and  with  the  impossibility  of  causing  rota- 
tion or  descent,  it  looked  seriously  as  though  craniotomy  might  be 
demanded.  But,  believing  that  such  a  procedure  is  the  most  un- 
happy operation  in  obstetrics,  I  determined  to  make  another 
manoeuvre  for  the  correction  of  the  position,  namely,  to  attempt  to 
convert  the  face-presentation  into  one  of  the  vertex.  Believing  that 
it  would  be  possible  to  make  use  of  the  space — amounting  to  at 
least  one  inch — at  the  sides  of  the  child's  head  when  it  corresponded 
to  the  long  oblique  diameter  of  the  pelvis,  for  the  purpose  of  manip- 
ulating the  head,  I  introduced  my  right  hand,  and  without  much  diffi- 
culty succeeded  in  hooking  a  finger  sufficiently  over  the  suboccipital 
region  to  flex  the  head  quickly,  as  soon  as  I  could  lift  the  face 
slightly  upward.  The  thumb  was  used  to  push  up  the  long  lever, 
while  the  fingers  pulled  down  the  short  lever  of  the  child's  head. 
Very  little  force  was  necessary,  as  the  five  and  one  quarter  inch 
mento-occipital  diameter  of  the  head  was  easily  made  to  conform 
to  the  five  inch  oblique  diameter  of  the  canal  so  long  as  the  head 
was  made  to  flex  itself  by  describing  as  nearly  as  possible  equal 
portions  of  the  arc  of  circle  at  the  occiput  and  at  the  chin. 

As  soon  as  the  occiput  presented  the  case  was  easily  and  hap- 
pily terminated.  This  operation  has  been  suggested  by  several 
obstetricians,  but,  so  far  as  my  knowledge  of  the  facts  goes,  it  has 
never  been  reported  successful  in  any  case  where  a  full-size  head 
in  a  normal  pelvis  was  wedged  in  the  faulty  position  described. 

Dr.  Hodge  always  argued  that  this  operation  of  changing  the 
face  into  a  proper  vertex  presentation  within  the  pelvic  canal  ought 
to  be  possible;  and  he  suggested  several  ways  by  which  to  get  an 
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instrument  over  the  occiput  so  as  to  pull  it  down,  but  admitted  the 
great  difficulty  of  such  a  procedure,  and  that  he  had  never  known 
it  to  be  done. 

In  the  case  just  reported  I  convinced  myself  and  the  physicians 
assisting  me,  that  the  alteration  can  be,  even  in  difficult  cases,  ac- 
complished satisfactorily  by  the  hand  alone.  This  method  is  there- 
fore offered  as  a  very  efficient  means  wherewith  to  cope  with  the 
very  formidable  difficulties  of  face-presentation. 

A  New  Intra-  Uterine  Stern,  with  Re?narks  and  Cases.    Paper  by  Dr.  R. 
B.  Talbot.    (Seepage  1107.) 

Dr.  Currier  said  if  any  two  principles  were  recognized  by  mod- 
ern gynaecology  as  of  great  value  they  were  dilatation  and  drainage. 
There  were  many  varieties  of  stems  and  various  injuries  which 
could  be  attributed  to  their  use,  and  he  had  never  yet  seen  a  stem 
which  would  not  produce  some  injury.  His  experience,  while  in 
the  Woman's  Hospital,  had  probably  prejudiced  him  against  this 
method  of  treatment.  He  had  used  metallic  stems  in  a  few  cases, 
but  had  found,  in  all  of  them,  that  if  retained  for  any  length  of 
time  they  produced  erosion  or  became  buried  in  the  mucous  mem- 
brane, and,  in  many  cases,  caused  injury  which  more  than  balanced 
any  possible  advantage  which  might  have  accrued  from  their  use. 
It  did  not  seem  to  him  that  the  stem  just  presented,  though  very 
ingenious  in  its  construction,  was  free  from  objections.  As  he  un- 
derstood it,  the  spiral  of  the  stem  was  introduced  to  overcome  the 
flexion  of  the  uterus,  but  at  the  point  of  flexion  there  was,  of  course, 
the  greatest  pressurei  and,  hence,  it  would  not  be  long  before  an 
erosion  would  be  produced  by  the  stem.  The  extent  of  the  erosion 
could  only  be  guessed  at,  because  it  would  be  out  of  sight. 

In  gauze  we  have  a  substance  which  entirely  obviates  all  these 
objections,  and  it  is  of  universal  application  wherever  dilatation  and 
drainage  are  required. 

Dr.  Clement  Cleveland  indorsed  the  views  expressed  by  the  last 
speaker. 

Dr.  Hanks  was  very  glad  that  the  author  had  devoted  himself  to 
the  investigation  of  this  particular  subject,  for  he  thought  too  many 
of  us  were  at  work,  as  Dr.  Dudley,  of  Chicago,  had  expressed  it, 
"from  the  peritonaeum  down."  There  was  much  yet  to  be  done 
from  the  vagina  upward,  and  one  important  point  is  the  securing 
of  a  larger  opening  for  the  exit  of  the  uterine  discharges.  He  had 
often  made  use  of  the  uterine  stem  during  the  past  five  years,  and 
he  felt  sure  that  if  he  should  call  upon  some  of  the  house-surgeons- 
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of  the  Woman's  Hospital,  who  were  present  at  the  meeting, 
they  would  be  able  to  recall  but  one  case  which  had  occurred 
in  the  hospital  during  that  time  in  which  it  had  been  necessary  to 
remove  the  stem  on  account  of  inflammation.  In  almost  every  case 
where  flexion  is  present  it  is  at  the  junction  of  the  cervix  with 
the  body,  and  he  was  in  the  habit  of  introducing  a  glass  or 
hard-rubber  stem  to  correct  this  deformity;  unless  there  were  a  very 
severe  perimetritis  or  a  small  fibroid  in  the  cervical  canal  there 
should  be  no  trouble  from  such  a  stem  after  curetting  and  divulsion. 
As  an  instance  of  the  perfect  safety  and  comfort  with  which  patients 
could  wear  a  properly-fitting  stem,  he  referred  to  a  patient  who 
wore  one  during  a  whole  summer  without  any  medical  attention 
whatever,  and  during  this  time  she  gained  a  medal  in  a  swimming 
contest.  The  terrible  amount  of  injury  done  by  these  stems  is  all 
a  bugbear.  He  had  seen  dysmenorrhcea  wonderfully  improved  by 
their  use,  and  the  possibility  of  conception  increased.  He  considered 
Dr.  Talbot's  instrument  a  very  ingenious  one  and  thought  it  not 
unlikely  that  it  might  come  into  general  use.  He  thought  it  would 
be  particularly  useful  in  cases  of  moderate  flexion.  While  we  might 
be  able,  by  packing  the  uterus  with  gauze,  to  get  along  without 
the  use  of  any  kind  of  stem,  it  should  not  be  forgotten  that  gauze- 
packing  cannot  cure  a  retroflexion;  while  a  long  glass  stem  would 
do  more  than  anything  else  to  straighten  the  uterus,  and  after  this 
has  been  accomplished  one  can  adopt  whatever  method  seems 
best  suited  to  hold  the  organ  up  in  position. 

Dr.  Chambers  said  that,  although  he  still  made  frequent  use  of 
the  stem,  he  did  not  resort  to  it  nearly  so  often  as  formerly,  since 
the  general  introduction  of  thorough  divulsion.  In  the  past  he  had 
used  Thomas'  glass  stem  almost  exclusively,  but  lately  he  had  been 
trying  one  made  of  aluminium,  which  not  only  possessed  all  the  ad- 
vantages of  the  glass  stem,  but  was  exceedingly  light  and  was  not, 
like  the  glass  stem,  liable  to  be  broken.  He  would  certainly  give 
Dr.  Talbot's  stem  a  trial.  Gauze-packing  was  well  suited  to  many 
cases  where,  in  addition  to  stenosis,  there  is  malformation  of  the 
uterus,  but  the  stem  should  be  preferred,  and  he  had  never  found 
serious  results  to  follow  its  use;  in  the  great  majority  of  cases  no 
trouble  whatever  would  ensue,  even  where  the  stem  is  worn  for  as 
long  a  period  as  six  months. 

Dr.  Vineberg  said  that  the  author  had  omitted  to  state  what 
kind  of  flexions  he  would  treat  with  the  stem.  If  he  meant  ante- 
flexion, then  the  treatment  was  certainly  appropriate,  although  it 
was  often  difficult  to  decide  whether  such  a  flexion  were  normal  or 
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abnormal.  If,  however,  he  referred  to  other  flexions  he  could  not 
agree  with  him,  for,  after  a  careful  study  of  this  subject,  he  had 
failed  to  see  a  retroflexion  which  was  not  associated  with  some 
adhesions  or  some  trouble  with  the  tubes  and  ovaries,  and,  under 
such  circumstances,  he  would  hesitate  to  use  even  a  simple  vagi- 
nal pessary.  In  a  large  percentage  of  cases  of  retroflexion,  when 
the  adhesions  are  broken  up  and  the  uterus  brought  forward  by  the 
gradual  method  of  pelvic  massage,  it  will  stay  in  this  position,  and 
in  these  few  cases  where  it  will  not  stay  forward  it  will  be  found 
that  there  is  a  decided  thinning  between  the  body  and  the  cervix. 
He  had  never  used  the  intra-uterine  stem,  because  he  feared  the 
consequences  of  such  treatment. 

Dr.  Buckmaster  said  that,  if  he  were  to  use  a  stem-pessary  at 
all,  he  would  favor  the  one  just  presented.  He  was  disappointed 
that  the  author  had  not  considered  the  question  of  the  variety  of 
anteflexion  in  which  the  stem-pessary  was  indicated.  Anteflexion 
in  many  cases  is  perfectly  natural,  and,  where  there  is  sufficient 
obstruction  to  demand  treatment,  except  in  cases  of  sterility,  it 
arose  from  traction  on  the  uterus  from  behind  by  inflammatory  ac- 
tion, and  in  such  cases  the  stem  could  only  do  harm.  Personally 
he  thought  the  viscid  discharge  which  at  times  prevented  concep- 
tion was  better  overcome  by  gradual  dilatation  with  Hanks'  dila- 
tors made  of  steel;  he  specified  Hanks'  dilators,  because  he 
considered  the  steel  divulsing  instruments  dangerous.  In  one  case, 
in  which  he  had  not  used  as  much  force  as  is  commonly  employed, 
he  had  split  the  uterus  up  to  the  fundus.  He  believed  that  Emmet's 
teaching  was  correct  in  regard  to  backward  displacements,  viz., 
that  in  all  cases,  except  those  due  to  neoplasms  they  were  the  re- 
sult of  inflammatory  action  and  the  formation  of  adhesions  between 
the  folds  of  the  peritonaeum  in  Douglas'  cul-de-sac,  and  hence  a 
stem-pessary  could  only  do  harm.  He  inferred  that  the  chief  benefit 
from  the  use  of  the  stem  was  in  securing  better  drainage,  and  for 
this  purpose  he  preferred  the  gauze.  Where  a  stem-pessary  is  in- 
troduced care  should  be  taken  not  to  allow  the  patient  to  go  about 
at  once;  from  a  neglect  of  this  precaution,  he  had  seen  the  temper- 
ature rise  from  1040  or  105°  after  the  introduction  of  a  stem-pessary 
by  a  very  careful  and  competent  operator,  and  he  had  seen  a  patient 
laid  up  for  nine  months  with  a  pelvic  abscess. 

Dr.  Dudley  said  that  in  criticising  the  use  of  this  stem  or  of  any 
other  we  should  exclude  the  cases  treated  by  the  old  method.  The 
cases  which  were  formerly  observed  in  the  Woman's  Hospital,  and 
where  the  stem  seemed  to  have  been  injurious,  were  almost  with- 
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out  exception  cases  in  which  posterior  section  had  been  made  pre- 
vious to  the  introduction  of  the  stem;  in  his  opinion  the  element  of 
danger  in  these  cases  was  the  cut  and  not  the  stem.  The 'cases  of 
cellulitis  and  peritonitis,  which  he  had  seen  follow  the  use  of  the 
stem-pessary,  had  been  those  in  which  some  surgical  cutting  oper- 
ation had  been  previously  performed  on  the  uterus.  The  principle 
of  drainage  is  an  exceedingly  important  one,  and  the  stem  presented 
by  Dr.  Talbot  was  very  ingenious  in  construction,  and  possessed 
some  advantages  over  the  ordinary  glass  and  hard-rubber  stems. 
It  had  the  great  advantage  over  the  rigid  stem  of  allowing  the 
sound  to  be  shaped  in  accordance  with  the  direction  of  the  uterine 
canal,  so  that  the  stem  could  be  introduced  in  conformity  with  its 
curve. 

Dr.  Collyer  said  that  it  was  not  very  many  years  ago  that  the 
stem  had  been  almost  universally  condemned  in  this  city,  and  even 
those  of  moderate  experience  were  cognizant  with  the  damage  it 
had  done.  Dr.  Talbot's  stem-pessary  seemed  to  him  to  be  too 
long.  The  indications  for  the  use  of  the  stem  were  to  facilitate 
conception,  to  overcome  flexion,  to  cure  retroversion  without  adhe- 
sions and  for  drainage.  Before  resorting  to  it  in  case  of  sterility 
he  would  advise  a  careful  examination  of  the  husband's  semen, 
for  in  twenty-five  per  cent,  of  these  cases  they  would  be  found 
impotent.  If  the  stem  were  employed  for  simple  dilatation  he 
would  only  say  that  in  his  opinion  the  use  of  gauze,  after  thorough 
dilatation,  is  superior.  For  the  relief  of  dysmenorrhcea  the  stem  is 
indicated,  and  for  this  purpose  should  be  straight.  Before  intro- 
ducing the  stem  it  was  his  custom  to  dilate  the  canal  to  such  an 
extent  that  there  would  be  no  danger  of  it  plugging  up  the  canal, 
which  is  an  accident  sure  to  occur,  regardless  of  the  nature  of  the 
stem,  unless  the  divulsion  be  very  thoroughly  made.  Where  there 
was  a  retroflexion  with  adhesions,  the  use  of  the  stem  was  contra- 
indicated.  When  there  was  any  inflammation  about  the  uterus  the 
use  of  the  stem  would  set  up  a  pelvic  peritonitis  every  time.  In 
many  cases  of  specific  vaginitis,  supposed  to  be  cured,  the  intro- 
duction of  a  stem  is  sufficient  to  light  up  a  pelvic  peritonitis.  The 
insertion  of  a  stem  in  suitable  cases  of  sterility  was  often  followed 
by  gratifying  results.  He  had  never  yet  seen  a  stem  which  did  not 
excite  more  or  less  endometritis  ;  and  if  others  had  not  met  with  a 
similar  experience  they  must  have  been  exceedingly  fortunate.  Pa- 
tients wearing  the  stem  during  the  menstrual  period  invariably 
complain  of  discomfort,  and  the  stem  very  frequently  gives  rise  to 
an  irritating  and  troublesome  discharge. 
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Dr.  Talbot,  in  closing,  said  that  he  did  not  use  the  stem-pes- 
sary in  those  cases  in  which  he  would  use  iodoform-gauze,  viz.,  in 
those  in  which  a  great  amount  of  dilatation  was  indicated.  Nor 
did  he  expect  to  cure  flexions  due  to  adhesions.  He  considered  a 
slight  amount  of  anteflexion  normal,  but  where  the  stenosis  is  evi- 
dently the  cause  of  dysmenorrhoea,  and  where  the  uterus  is  found 
to  be  freely  movable,  he  would  use  the  stem.  The  stem  was  spe- 
cially appropriate  in  this  class  of  cases,  for  it  could  be  worn  for  one 
or  two  months  at  a  time,  thus  securing  a  more  lasting  effect  than 
could  be  obtained  by  the  use  of  the  iodoform-gauze,  which  can  only 
be  retained  a  short  time.  He  had  only  referred  to  cases  in  which 
conception  had  occurred  as  a  proof  that  the  stem  had  restored  the 
uterus  to  its  normal  condition.  He  did  not  think  that  pregnancy 
would  immediately  follow  the  use  of  any  stem  or  divulsor,  for  the 
mucous  membrane  is  always  more  or  less  injured  by  them.  If  Dr. 
Collyer  had  found  that  the  stem  produced  endometritis  in  every 
case,  on  account  of  which  he  objected  to  their  use,  he  did  not  see 
why  he  made  use  of  them  at  all.  Personally  he  only  used  it  for 
one  purpose,  viz.,  to  hold  the  dilated  cervical  canal  open  and  to 
keep  up  this  fair  amount  of  dilatation  continually. 
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